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The  muscle  relaxant 

that  works 

before  you  write  a  prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a  single  2  cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a  prescription 
for  NORFLEX  tablets,  1  tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  Its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon")  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  -  Average  adult  dose: 
one  ampul,  2  cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS  -  Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate.         j 


For  lull  Information,  see  Package  Insert 
or  P.D.R 

Riker  Laboratories 
Northridge,  California  91324 


Norflex 

(orphenadrine  citrate) 
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ADVERTISEMENTS 


A  Sanitarium  for  Rest  Under  Medical  Supervision,  and  Treatment  of 
Nervous  and  Mental  Diseases,  Alcoholism  and  Drug  Addiction 

The  Pinebluff  Sanitarium  is  situated  in  the  sandhills  of  North  Carolina  in  a  60-acre 
park  of  longleaf  pines.  It  is  located  on  U.  S.  Route  1,  six  miles  south  of  Pinehurst  and 
Southern  Pines.   This  section  is   unexcelled  for  its  healthful  climate. 

Ample  facilities  are  afforded  for  recreational  and  occupational  therapy,  particularly 
out-of-doors. 

Special  stress  is  laid  on  psychotherapy.  An  effort  is  made  to  help  the  patient  arrive  at  an 
understanding  of  his  problems  and  by  adjustment  to  his  personality  difficulties  or  modi- 
fication of  personality  traits  to  effect  a  cure  or  improvement  in  the  disease  Two  resident 
physicians   and    a    limited   number  of    patients    afford    individual    treatment    in    each    case. 

For  further   information   write: 

The  Pinebluff  Sanitarium,  Pinebluff,  N.  C 


Malcolm  D.  Kemp,  M.D. 


Medical  Director 


WINCHESTER 

"CAROLINAS'  HOUSE  OF  SERVICE" 

Winchester    Surgical    Supply    Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch    Surgical    Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

Serving  the  MEDICAL  PROFESSION  of  NORTH  CAROLINA 
and  SOUTH  CAROLINA  since  1919. 

We  equip  many  new  Doctors  beginning  practice  each  year, 
and  invite  your  inquiries. 

Our  salesmen  are  located  in  all  parts  of  North  Carolina 

We  have  DISPLAYED  at  every  N.  C.  State  Medical  Society  Meeting  since  1921,  and 
advertised  CONTINUOUSLY  in  the  N.  C.  Journal  since  January  1940  issue. 
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SYRUP  OF 


CHLORAL   HYDRATE) 


A  palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


JONES  and  VAUGHAN 

Richmond  26.  Virginia 


BSP    DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5  mg./kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a  sterile  needle,  alcohol  swab  and  a  7.5  m 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  &  DUNNING,  INC 

(85^i  BALTIMORE,  MARYLAND  21201 


BROMSULPHALEIN8 
IN  A  COMPLETE, 
STERILE, 
DISPOSABLE, 
&  ECONOMICAL 
PATIENT-UNIT. 
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Offers  prompt  pain  relief 

Relief  of  neuritic  pain  from  herpes  zoster 
(shingles)  is  prompt1"3-usually  after  the 
first  few  intramuscular2  injections— particu- 
larly when  therapy  is  administered  early.34 
The  duration  of  disability  in  many  patients 
is  often  significantly,  shortened.-  Posther- 
petic neuralgias— even  in  the  elderly— rarely 
develop.14  Complete  pain  relief  is  observed 
in  most  patients  within  5  days.2 

Administration  in  herpes  zoster:  one  ampul 
( 1 .3  cc. )  I.M.  daily  for  2  to  5  days.  Caution: 
For  intramuscular  use  only.  Inadvertent  I.V. 
administration  may  cause  anaphylactoid  re- 
action. Supplied:  Boxes  of  10  ampuls,  1.3 
cc.  each. 

References: 

1.  Combes,  F.  C.  and  Canizares,  O.:  New  York  Stale  J. 
Med.  52:706-708  (Mar.  15)  1952. 

2.  Xander,  G.  W.:  Western  Med.  1:14  (Sept.)  1960. 

3.  Baker,  A.  G.:  Penna.  Med.  J.  63:697-698  (May)   1960 

4.  Lehrer,    H.   Wv    Lehrer.    H.   G..    and    Lehrer,    D.    R.: 
orthwest  Med.  75:1249-1252  (Nov.)  1955. 
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Medical  Society  Of  The  State  Of  North  Carolina 
Major  Hospital  and  Overhead  Expense  Plans 

$15,000.00  Major  Hospital  And  Nurses  Expense  Policy - 
80  percent  —  20  percent  Co-Insurance 


PLAN  A- 

-$100  DEDUCTIBLE 

Member 

Member,  Spouse 

Age 

Member 

and  Spouse 

and  Children 

Under  40 

$  39.50 

$   99.00 

$138.00 

40-49 

60.00 

145.50 

185.00 

50-59 

87.50 

200.50 

240.00 

60-64* 

137.50 

307.50 

347.00 

PLAN  B- 

-$300  DEDUCTIBLE 

Member 

Member,  Spouse 

Age 

Member 

and  Spouse 

and  Children 

Under  40 

$  24.00 

$  54.50 

$  72.00 

40-49 

36.50 

84.50 

102.00 

50-59 

57.00 

122.00 

139.50 

60  -  64* 

86.50 

193.00 

210.50 

PLAN  C— 

$500  DEDUCTIBLE 

Member 

Member,  Spouse 

Age 

Member 

and  Spouse 

and  Children 

Under  40 

$  15.00 

$  33.00 

$  44.00 

40-49 

24.50 

57.00 

67.50 

50-59 

39.50 

87.50 

98.00 

60  -  64* 

66.50 

148.00 

159.00 

65-69 

27.50 

81.50 

92.00 

*  Renewal  rates 

only— When  an  Insured  Member 

attains  Age  65  he 

may   continue  to  be 

insured  under  the  $500  Deductible  Plan  which  is  integrated  with  Medicare. 

Semi-annual   premium   rates   are   one-half  the  annual   rate   plus   fifty   cents. 

Overhead  Expense  Policy 

BENEFITS  PAYABLE  FROM  THE  1ST  DAY  OF  DISABILITY 

PROVIDED  DISABILITY  IS  TOTAL  AND 

CONTINUOUS  FOR  31  DAYS 


Monthly  Expense 

Under  Age  40 

Ages  40-49 

Ages  50-59 

Ages  60-69* 

Benefit 

Annual  Premium 

Annual  Premium 

Annual  Premium 

Annua]  Premium 

$    400 

$  40.00 

$  56.00 

$  80.00 

$128.00 

600 

60.00 

84.00 

120.00 

192.00 

800 

80.00 

112.00 

160.00 

256.00 

1,000 

100.00 

140.00 

200.00 

320.00 

1,200 

120.00 

168.00 

240.00 

384.00 

1,500 

150.00 

210.00 

300.00 

480.00 

'Renewal  Only.  Premiums  apply  at  age  of  entry  and  at  attained  age  on  renewal. 

Semi-annual  premium  rates  are  one-half  the  annual  rate  plus  fifty  cents. 

For  Full  Information — Write  or  Call 

Ralph  ].  Golden  Insurance  Agency 

Robert  Exum.  Jr.        Ralph  J.  Golden        Henry  Maclin  IV        J.  M.  Moore 


Phone:  BRoadway  5-3400 


Greensboro.  N.  C.  27405 
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Leisurecap 
Eat  Control 

ETROL  is  manufactured  expressly  for  Burlington  Pharmacal,  Inc.,  and  is 
Lavender  and  Clear  with  our  trademark  on  both  ends  of  the  Leisurecap  (Bur- 
lington Pharmacal's  timed  release-capsule-release  by  dialysing  the  membrane). 

ETROL  is  a  timed  release  preparation  formulated  as  an  adjuvant  in  the 
management  of  simple  obesity  associated  with  mild  depressive  states,  and 
lethargy. 

ETROL 

A  combination  of  established  drugs  of  time  proven  efficacy 
in  the  management  of  the  overweight  patient,  and  finding  use 
in  mild  depressive  states. 
ADVANTAGES: 

*  Established  patient  responses 

"Simple  dosage  regimen 

"Convenience  of  a  single,  morning  dose 

-Continuous  control  of  appetite  both  during  and  between  meals 

'Daylong  relief  of  the  mental  and  emotional   side-effects  of 
dieting 
Infrequent  and  usually  mild  side  effects 

"Provides  prolonged  therapeutic  effect 
COMPOSITION : 

Each  Leisurecap  ETROL  contains: 

Dextro-Amphetamine  Sulfate  lo  mgm. 

Amobarbital  60  mgm. 


INDICATIONS: 

Etrol  is  indicated  in  overweight,  to  reduce  appetite  and 
relieve  symptoms  of  mental  and  emotional  distress  that 
accompanies  diminshed  caloric  intake. 

Etrol  is  useful  in  mild  depressive  states  such  as  post- 
partum depression,  situational  stress,  senile  depression 
and  pessimism  associated  with  organic  based  illness.  In 
these  conditions,  Etrol  often  eliminates  or  reduces  apathy, 
nervous  fears,  loss  of  interest,  loss  of  ability  to  concen- 
trate, and   sensations  of  weakness  and  exhaustion. 

PHARMACOLOGY: 

Amobarbital  in  the  quantity  present  is  a  mild  sedative. 
Primarily  degraded  in  or  by  the  liver,  it  is  not  dependent 
on  renal  excretion  lor  inactivation.  Dextro-Amphetamim- 
is  the  Dextro  form  of  Amphetamine  and  approximately  3-4 
times  as  potent  as  the  Laevo  form,  and  about  twice  as 
potent    as   the   raeemic    form. 

The  weight  loss  during  the  administration  of  Ampheta- 
mine is  caused  almost  entirely  by  reduction  in  food  in- 
take, and  only  in  small  measure  by  a  variable  increase  in 
total  energy  metabolism.  This  voluntary  reduction  in  food 
intake  is  probably  the  result  of  Amphetamine  action  on 
ihe   brain. 

Experiments  in  man  indicate  that  the  sensitivity  to  taste 
and    smell    is   diminished.    Amphetamine    stimulates   effector 


organs  innervated  by  adrenergic  nerves.  Bloodpressure  is 
elevated,  peripheral  vessels  are  constricted,  and  the  heart 
muscle  is  stimulated,  and  bronchial  and  intestinal  muscles 
are  relaxed.  Amphetamine  is  readily  absorbed  from  the 
intestinal  tract. 

SIDE    EFFECTS: 

Excitability,  increased  motor  activity,  insomnia,  have 
occured  infrequently  and  usually  are  mild 

PRECAUTIONS    and    CONTRA  INDICATIONS: 

Etrol  is  to  be  used  with  caution  in  those  patients  sensi- 
tive to  barbiturates  or  sympathomimetics.  The  possibility 
of  excessive  use  by  unstable  individuals  which  may  result 
in   phsychological  dependence,  should  be   born  in  mind. 

Use  with  camion  i  as  with  most  medications)  in  prey 
nancy,   especially    the    first   trimester. 

Because  of  the  amobarbital  component,  this  preparation 
should   not   be   used   in   the   presence   of  severe   liver  disease. 

ADMINISTRATION     and    DOSAGE: 

On  leisurecap,  preferably  in  the  morning. 
Etrol  is  not   recommended   For   children 

HOW    SUPPLIED: 
Lavender  and  Clear  bard  gelation  capsules  i trade-marked) 

in  bottles  of  50   and  250. 


BURLINGTON    PHARMACAL,    INC. 

Post  Office:  Box  3311 
BURLINGTON.    NDRTH  CAROLINA     27215 


3k^>SlS&!SlSlS!SiSiSl!3SBK!SlSiS}SKiS!SlSiS!S!SElSi^^ 


VIII 


NORTH  CAROLINA  MEDICAL  JOURNAL 


July.  1968 


OFFICERS  —  1968-1969 

President:  David  G.  Welton,  M.D.,  1012  Kings  Drive,  Charlotte  28207 
President-Elect:  Edgar  T.  Beddingfield,  Jr.,  M.D.,  Wilson  Clinic,  Wilson  27893 
First  Vice-President:  John  GLASSON,  M.D.,  306  S.  Gregson  Street,  Durham  27701 
Second  Vice-President:  Mark  McD.  Lindsey,  M.D.,  Box  1029,  Hamlet  28345 
Secretary:  Charles  W.  Styron,  M.D.,  615  St.  Mary's  Street,  Raleigh  27605 
Speaker:  DONALD  B.  KOONCE,  M.D.,  408  N.  11th  Street,  Wilmington  28401 
Vice-Speaker:  James  E.  Davis,  M.D.,  1200  Broad  Street,  Durham  27705 
Past  President:  Robert  A.  ROSS,  M.D.,  N.  C.  Memorial  Hospital,  Chapel  Hill  27514 
Executive  Director:  Mr.  James  T.  Barnes,  203  Capital  Club  Bldg.,  Raleigh  27602 

COUNCILORS  —  1967-1970 

First  District:  William  H.  Romm,  M.D.,  Box  26,  Moyock  27958 

Vice  Councilor:  Edward  G.  Bond,  M.D.,  Chowan  Medical  Center,  Edenton  27932 
Second  District:  Ernest  W.  Larkin,  Jr.,  M.D.,  211  N.  Market  St.,  Washington  27889 

Vice  Councilor:  J.  Benjamin  Warren,  M.D.,  Box  1465,  New  Bern  28560 
Third  District:  Frank  R.  Reynolds,  M.D.,  1613  Dock  Street,  Wilmington  28401 

Vice  Councilor:  John  T.  Dees,  M.D.,  Box  815,  Burgaw  28425 
Fourth  District:  Harry  H.  Weathers,  M.D.,  Central  Medical  Clinic,  Roanoke  Rapids  27870 

Vice  Councilor:  Robert  H.  Shackleford,  M.D.,  115  W.  Main  St.,  Mount  Olive  28365 
Fifth  District:  HARRY  H.  Summerlin,  SR.,  M.D.,  203  Atkinson  St.,  Laurinburg  28352 

Vice  Councilor:  Charles  A.  S.  Phillips,  M.D.,  Pinehurst  Surgical  Clinic.  Pinehust  28374 
Sixth  District:  Thomas  C.  Worth,  M.D.,  Rex  Hospital,  Raleigh  27603 

Vice  Councilor: 
Seventh  District:  Charles  L.  Stuckey,  M.D.,  1515  Elizabeth  Ave.,  Charlotte  28204 

Vice  Councilor:  Jesse  Caldwell,  Jr.,  M.D.,  114  W.  Third  Ave.,  Gastonia  28052 
Eighth  District:  Louis  deS.  Shaffner,  M.D.,  300  S.  Hawthorne  Rd.,  Winston-Salem  27103 

Vice  Councilor:  Richard  A.  Kelly,  M.D.,  1116  Grove  St.,  Greensboro  27403 
Ninth  District:  Paul  McN.  Deaton,  M.D.,  766  Hartness  Road,  Statesville  28677 

Vice  Councilor:  THOMAS  E.  Fitz,  M.D.,  11  13th  Avenue,  N  .E.,  Hickory  28601 
Tenth  District:  George  G.  Gilbert,  M.D.,  One  Doctors  Park,  Asheville  28801 

Vice  Councilor:  Ernest  H.  Stines,  M.D.,  Midway  Medical  Center,  Canton  28716 


SECTION  CHAIRMEN 


1968-1969 


General  Practice  of  Medicine:  Jack  W.  Wilkerson,  M.D.,  Greenville  Clinic,  Greenville  27834 

Interna  I  Medicine  : 

Ophthalmology  &  Otolaryngology :  W.  Banks  Anderson,  Jr.,  M.D.,  Duke  Med.  Ctr.,  Durham 

27706 
Surgery:  Edward  H.  Camp,  M.D.,  Midway  Medical  Center,  Canton  28716 
Pediatrics:  Ted  D.  Scurletis,  M.D.,  517  Darmouth  Rd.,  Raleigh  27609 

Obstetrics  &  Gynecology:  Annie  Louise  Wilkerson,  M.D.,  100  S.  Boylan  Ave.,  Raleigh  27603 
Public  Health  &  Education:  Caroline  H.  Callison,  M.D.,  Sampson  Co.  Health  Dept.  Clinton 

28328 
Neurology  &  Psychiatry:  Robert  L.  Rollins,  Jr.,  M.D.,  Dorothea  Dix  Hosp.,  Raleigh  27602 
Radiology:  Ira  E.  Bell,  M.D.,  18  13th  Avenue,  N.E.  Hickory  28601 
Pathology:  Arthur  E.  Davis,  Jr.,  M.D.  Rex  Hospital,  Raleigh  27605 

Anesthesiology:  Kenneth  D.  Hall,  M.D.,  Duke  Univ.  Med  Ctr.,  Box  2917  AA,  Durham  27706 
Orthopaedics  &  Traumatology: 

28207 
Dermatology:  Joseph  M.  Hitch,  M.D.,  415  Professional  Bldg.,  Raleigh  27601 
Stvdent  AM  A  Chapters: 


Abbott 
Antihypertensive 
Building  Blocks 


A  simplified  approach 
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Enduron:  (methyclothiazide)  A  basic 
building  block  for  mild  hypertensives 


MKTHYCLOTI 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient's 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persists  for  a  full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a  basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A  single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a  day,  every  day 

ENDURON 
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See  Brief  Summary  on  final  page  of  advertisement 
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Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


1)1  SI  KPIDIM  ^ 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a  building  block  of  deserpidine.  This  is  a  puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


MILD 


TO 


MODERATE 


e  Once  a  day,  every  day 

ENDURONYL  

E  5  mg.  with 

L  U.ZO  mg.  Or  ( rUKIL)  U.U  Rig.     See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A  unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a  day,  every  day 

EUTRON 


ME  HYDROCHLORIDE  25  mg. 
with  METHYCL0THIAZ1DE  5  mg. 


MILD 

TO 

MODERATE 

TO 

SEVERE 

See  Brief  Summary  on  final  page  of  advertisement 


ENDURON 

METHYCLOTHIAZIDE 


ENDURONYL! 

Each  tablet  contains 
Methyclothiazide  5  mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  tor  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis.  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a  symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5  mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients;  1.  No  other  drugs  (particularly  "cold 
preparations"  and  antihistamines),  cheese  or  alcohol 
without  physician's  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a  history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiouslyat reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a  vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I,  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  —  Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  8M438R 


MORNING  STIFFNESS 

EASED  I 
LAST  NIGHT 

(She  took  Persistin® 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 
night  before. 

Persistin  is  a  unique  salicylate  which  com- 
bines the  prompt  analgesic  action  of  aspirin  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  permit  un- 
interrupted sleep.  Three  Persistin  tablets  at 
bedtime  yield  therapeutic  serum  salicylate 
levels  on  arising  which  are  well  within  the 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritics  to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 

DOSAGE:  To  relieve  morning  stiffness  and  pain: 
when  salicylates  have  not  been  taken  during 
the  day,  an  adult  dose  of  three  tablets  at  bed- 
time is  suggested. 

For  24-hour  control  of  pain:  Adults  up  to  160 
lbs.,  one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 

PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do    DCDCICTI  r\J® 
not  exceed  recom-    i    ClxOlO  I  UN 
mended  doses.  SSPSSSyS?  m  %\ 

(160  mg.) 
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LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 
SPECIAL  EXERCISES! 


ONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A  SINGLE  MORNING  DOSE 


■  ne  Ambar  Extentab  before  breakfast  can 
:lp  control  most  patients'  appetite  for  up 
12  hours.  Methamphetamine,  the  appe- 
e  suppressant,  gently  elevates  mood  and 
^lps  overcome  dieting  frustrations.  Pheno- 
irbital,  the  sedative  in  Ambar,  controls  irritability  and 
xiety... helps  maintain  a  state  of  mental  calm  and  equa- 
mity.  Both  work  together  to  ease  the  tensions  that  erode 
e  willpower  during  periods  of  dieting. 
Iso  available:  Ambar  #1  Extentabs"'— methamphetamine 
'drochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
may  be  habit  forming). 


AMBAR#2 

EXTENTABS 


methamphetamine  HC1  15  mg., 

phenobarbital  64.8  mg.  (1  gr.) 

(Warning:  may  be  habit  forming) 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company 


RICHMOND,  VA.  23220 
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Tofranil®,  imipramine  hydrochloride 


Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  this  agent  and  monoamine  oxi- 
dase inhibiting  (M.A.O.l.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7  days  after  M.A.O.l. 
therapy  has  been  discontinued  should 
be  allowed  before  this  drug  may  be 
substituted.  Initial  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 
Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a  risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 


the  potential  benefits  outweigh  the 
possible  risks,  it  should  not  be  used 
during  the  first  trimester  of  pregnancy. 
Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment.  Some 
severely  depressed  patients  may  also 
require  hospitalization  and/or  con- 
comitant electroconvulsive  therapy. 
Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing the  drug  for  patients  with 
increased  intraocular  pressure. 
In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper- 


thyroid  patients  and  in  patients  re 
ceiving  thyroid  medication  when 
this  compound  was  added  to  the 
regimen. 
Imipramine  may  block  the  pharma 
cologic  activity  of  guanethidine  an   w 
other  related  adrenergic  neuron 
blocking  agents. 

The  drug  is  not  recommended  at  tl1 
present  time  in  patients  under  12  y       - 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation, 
turbances  of  accommodation,  swe 
ing,  dizziness,  weight  gain,  urinary    ijj 
frequency  or  retention,  nausea  anc! 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  su 


symptoms  as  hallucinations  and  df    :?;'.'. 


orientation),  activation  of  psychos 
schizophrenics  and  agitation  (inch 
ing  hypomanic  and  manic  episode1 
which  may  require  dosage  reducti'     : 
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J/or  addition  of  a  tranquilizer  or 
lporary  discontinuation  of  the  drug 
■;!  leptiform  seizures,  orthostatic 

botension  and  substantial  blood 
■.-I  ssure  fall  in  hypertensive  patients, 
j;ftpura,  transient  jaundice,  bone  mar- 
-,'/ depression  including  agranulocy- 
t  is.  sensitization  and  skin  rash 
■  Eluding  photosensitization,  eosino- 
;6lia,  and  mild  withdrawal  symptoms 
Csudden  discontinuation  after  pro- 
nged treatment  with  high  doses. 
•  Ccasional  hormonal  effects  (im- 
:  jkence,  decreased  libido,  and  estro- 
•ifitic  effects)  may  be  observed, 
^'■'opine-like  effects  may  be  more 
^pnounced  (e.g.  paralytic  ileus)  in 
.  .s  ceptible  patients  and  in  those 
-.ting  anticholinergic  agents  (includ- 
;ii  antiparkinsonism  drugs). 
-'£  patient  Adult  Dosage:  Initially, 
-7  Tig.  daily,  increased,  if  necessary, 
fc  50  or  200  mg.  Maintenance  dosage 
-fly  be  lower,  50  to  150  mg.  daily,  if 
.  fl'Sible. 


Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 
A  lag  in  therapeutic  response,  lasting 
from  a  few  days  to  a  few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Round  tablets  of  25  and 
50  mg.;  triangular  tablets  of  10  mg. 
for  geriatric  and  adolescent  use;  and 
ampuls,  each  containing  25  mg.  in 
2  cc.  for  I.M.  administration. 
(BJR-46-850-C 


For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


For  him,  commencement. 

For  his  mother,  the  beginning 
of  his  career  may  seem  the  end 
of  hers.  The  end  of  feeling 
needed  and  useful.  The  begin- 
ning, perhaps, of  apathological 
depression. 

Tofranil  can  often  relieve  the 
symptoms  of  her  depression.  If 
it  can  relieve  her  mental  anguish, 
you  may  be  able  to  help  her 
graduate  into  a  new  and  fruitful 
lifeof  herown. 

Tofranil  could  be  her  commence- 
ment, too. 

Tofranil'  Geigy 

imipramine 
hydrochloride 

in  depression 


The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.'s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  in  those  receiving  anticholinergics 
(including  antiparkinsonism  agents),  thyroid 
medication  or  adrenergic  neuron-blocking 
antihypertensive  agents;  and  in  those  in  the 
first  trimester  of  pregnancy,  the  precautions 
discussed  in  the  Prescribing  Information 
should  be  carefully  observed.  Although  toxic 
reactions  severe  enough  to  require  discontinua- 
tion of  Tofranil  are  uncommon,  please  refer 
to  the  Prescribing  Information  for  a  description 
of  such  instances  when  discontinuation  may 
be  necessary. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Open-eyed  nights 


Too  tense  to  sleep. ..too 

tired  to  get  up.  Early  to 

bed,  late  to  rise,  and  not 

much  sleep  at  that,  the  patient  with  severe  psychic 

tension  is  understandably  tired.  His  tensions  and 

overreactions  to  the  day's  stresses  may  interfere 

with  proper  sleep,  and  his  inability  to  face  the  day's 

activities  can  produce  an  ever-worsening  pattern. 

By  relieving  psychic  tension,  Valium®  (diazepam) 

facilitates  sleep,  particularly  with  an  h.s.  dose.  In 

many  patients,  the  usefulness  of  Valium  has  been      generally  well  tolerated  and,  with  proper  mainte- 

demonstrated  in  relieving  psychic  tension  alone  or      nance  dosage,  usually  does  not  unduly  impair  men- 

with   secondary   depressive   symptoms.  Valium   is      tal  acuity  or  ability. 


Before  prescribing,  please  consult  complete  product  in- 
formation, a  summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic  complaints 
which  are  concomitants  of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in:  skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindications  :  Known  hypersensitivity  to  drug;  children 
under  6  months  of  age;  acute  narrow  angle  glaucoma;  may  be 
used  in  patients  with  open  angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
As  with  most  CNS-acting  drugs,  caution  patients  against  haz- 
ardous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increase  in  dosage 
of  standard  anticonvulsant  medication;  abrupt  withdrawal  in 
such  cases  may  also  be  associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise  patients  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance.  Keep 
addiction-prone  individuals  (such  as  drug  addicts  or  alcohol- 
ics) under  careful  surveillance  because  of  their  predisposition 
to  habituation  and  dependence.  Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing  age  requires  that  poten- 
tial benefit  be  weighed  against  possible  hazard. 
Precautions:  If  combined  with  other  psychotropics  or  anti- 
convulsants, carefully  consider  individual  pharmacologic  effects 
—  particularly  with  known  compounds  which  mav  potentiate 
action  of  Valium  (diazepam),  such  as  phenothiazines,  nar- 
cotics,barbiturates,MAO  inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  severely  depressed  or  in  those 
with  latent  depression;  suicidal  tendencies  may  be  present  and 


protective  measures  necessary.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation  (initially  2  to  2'A  mg  once  or  twice  daily,  in- 
creasing gradually  as  needed  or  tolerated). 
Adverse  Reactions:  Side  effects  most  commonly  reported: 
drowsiness,  fatigue  and  ataxia.  Infrequently  encountered:  con- 
fusion, constipation,  depression,  diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice,  changes  in  libido,  nausea, 
changes  in  salivation,  skin  rash,  slurred  speech,  tremor,  urinary 
retention,  vertigo  and  blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances 
and  stimulation  have  been  reported;  should  these  occur,  use  of 
the  drug  should  be  discontinued.  Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic  blood  counts  and  liver 
function  tests  are  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns  (low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no  known  significance. 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
Tension,  anxiety  and  psychoneurotic  states,  2  to  10  mg  b.i.d.  to 
q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  S 
mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal  muscle 
spasm,  2  to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2  to  10  mg  b.i.d  to  q.i.d.  Geriatric  or  debilitated 
patients:  2  to  2  Vi  mg.  1  or  2  times  daily  initially,  increasing  as 
needed  and  tolerated.  (See  Precautions.)  Children:  1  to  2Vi 
mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and  tolerated 
(not  for  use  under  6  months). 
Supplied :  Valium®  (diazepam) Tab- 
lets, 2  mg,  5  mg  and  10  mg;  bottles 


mm  Roche8 

I  ^llfeo^l  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nulley.  New  Jersey07110 


of  50,  100  and  500. 


\aliuilX(diazepam) 

useful  for  the  relief  of  psychic  tension, 

alone  or  with  associated  depressive  symptoms 


in  the  bronchitis  -  emphysema  syndrome 
...bronchodilation  without  pressor  effects 

Most  bronchodilators  for  use  in  pulmonary  emphysema  contain  ephedrine-like  drugs.  ELIXOPHYLLIN- 
never  did.  So,  ELIXOPHYLLIN  will  not  cause  tachycardia,  palpitations,  nervousness,  insomnia,  or  other  un- 
desirable side  effects  of  ephedrine-like  products.  Even  patients  with  hypertension,  cardiac  insufficiency,  hyper- 
thyroidism, prostate  hypertrophy  and  glaucoma  can  take  ELIXOPHYLLIN. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  •  proven  increase  in  pulmonary 
function  •  adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 
less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchitis  and  pulmonary  emphysema:  one  ounce  I  30  ml.)  t.i.d.  on  arising, 
at  3  P.M..  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continuous 
bronchodilation.  Do  not  administer  other  xanthine  prep-  T^T    T^V^'^kTm^LT'l  I" TVT 

arations   concurrently.   Maybe  contraindicated  in  peptic    J^j M-Jm.2SS^r M  L  JLiJLiXX  1 
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er. 


Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.j  alcohol  20% 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels-orally. 


Pen-Vee*  K  is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a  previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  latal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity, bronchial  asthma  or  other  allergies.  Resuscitative (epineph- 
rine, ammophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  ol 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3  months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) ■  Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis,  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 
Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400.000 
units),  500  mg.  (800,000  units) ;  Liquid — 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5  cc. 

Wyeth  Laboratories     Philadelphia.  Pa. 


0RALPEN-VEE  K 

(potassium  phenoxymethyl  penicillin)  [%    ! 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic's  effectiveness 

No  in  vitro  test  can  duplicate  a  clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
-bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a  way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritsting. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a  reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1  oz.,  V2  02.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 
Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B-BACITRACIN-NEOMYCIN 
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•l£«i   BURROUGHS  WELLCOME  &  CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


New 


Tegretol8 

carbarn  azepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  ot 
the  pain  of 

trigeminal 
neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
"Important  Note  and  Precautions")  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a  potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a  simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a  known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a  period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.'s,  with  a  minimum  of  7  days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient's  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 
In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 
Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug's  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a  history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 
Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A  trend  toward  a  decreasing  white  blood 
cell  count  should  suggest  a  dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  dru| 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  trcl 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver  | 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tonorl 
etry,  are  recommended  for  patients  being  treated  with  this  drug  since  r 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye| 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  w| 
Tegretol  because  of  observed  renal  dysfunction. 
Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytosl 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  irl 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre-f 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  urirj 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue, 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speech  I 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  and| 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrome| 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  erythl 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema-l 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorexij 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps, 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hypo| 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  effl 
are  drug-re'lated  is  not  known.  However,  some  of  these  complications  rl 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  b| 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 
Dosage  and  Administration  The  drug  should  always  be  taken  with  meal| 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  dc| 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  ho 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg.  a| 
1200  mg.  per  24  hours  may  be  necessary. 
Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patients  | 
with  a  dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 
At  least  once  every  3  months  during  treatment  period  attempts  should  I 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  1 00  and  1 000.  (B)46-820-A| 

For  complete  details,  please  see  Prescribing  Information. 
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it's  because  of  its  prolonged 
Bon,  usually  providing  smooth 
ii  etic  activity  throughout  the  day. 
;jil  one-a-day  dosage,  in  the 
3 )  run,  means  few  tablets  to  take 
ir  few  tablets  to  pay  for. 


Hygroton,  brand  of  chlorthalidone, 
may  mean  troublesome  side  effects 
for  certain  patients.  And  you  cant 
prescribe  it  in  cases  of  demonstrated 
hypersensitivity  to  the  drug  or  in 
severe  renal  or  hepatic  diseases. 


Before  writing  it  for  your 
patients,  please  check  the 
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in  edema  and  hypertension 

A  little  Hygroton  can  work  a  long  d< 


chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications'.  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
tation is  not  practical,  the  possibility 
of  small  bowel  lesions  (obstruction, 
hemorrhage,  and  perforation)  should 
be  kept  in  mind.  Surgery  for  these 
lesions  has  frequently  been  required 
and  deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supplements 
immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting,  or  gastroin- 
testinal bleeding  occur. 
Use  with  caution  in  pregnant  patients. 
Since  the  drug  may  cross  the  placental 
barrier,  adverse  reactions  which 
may  occur  in  the  adult  (thrombocy- 
topenia, hyperbilirubinemia,  altered 
carbohydrate  metabolism, etc.)  are 
potential  problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  this  drug  should  always 


be  initiated  cautiously  in  postsym- 
pathectomy  patients  and  in  patients 
receiving  ganglionic  blocking  agents 
or  other  potent  antihypertensive 
drugs,  or  curare.  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by 
at  least  one-half.  Barbiturates,  nar- 
cotics or  alcohol  may  potentiate  hypo- 
tension. Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 
Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If  po- 
tassium depletion  should  occur  during 
therapy,  the  drug  should  be  discon- 
tinued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 
Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not  rec- 
ommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 


weakness,  restlessness,  hypergly- 
cemia, hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 
sion, aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis, 
impotence,  dysuria,  transient  myopia,! 
skin  rashes,  urticaria,  purpura,  necro- 
tizing angiitis,  acute  gout,  and  pancred 
titis  when  epigastric  pain  or  unex- 
plained G.I.  symptoms  develop  after 
prolonged  administration. Other  reacj 
tions  reported  with  this  class  of  com- 
pounds include:  jaundice,  xanthopsia,! 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)R2-46-230-D 
For  full  details,  please  see  the 
complete  prescribing  information. 
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Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a  fullness  in  the 
ear,  a  mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a  "complaining  ear- 
ache" instead  of  a  "screaming  earache"  as  found  in 
purulent  otitis  media.  A  young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a  yellow  tympanic 
membrane  and  if  a  fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a  Siegle  otoscope  or  a  closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a  sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a  15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 

There  is  no  sinsfle  cause  for  serous  otitis.  One  fac- 
tor  always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec- 
tions or  influenza  are  common  causes  in  the  winter. 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep- 
tal deformity  and  cleft  palate  can  all  cause  eusta- 
chian tube  obstruction.  Some  children  may  have  a 
congenitally  small  eustachian  tube,  but  fortunately 
they  usually  "grow  out  of  the  problem." 
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he  first  sign  of  a  nasopharyngeal  tumor  is  often  a 
serous  otitis.  One  must  always  rule  this  out  in  any 
adult  who  later  in  life  develops  repeated  or  persist- 
ing serous  otitis.  Causes  sometimes  overlooked  are 
nasogastric  tubes  after  surgery,  simple  obesity  and 
cardiorenal  disease,  which  may  produce  congestion 
in  the  mucosal  linine  of  the  eustachian  tube.  In  re- 

O 

cent  years  we  have  been  seeing  a  new  cause— acute 
otitis  media,  where  the  patient  is  adequately  treated 
with  antibiotics  but  where  drainage  has  not  been 
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established  either  through  the  eardrum  or  down  the 
eustachian  tube.  A  sterile  exudate  is  left  in  the  mid- 
dle ear. 

The  inflammatory  response  may  be  caused  by  a 
marked  negative  pressure  as  in  air  otitis  from  flying, 
lor  it  may  be  from  a  mild  bacterial  or  viral  infection 
iin  the  middle  ear.  Serous  fluid  is  a  good  culture 
medium  and  will  frequently  go  on  to  purulent  otitis 
■media,  especially  if  the  original  blockage  was  caused 
by  an  infectious  process  such  as  acute  rhinitis  or 
adenoiditis.  When  the  infection  heals  there  may  be 
Scarring  in  the  middle  ear  mucosa.  Mucous  glands 
Idevelop  in  this  tissue  and  pour  out  a  thick  mucoid 
'material.  This  ear  usually  looks  normal  until  a 
pneumatic  otoscope  is  used.  The  objectives  in  treat- 
ing serous  otitis  are  to  remove  the  obstructing  agent 
land  to  provide  drainage  from  the  middle  ear.  Often 
i(this  can  be  accomplished  by  decongestants  and  nose 
drops.  If  large  obstructing  adenoids  are  present  thev 
should  be  removed.  Sinusitis  should  be  treated  with 
pral  decongestants  or  nose  drops,  plus  antibiotics 
.vhere  indicated.  Nasophatyngeal  tumors  should  be 
:reated.  Allergies  should  be  treated  with  antihista- 
mines and,  where  indicated,  by  desensitization. 

If  the  fluid  does  not  clear  with  medical  treatment 
within  a  week  or  two,  a  myringotomy  should  be 
done.  If  there  is  a  question  of  active  infection  or  if 
i  the  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
;of  acute  otitis,  cultures  are  taken.  On  adults  this  can 
me  done  in  the  office  without  anesthesia.  It  is  no 
|more  painful  than  an  intravenous  needle  for  a  blood 
'  test.  A  good  safe  topical  anesthetic  has  a  tremen- 
dous psychological  value  to  the  patient.  Children 
under  the  age  of  1  require  no  anesthesia.  Between 
the  ages  of  1  and  3  anesthesia  is  not  absolutely  es- 
.  sential  although  a  general  anesthetic  may  be  used  to 
I  avoid  the  child's  possible  mistrust  at  follow-up  ex- 
aminations. I  usually  do  the  myringotomy  at  the 
|j>ame  time  as  the  adenoidectomy  if  the  adenoids  are 
I  enlarged.  Once  drainage  has  been  established  with 
i  decongestants  or  by  myringotomy,  positive  pressure 
nflation  of  the  middle  ear  is  invaluable  in  forcing 
3ut  the  serous  fluid  and  keeping  it  from  reforming. 
The  patient  can  do  this  himself  by  performing  the 
Valsalva  maneuver.  This  should  be  done  several 


times  a  day,  by  taking  a  deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 

In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insettion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a  local  anesthetic,  using 
a  #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes'  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a  myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a  pledget 
of  lamb's  wool  in  the  ear  canal  or  a  cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I  check  these  patients  a  week  after  a  myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a  glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a  tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a  subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a  simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a  myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

I  ailure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
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dia  seen  in  young  children.  In  rhese  cases  a  myrin- 
gotomy will  frequently  provide  a  long-term  cure 
without  adenomectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a  tympanoplasty.  For  many  of  these  peo- 
ple a  hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell's  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a  pocket  to  cause  a  chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a  blocking  of  the  eustachian  tube  and  an  inflamma- 
tory  reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a  mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a  myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  can  relieve  his 
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with 

'The  Orange  Medicine" 

You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC  SYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  y2  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2  tsp.  Administer  every  4  hours. 
Supplied:  Bottles  of  4  fl.  oz.,  pints. 
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William  D.  Keck,  M.D.  Edward  E.  Cale.  M.D. 

Clinical  Director  Malcolm  G.  MacAulay.  M.I1 

James  K.  Morrow,  M.D.  Don  L-  Weston,  M.D 

Morgan  E.  Scott,  M.D.  (Military  Leave 

J.  William  Giesen.  M.D. 
David  S.  Sprague,  M.D 
Clinical  Psychology: 

Thomas  C.  Camp,  Ph.D. 

Card  McGraw,  Ph.D. 
David  F.  Strahlev.  Ph  D. 


Don  Phillips,  Administrator 

R.  Lindsay  Shuff,  M.H.A 

Asst.  Administrator 


AFFILIATED  CLINICS 


Blueiield  Mental  Health  Center 

525  Bland  St.,  Blueiield.  W.  Va. 

David  M.  Wayne,  M.D. 


Beckley  Mental  Health  Center 

109  E.  Main  Street,  Beckley   W   Va. 
W.  E.  Wilkinson,  M.D 


Mental  Health  Clinic 

Professional  Building,  Wise,  Va. 
Pierce  D    Nelson,  M.D. 


XXXII 


NORTH  CAROLINA  MEDICAL  JOURNAL 


July,  wfifl 


irutdliane 

-for 


'     •  EMPHYSEMA 

•  ASTHMA 

•  CHRONIC  BRONCHITIS 

•  BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  me;. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  Maybe  habil  farming..  .     21    mg. 

Ephedrine  HC1 16  mg. 

FEDERAL   LAW  PROHIBITS 
DISPENSING   WITHOUT   PRESCRIPTION 

Precautions:  Lsual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,   with  full  glass  of 

water,  3  or  4  times  daily. 

Dispensed  in  bottles  of  ZOO  and  1001)  tablets. 

Ml  DRANE  GG  —  Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a  small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR— Four  5  cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.   Dispensed   in   pint   and   half  gallon   bottles. 

WM.   P.  POYTHRESS  &  CO.,  INC. 

RICHMOND,   VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  lt/56 


anticostive* 
hematinic 


i 

I    jthi'ijnic" 

"  I  \lll  KTS 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 

A  tahlet-a-day  provides: 

•  Elemental  Iron  las  Ferrous  Fumarate)  .  100  mc 

c  Dioetyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Hi  7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  B» 7.5  mg 

Vitamin  B12  50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

■  Dottles  of  60 

anticostive,  ad),  (anti  opposed  to 
+  costive  causing  constipation.) 
Against  constipation.  (Now  isn't 
that  a  good  idea  in  an  iron-contain- 
ing hematinic?  We'll  send  you 
samples  if  you'll  send  a  request  on 
your  Rx  blank,  addressed  to 
Department  150.) 

#S£SP     LEDERLE    LABORATORIES 

A  Division  of  American  Cyanamid  Company 

Pearl  River,  New  York  10965 

463-7—60^2 
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TUCKER  HOSPITAL,  Inc. 

212  West  Franklin  Street 

Richmond,  Virginia 

A  private  hospital  for  diagnosis  and  treatment  of  psychiatric  and 

neurological  disorders.     Hospital  and  out-patient  services. 

James  Asa  Shield,  M.D.                                        Weir  M.  Tucker.  M.D. 

George  S.  Fultz,  Jr.,  M.D.                         Edward  W.  Gamble,  III.  M.D. 

Catherine  T.  Ray,  M.D.                               Gerald  W.  Atkinson,  M.D. 

The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATTNV  Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


PIMflN^  ■ 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


achrostatin*  v 

wRacyuine  hci 

**  NYSTATIN  2SO.00U  U 
CAPSULES 

S?ON:  r«fer*l  U«   I 
I  tjlbout  p" 

ganv;nsaa 


328-8/6094 
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GAGATablets  £f  Elixir VdVd 
^por  Jron  Jjeficiency  Qyjlnemia 


BREON    LABORATORIES   INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  1 001  6 


F^  FAMOUS 
ereroiT 


brand  Of   FERROUS 


GLUCONATE 


the  Centaur  Suite 

by  Valtronic 


.4  rare  combination  of  superb  quality  — 
lasting  beauty  and  unparalleled  value 

All  exteriors  completely  sheathed  with  luxuri- 
ous Wood-grained  Textured  FORMICA®  Plastic 
Laminate  for  thorough  protection  against  stain- 
ing, scratching  and  marring.  All  interiors  are 
sheathed  in  a  new  space  age  vinyl  plastic 
laminate. 

The  beauty  and  elegance  of  The  Centaur  Suite 
will  prevail  through  many  years  of  rugged  use 
and  will  always  be  a  source  of  pride.  The  Cen- 
taur Suite  will  enhance  any  Professional  Office 
in  which  it  functions. 


CAROLINA  SURGICAL  SUPPLY  COMPANY 


706  TUCKER  STREET 


PHONE  833-8631 


RALEIGH,  N.  C. 
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A  Message  of  Importance  for  Doctors  Under  Age  55^ 

Your  Preferred  Risk  Status  Now  Makes  You 

Eligible  for  High -limit  Disability  Income  Protection 

at  Substantial  Savings! 


Mutual  of  Omaha's  New  Doctor's  Income  Plan 

PAYS  UP  TO  $1,200.00  A  MONTH 


for  Both  Sickness  and  injuries 


in  or  Out  of  the  Hospital! 


Here's  vital  protection  especially 
designed  for  younger  doctors  whose 
growing  personal,  family  and  profes- 
sional expenses  make  them  particu- 
larly vulnerable  to  the  "economic 
death"  of  long-term  disability. 

Mutual  of  Omaha's  new  Doctor's 
Income  Plan  meets  your  needs  by 
providing  as  much  as  $1,200.00  a 
month  when  you're  sick  or  hurt  and 
can't  work.  That's  $14,400.00  a  year, 
TAX-FREE— the  equivalent  of  $18.- 
000.00  to  $20,000.00  taxable  income! 
You  have  your  choice  of  four  plans — 
$600.00.  $800.00,  $1,000.00  and  $1,200.00 
a  month,  depending  on  your  needs 
and  the  plan  you  qualify  for.  These 
monthly  benefits  are  yours  to  spend 


Mutual 
^Omaha 

7Jip  (iompanii  that  pays 

Life  Insurance  Affiliate: 
United  of  Omaha 

Mutual  of  Omaha 
Insurance  Company 

Home  Office: 
Omaha,  Nebraska 


as  you  please,  for  any  purpose  you 
choose. 

And  because  this  plan  is  availble 
oniy  to  younger  doctors.  Mutual  of 
Omaha  is  able  to  offer  you  this  out- 
standing protection  at  rates  far  lower 
than  would  otherwise  be  possible 

So  act  now!  Find  out  how  you  can 
offer  your  family  real  security 
against  the  loss  of  your  income  due 
to  a  sickness  or  accident.  For  free 
information  on  this  low-cost  plan, 
simply  complete  the  coupon  below 
and  mail  it  today. 

\OTE:  Hundreds  of  younger  doc- 
tors throughout  the  country  hai  e 
already  purchased  this  unique  plan 
recently  advertised  m  the  AMA 
Seu  s. 


Outstanding    Features    of    the 
Doctor's    Income    Plan 

»  Provides  high-limit  disability 
income  protection— as  much  as 
$1,200.00  a  month— $14,400.00  a 
year  tax-free! 

'  House  confinement  is  never  re- 
quired. 

Waiver  of  premium  provision. 
Protects  you  anywhere  in  the 
world. 

Covers  you  when  you  travel  as 
a  passenger  on  any  aircraft- 
even  a  private  plane. 

Pays  in  addition  to  other 
coverage  you  may  have.  Thus, 
your  Doctor's  Income  Plan  can 
serve  as  a  basic  plan  of  pro- 
tection or  as  a  supplement  to 
your  other  insurance.  Mail 
coupon  below  for  full  details. 


Mutual  of  Omaha  Insurance  Company 
3316  Farnam  Street 
Omaha,  Nebraska  68131 

Please  rush  me  full  details  on  Mutual  of  Omaha's  New  Doctor's  Income 
Plan  available  only  to  doctors  under  age  55. 

Name     

Address 

City  State Zip  Code      


t* 


Too  often  athletes  take  off  too 
much  too  soon.  They're  using  fad 
stuff  and  crash  diets. 

They  don't  seem  to  realize  that 
a  speed-up  in  reducing  can  cause 
a  slow-down  in  producing. 

In  the  long  run,  there's  really  no 
fast  way. 

Losing  weight  is  a  growing  prob- 
lem.  Here's  where  you,  the 
professional,  can  help.  Educate. 
Inform.  Explain  to  parents  and 
team  members  the  risks  involved 
with  quickie  solutions.  Tell  them 
about  a  planned  program  of  diet, 


« 


. 


*  * 


exercise,  proper  rest  and  will 
power. 

Project  Weight  Watch  can  help, 
too.  We  have  a  complete  portfolio 
of  materials  and  suggested  diets 
available,  free.  The  diets  are  a 
realistic  balance  of  the  4  food 
groups— meat,  breads  and  cereals, 
fruits  and  vegetables 
and  dairy  foods.  The 
kind  of  diets  you'd  prob- 
ably suggest  yourself. 
It'll  only  take  a  minute 
to  send  for  them.  ,.,     -,    ..,,•, 


The 

Weighting 

Game 


Plan  a  losing  strategy  today. 


Position 


City 


State  Zip 

NORTH  CAROLINA  DAIRY  COUNCI: 

816  Broad  St.   914  N.  Elm  St.   610  Coliseu 

Durham  Greensboro        Winston-S 
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Compliments  of 


WachtePs,  Inc* 

• 

Surgical 
Supplies 


15  Victoria  Road 

P.  0.  Box  1716  Telephone  AL  3-7616 

ASHEVILLE,  North  Carolina 


To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

7  .Rosenthal* 

T.ide  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
attest  site.  Contraindications:  none,  but  use  with  caution  in  act;ve 
tuberculosis.  Available  in  5's  and  25's 


COKE  HAS  THE  TASTE  YOU  NEVER  GET  TIRED  OF." 
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Part  of 
the  fine  art 
of  medicine 


DARVON8 
COMPOUND-65 


Each  Pulvule®  contains  65  rag.  propoxyphene  hydrochloride 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 
ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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Upon  assuming  this  high  office  and  great 
responsibility,  one  cannot  avoid  being  stag- 
gered by  the  endless  array  of  needs,  prob- 
lems, and  propositions  which  confront  the 
medical  profession  today.  Recently  I  at- 
tempted to  make  a  list  of  them.  After  30 
minutes  of  writing,  the  list  was  not  com- 
plete. Many  of  these  matters  are  national  in 
scope  and  have  been  thoroughly  viewed  and 
reviewed,  cussed  and  discussed,  in  multiple 
meetings  and  writings. 

Problems  and  Priorities 
We  all  know  the  major  sources  of  these 
problems ;    they    have    been    identified    and 
documented : 

1.  The  expanding  population  of  an  affluent 
society,  endowed  with  an  increasing  appe- 
tite and  demand  for  health  services. 

2.  In  the  midst  of  peak  employment,  peak 
personal  income  and  gross  national  product, 
the  paradox  of  having  social  searchlights 
illuminate  brightly  the  health  deficiencies 
and  other  needs  of  the  poor  which  formerly 
had  been  in  the  shadows. 

3.  The  production  of  new  information  and 
scientific  knowledge  at  a  rate  which  exceeds 
our  ability  to  transfer  it  to  those  who  want 
it  and  need  it.  While  much  of  the  necessary 
hardware  for  accomplishing  this  transfer 
has  been  invented,  a  parallel  economic  wiz- 
ardry with  which  to  make  it  generally  avail- 
able remains  to  be  achieved.  It  is  fervently 
hoped  that  this  achievement  is  on  the  way ; 
meanwhile,  there  is  an  "information  trans- 
fer" gap. 

4.  Economic   factors  beyond  our  control. 


Read  before  the  Medical  Society  of  the  State  of  North 
Carolina,   Pinehurst,    May    15.    1968. 

Request  for  reprints  to  1012  South  Kings  Drive.  Char- 
lotte.   N.    C    28207. 


such  as  inflation,  that  continue  to  push  up 
the  costs  of  providing  medical  services. 

5.  The  increasing  urbanization  of  our 
population. 

This  is  the  framework  of  the  society  in 
which  we  live,  practice,  and  function  as  a 
professional  organization,  and  it  is  con- 
stantly changing.  "In  a  world  of  explosive 
change  no  organization  or  profession  can 
afford  to  be  complacent  or  stable.  It  must 
be  fluid,  alert  to  new  trends  and  able  to  ad- 
just."  (Philip  Lesley) 

Last  night  I  spoke  of  the  need  for  recog- 
nizing priorities  in  our  organizational  en- 
deavors. Fortunately  we  do  not  have  to  start 
from  scratch.  Priorities  have  been  estab- 
lished and  this  Society  is  respected  for  dem- 
onstrating leadership  in  many  areas.  We 
have  not  been  idle.  In  his  last  'President's 
Message."  Dr.  Ross  said:  "The  officers, 
staff,  committees,  and  many  members  have 
been  trying  to  anticipate,  perceive,  and 
interpret  the  changing  surface  of  programs 
and  propositions  in  an  effort  to  find  those 
things  which  promise  stability,  candor,  and 
purposefulness.  The  mandate  of  involvement 
has  certainly  been  followed,  but  sometimes 
disenchantment  and  entanglement  have  been 
encountered." 

I  like  his  priorities — "  those  things  which 
promise  stability,  candor,  and  purposeful- 
ness." I  wish  all  the  planners  would  keep 
them  in  mind.  Too  many  spend  most  of  their 
time  talking  to  other  planners,  using  a  lingo 
which  is  completely  unintelligible  to  those  of 
us  on  the  outside,  carrying  on  the  daily  work 
of  the  world. 

Internal  Society  Activities 

What  about  the  work  of  this  Society?  The 
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best  way  to  find  out  is  to  read  the  Compila- 
tion of  Annual  Reports  and  the  Proceedings 
of  the  Executive  Council.  Delegates  now  have 
them.  Nicely  printed  in  a  bound  volume,  they 
will  be  mailed  to  the  rest  of  you  one  of  these 
days.  Instead  of  putting  them  aside,  please 
take  them  home  and  spend  an  evening  or  two 
reading  them.  And,  if  you  would  like  to 
attend  a  meeting  of  the  Executive  Council, 
you  are  cordially  invited.  Call  your  Councilor 
and  ask  him  to  bring  you  to  the  next  one. 
Committees,  officers,  and  staff 

We  have  more  than  55  committees ;  a  tre- 
mendous amount  of  work  is  going  on.  I  am 
grateful  to  everyone  who  participates  in 
these  activities.  I  commend  those  committees 
that  meet  at  regular  intervals  throughout 
the  year  (not  just  in  September),  and  I  urge 
others  to  follow  their  fine  example. 

Dr.  Ross  speaks  of  a  "mandate  of  involve- 
ment" which  we  have  accepted.  When  does 
all  this  involvement  occur  ?  For  your  officers, 
staff,  and  a  number  of  stout  members  the 
answer  is :  daily.  Every  day,  but  especially 
one  day;  as  Daddy  Ross  comments,  "If  Saint 
Mark  should  now  rewrite  his  gospel,  he 
would  not  say  that  'Sabbath  was  made  for 
man,'  but  perhaps,  'Sabbath  was  made  for 
committees !'  " 

It  would  be  presumptuous  for  one  prac- 
ticing physician,  even  one  who  devotes  all 
his  "spare  time"  (whatever  that  is)  and 
much  additional  time  to  Society  activities, 
to  think  he  knows  everything  that  is  going 
on  in  the  work  of  this  Society — this  is  im- 
possible. He  is  more  apt  to  be  reminded  of 
what  is  not  being  done ! 

It  is  comforting  to  have  executives  in  our 
headquarters  office  who  do  know  what's  go- 
ing on.  Their  familiarity  with  the  whole 
spectrum  of  our  activities  is  a  rich  and  in- 
valuable resource.  And  their  dedication  is 
complete. 
The  Executive  Council 

Now  a  word  about  your  Executive  Coun- 
cil. This  devoted  group  of  officers  and  repre- 
sentatives meets  regularly  in  September, 
January,  and  May  and  each  time  tackles  an 
exhausting  agenda.  Because  the  work  of  the 
Society  is  constantly  expanding,  it  has  be- 
come almost  impossible  to  transact  in  one 


day  all  the  business  which  accumulates  over 
a  period  of  four  months.  It  is  likely,  there- 
fore, that  the  Council  may  have  to  meet  more 
frequently,  in  order  to  give  proper  attention 
to  urgent  official  business. 

Two  ways  in  which  the  work  of  the  Coun- 
cil can  be  expedited  are: 

1.  By  the  preparation  of  a  policy  book  in 
which  all  policy  decisions  made  by  the  Coun- 
cil and  House  are  recorded  and  indexed.  Such 
a  volume  is  a  necessity. 

2.  By  permitting  county  societies  to  file 
formal  resolutions  addressed  to  the  House 
up  to  14  days  prior  to  its  first  meeting  dur- 
ing the  Annual  Session. 

Objectives 

While  we  are  on  the  subject  of  internal 
organizational  activities,  let  me  mention 
briefly  some  current  objectives: 

1.  Evaluation:  Blue  Ribbon  Committee 
No.  1  is  engaged  in  a  comprehensive  evalua- 
tion of  the  entire  operation  of  our  organiza- 
tion. Its  recommendations  for  the  Annual 
Session  have  been  published  in  the  Journal. 
Current  subjects  of  study  include  publica- 
tions and  headquarters  operation. 

2.  Long-range  planning:  Blue  Ribbon 
Committee  No.  2  (the  Planning  Council) 
reports :  "To  maintain  its  position  of  lead- 
ership, organized  medicine  must  engage  in 
long-range  planning.  .  .  .  Future  legislation 
should  be  anticipated  by  a  thorough  knowl- 
edge of  problems  which  confront  the  nation, 
the  state,  and  local  areas." 

3.  Communications:  The  addition  to  our 
staff  of  a  Field  Representative  will  provide 
a  vital  link  in  two-way  communications  with 
all  county  societies.  He  will  be  available  to 
advise  and  assist  county  groups  and  to  pro- 
vide information  and  know-how.  This  func- 
tion will  strengthen  our  over-all  effective- 
ness. 

Communication  is  so  important  that  it  is 
impossible  to  overstress  it.  Please  read  every- 
thing we  send  you. 

4.  Commissioners:  In  addition  to  sitting  in 
with  each  of  their  committees  and  partici- 
pating in  Executive  Council  meetings,  our 
six  commissioners  will  be  asked  to  define 
their  committees'  functions  and  to  report 
back  to  each  committee  chairman  following 
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each  Council  meeting.  As  specified  in  our 
Bylaws  (page  24,  Section  5)  commissioners 
will  be  expected  to  meet  with  the  Finance 
Committee. 

5.  Specialty  groups:  I  hereby  extend  a 
cordial  invitation  to  all  specialty  groups  in 
our  state  to  join  with  us  in  developing  a 
closer  working  relationship.  When  achieved, 
this  objective  should  be  of  great  mutual  ad- 
vantage. 

6.  Headquarters  facility  building:  The 
House  has  approved  the  Council's  recom- 
mendation to  authorize  our  headquarters 
facility  committee  to  proceed  "at  full  steam" 
with  this  project.  It  has  been  studied  over  a 
long  period ;  adequate  space  is  desperately 
needed  right  now.  The  dues  increase,  which 
the  House  of  Delegates  approved,  has  been 
thoroughly  and  exhaustively  studied  by  mem- 
bers of  the  Finance  Committee,  the  Head- 
quarters Facility  Committee,  and  the  Execu- 
tive Council.  It  will  be  necessary  to  present 
a  full  explanation  of  this  increase  to  our  en- 
tire membership.  The  Councilors  will  be 
called  on  to  play  a  key  role  in  the  endeavor. 

7.  The  North  Carolina  Medical  Founda- 
tion is  now  ready  for  implementation,  hav- 
ing been  approved  by  the  IRS.  You  will  be 
hearing  from  its  President,  Frank  W.  Jones. 
Please  respond  to  the  best  of  your  ability. 

External  Matters  of  Concern 

Now,  let  us  turn  to  some  outside  matters 
which  are  of  vital  concern  to  us. 
Medical  manpoiver 

First  is  the  question  of  our  medical  schools 
and  the  need  for  increasing  their  enrollment 
without  sacrificing  the  quality  of  instruc- 
tion and  training. 

We  are  blessed  with  three  outstanding 
schools  in  our  state.  Their  capacity  is  strain- 
ed to  the  limit  now,  but  they  are  ready  and 
willing  to  expand.  The  planning  has  been 
done ;  what  they  require  now  is  additional 
funds. 

At  Chapel  Hill,  Dean  Taylor  reports  that 
a  15  million  dollar  expansion  of  the  phy- 
sical plant  for  all  the  health  sciences  is  un- 
der way.  In  order  to  increase  the  number 
of  students  in  each  medical  school  class  from 
75  to  100,  additional  facilities  will  be  needed. 
UNC  will  ask  the  next  General  Assembly  for 


25  million  dollars  for  capital  improvements 
for  all  the  health  sciences.  The  possibility  of 
increasing  the  enrollment  to  more  than  100 
men  per  class  is  being  studied. 

At  Duke,  Dean  Anlyan  reports  that  the 
medical  school  recently  increased  each  of 
its  classes  from  80  to  86  students.  It  will  take 
20  million  dollars  (half  of  this  to  come  from 
federal  funds),  plus  one  million  dollars  per 
year  for  operating  expenses,  to  develop  the 
necessary  teaching  facilities  for  a  60 %  in- 
crease in  planned  enrollment,  which  would 
provide  for  128  students  in  each  class. 

At  Bowman  Gray,  Dean  Meads  reports 
that  61  students  are  now  being  admitted  to 
each  freshman  class.  A  30  million  dollar  ex- 
pansion of  the  medical  center  is  under  way. 
The  medical  school  addition  will  be  com- 
pleted by  September,  1969,  at  which  time  the 
freshman  class  will  be  increased  to  76  stu- 
dents. 

Clearly,  then,  the  three  medical  schools 
in  North  Carolina  are  engaged  in  a  deter- 
mined effort  to  produce  more  physicians 
and  paramedical  personnel.  All  authorities 
agree  that  this  goal  can  be  achieved  sooner 
and  much  more  economically  by  expanding 
our  present  teaching  centers  than  by  under- 
taking to  build  and  staff  a  whole  new  medi- 
cal school.  In  this  situation  both  time  and 
dollars  are  precious. 

I  believe  that  our  schools  of  medicine  and 
our  school  of  public  health  deserve  our  ener- 
getic support  in  these  endeavors.  It  is  hoped 
that  the  next  General  Assembly  will  give 
favorable  consideration  to  their  requests  (as 
has  been  done  in  Pennsylvania,  Florida, 
Ohio,  and  New  York)  for  direct  subsidy  on  a 
per  student  basis.  The  financial  needs  of  the 
schools  are  acute ;  if  they  are  not  met  we 
face  the  frightening  but  real  prospect  of 
having  to  close  down  some  of  these  vital 
facilities. 

Your  Society  endorsed  and  strongly  sup- 
ported legislation  passed  in  the  last  General 
Assembly  to  provide  financial  aid  to  hospital 
diploma  schools  of  nursing.  North  Carolina 
was  one  of  the  first  states  in  the  nation  to 
do  so,  and  thereby  stimulated  similar  legis- 
lation now  pending  in  Congress. 

Your   Society   has   produced   a   30-minute 
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television  medical  career  program  designed 
to  capture  the  attention  and  interest  of  high 
school  students.  More  funds  are  needed  to 
implement  this  project. 

The  Regional  Medical  Program 

Next,  a  look  at  our  Regional  Medical  Pro- 
gram. The  good  news  is  that  it  is  about  to 
begin  paying  dividends.  Initiated  in  July, 
1966,  through  the  joint  efforts  of  our  three 
medical  schools,  the  School  of  Public  Health 
in  Chapel  Hill,  and  the  Medical  Society  of 
the  State  of  North  Carolina,  it  is  solidly 
supported  by  your  Society.  There  is  some 
interesting  history  behind  this.  In  coopera- 
tion with  the  three  medical  schools,  our  So- 
ciety helped  organize,  in  1965,  an  Advisory 
Health  Council  with  the  objective  of  pooling 
facilities  and  efforts  in  order  to  bring  the 
latest  therapeutic  and  research  information 
to  every  practicing  physician  in  the  state. 
So  when  P.  L.  89-239  was  passed,  the 
framework  had  already  been  established 
here.  A  comprehensive  survey  was  under- 
taken to  ascertain  the  state's  health  needs 
and  the  resources  available  to  meet  them. 

The  Regional  Medical  Program  is  now 
about  to  move  into  operation  with  11  proj- 
ects, including  such  things  as  a  coronary 
care  network  and  coronary  care  training,  a 
central  cancer  registry,  a  diabetes  program, 
a  library  extension  service,  continuing  ed- 
ucation, the  development  of  stroke  units, 
and  hypertensive  screening  programs.  The 
program  is  administered  by  an  outstanding 
physician,  Dr.  Marc  J.  Musser.  We  have 
been  actively  involved  in  its  planning,  and 
we  are  well  represented  at  all  levels  of  ad- 
ministration and  operation.  One  of  the  vir- 
tues of  the  program  is  that  it  is  organized 
to  favor  local  control.  This  law  puts  the 
responsibility  of  implementation  upon  phy- 
sicians rather  than  a  federal  agency. 

Other  programs  in  which  we  are  much  in- 
terested  are   Appalachia,   and   the   State   of 
Franklin  Health  Council.  Coming  up  on  the 
horizon  is  the  Coastal  Plains  Commission. 
Legislation 

Of  great  import  and  urgency  right  now  is 
the  development  of  a  realistic  and  satisfac- 
tory formula  for  implementing  Title  XIX  of 
Public    Law    89-97— "Medicaid."    Your    Ad 


Hoc  Committee  and  your  officers  are  en- 
gaged in  this  endeavor  now.  It  is  a  difficult 
task. 

Public  Law  89-749 :  "Comprehensive 
Health  Planning"  and  "Partnership  in 
Health"  amendments:  This  legislation  was 
launched  in  this  state  by  the  appointment 
of  the  Governor's  Advisory  Council.  Of  48 
members,  7  are  M.D.'s,  and  only  two  of  these 
are  practicing  physicians.  I  urge  you  to  study 
this  law,  which  has  been  reviewed  in  our 
state  Journal.  It  has  far  more  extensive  im- 
plications than  is  generally  realized. 

Does  a  True  Crisis  Exist? 

Now,  before  closing,  I'd  like  to  comment 
on  the  use  of  the  word  "crisis." 

We  hear  daily  about  the  crisis  in  health 
manpower,  the  crisis  in  our  hospitals  and 
medical  schools,  the  crisis  in  the  delivery  of 
health  services,  etc.  I  object  to  the  loose, 
almost  casual,  manner  of  using  this  word 
"crisis."  It  is  so  overworked  and  misused 
that  the  public  is  unable  to  tell  which  prob- 
lems really  deserve  priority. 

"Crisis"  is  an  imprecise  word,  as  any  good 
dictionary  will  show;  hut  the  commonly  sug- 
gested implication  is  "immediate  danger"  or 
"instant  emergency."  There  is  some  doubt 
that  a  true  crisis  exists  in  the  over-all  pic- 
ture. There  are  important  unmet  needs,  cer- 
tainly, and  some  of  these  are  desperate.  I 
am  convinced  that  a  true  crisis  confronts  our 
three  medical  schools,  as  noted  previously. 
We  are  just  as  anxious  to  remedy  these  de- 
ficiencies as  anyone,  and  we  are  working 
conscientiously  in  many  areas  to  do  so. 

I  also  reject  the  concept  that  today's  prac- 
ticing physician,  working  60-70  or  more 
hours  a  week  delivering  medical  service,  is 
responsible  for  these  unmet  needs.  He  is  not. 
He  is  the  person  who  is  preventing  a  true 
crisis.  Suppose  every  physician  in  the  coun- 
try simultaneously  decided  to  work  just  40 
hours  a  week?  Then  we'd  have  a  real  crisis. 

At  a  national  conference  on  medical  costs, 
Dr.  Eli  Ginzberg,  professor  of  economics  at 
Columbia  University,  said  he  doubted  that 
a  medical  crisis  confronted  the  nation  (New 
York  Times,  April  28,  1968). 

"This  is  the  third  conference  on  an  alleged 
medical  crisis  that  I  have  attended  in  the 
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city  of  Washington,"  he  said.  "I  don't  believe 
that  any  of  the  conferences  dealt  with  a 
crisis." 

"What  they  dealt  with,"  he  said,  "is  a 
clash  between  reality  and  expectation,  which 
stems  from  radically  changed  health  goals." 

"People  at  these  meetings  were  told: 
'Everybody  has  a  right  to  quality  medical 
care,  received  in  a  dignified  way,  as  a  per- 
sonalized service,  without  wasting  his  time 
and  without  jeopardizing  his  personal  bud- 
get.' " 

"To  me,"  said  Ginzberg,  "this  is  dream- 
ing. We  have  never  had  such  a  system  for 
anybody  in  this  country  except  possibly  the 
professors  of  surgery  who  know  how  to  get 
their  families  treated  by  professors  of  medi- 
cine. And  I'm  not  sure  of  that !" 

Let  us  not  misunderstand  Professor  Ginz- 
berg. He  did  not  criticize  the  goal  of  supply- 
ing quality  medical  care  to  everybody  who 
needs  it,  but  he  did  criticize  the  expectation 
and  demand  for  instant  realization. 

If  "shortage"  refers  to  the  problem  of  sup- 
plying sufficient  manpower  to  provide  for 
the  health  needs  of  the  people,  the  prospects 
are  bright  that  American  ingenuity  will  find 
the  answer  within  the  next  few  years.  But 
if  the  term  "  shortage"  is  applied  to  meeting 
the  demand  for  health  care  services,  can  we 
ever  fully  satisfy  the  demand  for  such  serv- 
ices on  the  part  of  people  who  don't  have  to 
pay  for  them  because  government  will  be 
footing  the  bill? 

We  of  the  medical  profession  believe  that 


everyone  who  needs  medical  care  should  get 
it,  and  we  are  bending  our  backs  daily  in  this 
endeavor.  We  are  increasing  our  productivity 
both  in  our  offices  and  in  our  hospitals.  We 
are  increasing  the  supply  of  doctors  and 
paramedical  people.  Meanwhile,  we  ask  that 
practicing  physicians  be  proportionately  rep- 
resented in  the  many  planning  activities  now 
going  on :  we  know  that  research  cannot  be 
done  by  committees  or  by  politicians  ;  neither 
can  medicine  be  practiced  by  government 
officials,  sociologists,  or  any  organized 
hierarchy. 

Co?ichision 

An  eminent  thinker,  Alfed  X.  White- 
head has  said :  "The  art  of  progress  is  to 
preserve  order  amid  change,  and  to  preserve 
change  amid  order."  I  emphasize  the  first 
part  of  that  here:  the  need  for  preserving 
order  amid  change.  Earlier  this  morning, 
Mr.  Crenshaw  told  us  that  in  order  to  retain 
our  freedom  we  must  work  collectively.  This 
is  where  your  county  society  and  your  State 
Society  have  a  golden  opportunity  to  do  more 
together  and  to  do  it  better. 

So  I  invite — I  urge —  every  physician  in 
North  Carolina  to  join  with  us  in  working 
together — as  well  as  individually — for  the 
common  good. 

Of  many  things,  now 

I  have  spoken 

My  plea  is  clear — for  each  one  here: 

DO  all  you  can,  FOR  all  you  can. 

Because,  to  serve  our  fellow  man 

Is  still  our  chosen,  life-long  plan. 


280 


July,  1968 


Silver  Nitrate  vs.  Sulfamylon  in  the  Treatment  of  Burns 

Julius  A.  Howell,  M.D. 


Although  a  significant  improvement  in  the 
mortality  from  burns  that  cover  less  than 
30'.  of  the  body  surface  has  been  observed 
in  the  last  50  years,  there  has  been  little  or 
no  decline  during  this  time  in  mortality  from 
injuries  covering  50%  or  more  of  the  body 
surface.  The  mortality  attending  deep  burns 
of  as  little  as  30%  to  40  %  of  the  body  sur- 
face is  still  unacceptable,  approaching  30%.1 
Formerly  many  of  these  patients  died  in  the 
"shock  phase,"  but  this  no  longer  is  true, 
owing  to  the  development  of  effective  tech- 
niques for  fluid  and  elctrolyte  therapy  in 
treating  patients  with  severe  burns. 

The  chief  causes  of  mortality  today  are 
wound  infection  and  septicemia.-  Lindberg, 
Moncrief,  and  others3  have  pointed  out  that 
intensive  use  of  antibiotics,  including  poly- 
myxin B  and  colistin  sulfate  (Coly-Mycin), 
may  clear  the  blood  stream  of  gram-negative 
bacilli  in  burn  septicemia,  but  the  septic 
wound,  which  may  contain  thousands  of 
grams  of  invaded  tissue,  remains  as  a  lethal 
focus.  Thus,  Pseudomonas  aeruginosa  has 
been  the  major  pathogen  in  burns  during 
the  past  decade.1  Progressive  bacterial  in- 
vasion originating  in  the  burn  wound  itself 
and  spreading  to  adjacent  normal  tissue, 
resulting  in  fatal  sepsis,  is  now  known  by 
the  term  "burn  wound  sepsis.""' 

Within  hours  of  thermal  injury,  bacterial 
colonization  of  the  surface  of  the  burn  wound 
occurs.  At  this  stage  the  process  is  progres- 
sive but  still  localized  to  the  eschar  itself. 
Within  the  first  24  hours  the  number  of  or- 
ganisms in  the  eschar  can  reach  the  magni- 
tude of  100  million  per  gram  of  tissue.  By 
the  end  of  the  first  week,  deeper  levels  of 
the  eschar  are  involved,  particularly  about 
the  hair  follicles,  and  soon  active  prolifera- 
tion and  penetration  of  organisms  into  the 
deeper  tissues  and  the  adjacent  viable  sub- 
cutaneous tissue  have  occurred/' 

Over  the  past  several  years  attempts  have 
been  made  to  reduce  or  control  this  infection 
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by  various  antibiotics,  both  topical  and 
parenteral.  This  therapy  for  the  most  part 
has  been  ineffective.  The  avascular  nature 
of  the  burn  wound  has  been  demonstrated.'1 
This  results  in  an  optimum  environment  for 
bacterial  proliferation  in  the  wound  and  sub- 
sequent invasion  of  adjacent  tissue.  The 
thrombosis  of  vessels  in  the  involved  tissues 
precludes  the  delivery  to  the  local  area  of 
the  normal  host  body-defense  mechanisms, 
both  humoral  and  cellular,  and  explains  the 
peculiar  lack  of  inflammatory  response  in 
the  burn  wound.  This  same  avascular  wound 
cannot  be  penetrated  by  substances  adminis- 
tered systemically,  which  depend  on  an  in- 
tact vascular  supply  for  their  delivery  to 
the  area  of  activity."' 

With  the  local  wound  having  been  estab- 
lished as  the  source  of  fatal  burn  wound 
sepsis  and  the  avascular  nature  of  this  same 
wound  obviating  effective  systemic  therapy, 
Moncrief  and  others"'  have  pointed  out  that 
the  local  or  topical  route  of  therapy  is  the 
only  effective  one. 

Mafenide  Hydrochloride 
(Sulfamylon  Hydrochloride) 
In  January  of  1964,  the  Brooke  Army 
Burn  Center  began  clinical  use  of  topical 
mafenide  hydrochloride  (Sulfamylon  Hy- 
drochloride) .  This  drug  was  used  in  Germany 
in  the  topical  therapy  of  war  wounds  in  the 
1940s.7  Sulfamylon  is  a  sulfonamide  which  is 
nontoxic,  highly  diffusible,  and  readily 
excreted  from  the  body.  It  diffuses  readily 
into  the  devitalized  burn  wound  eschar  and 
exerts  an  antibacterial  activity  against  a 
wide  spectrum  of  organisms,  although  a  high 
concentration  is  necessary  for  the  suppres- 
sion of  most  of  them.s  The  drug  is  rapidly 
broken  down  in  the  body  by  deamination, 
and  blood  levels  are  difficult  to  detect  more 
than  three  hours  after  application. 

Technique 

Lindberg  and  his  group3  have  recommend- 
ed a  plan  of  treatment  as  follows  :  Treatment 
is  initiated  as  soon  as  the  patient's  burn  is 
cleaned  and  evaluated.  The  cream,  buttery  in 
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consistency,  is  applied  twice  daily  with  a 
sterile-gloved  hand,  covering  the  wound  in  a 
layer  approximately  1  16-inch  thick.  The 
cream  has  a  drying  effect  which  is  most 
noticeable  on  moist  second-degree  burns. 
Dressings  are  not  applied.  The  patient  is 
tubbed  daily  to  clean  the  wound  and  to 
permit  exercise.  The  cream  is  replaced  as 
soon  as  the  wound  has  dried  slightly.  Delay 
in  separation  of  the  eschar  has  been  noticed. 
When  the  treatment  has  been  stopped  and 
the  area  dressed  with  occlusive  dressings, 
the  eschar  tended  to  fragment  and  separate, 
apparently  because  of  bacterial  prolifera- 
tion.3 

The  Sulfamylon  dressings  are  continued 
from  five  days  to  three  weeks.  After  separa- 
tion of  the  eschar,  split-skin  grafting  is  car- 
ried out. 

Results 

Lindberg  and  Moncrief3  have  pointed  out 
that  the  bacterial  count  in  sections  from  pa- 
tients with  extensive  burns  in  1963,  was,  on 
the  average,  one  thousand  times  greater  than 
that  seen  in  autopsy  studies  of  patients  dy- 
ing after  treatment  with  Sulfamylon  cream. 
The  causes  of  death  in  the  latter  did  not  in- 
clude burn  wound  sepsis.8  In  the  authors' 
clinical  studies  the  proportion  of  cultures 
positive  for  Ps.  aeruginosa  fell  from  87.9 r'< 
to  22.3%  with  the  introduction  of  Sulfamy- 
lon therapy.  The  Pseudomonas  population 
was  reduced,  and  was  indeed  often  absent  in 
patients  during  treatment,  but  when  healing 
had  progressed  to  a  point  at  which  the  cream 
was  discontinued,  the  wound  surface  in  the 
presence  of  eschar  might  again  become 
heavily  seeded  with  Pseudomonas. 

In  regard  to  mortality  figures,  in  those 
patients  with  burns  involving  30^  to  60% 
of  the  body  surface  who  were  treated  with 
Sulfamylon  cream,  the  total  mortality  from 
all  causes  was  18%,  or  about  one-third  of 
the  previous  death  rate. 

Side  effects 

In  discussing  the  side  effects  of  Sulfamy- 
lon cream  therapy  for  burns,  the  Brooke 
Army  group  and  others  reported  pain  ex- 
perienced on  application  of  the  cream,  es- 
pecially marked  in  those  patients  having  ex- 
tensive second-degree  burns.  This  pain  us- 


ually lasted  for  20  to  60  minutes  after  appli- 
cation of  the  cream.  An  occasional  patient 
developed  sensitivity  to  the  drug,  this  being 
shown  by  the  appearance  of  typical  maculo- 
papular  rash  in  some  part  of  the  treated 
area.  When  the  drug  was  stopped,  the  rash 
promptly  subsided.  Another  side  effect  of 
more  serious  potential  consequences  is  hyper- 
chloremic  acidosis,  developing  after  two  to 
four  days  of  treatment,  due  to  absorption  of 
the  Sulfamylon.  Acidosis  is  more  likely  to 
be  severe  in  patients  with  impaired  respira- 
tory or  renal  function,  although  most  pa- 
tients seemed  to  compensate  without  harm. 
In  those  patients  with  adequate  renal  func- 
tion, the  absorption  problem  has  been 
handled  by  washing  the  Sulfamylon  from 
the  patient  and  then  resuming  the  applica- 
tions later. 

In  regard  to  systemic  antibiotic  therapy, 
the  Brooke  Army  group  administered  anti- 
biotics only  on  specific  indications — that  is, 
in  the  presence  of  a  concomitant  injury  such 
as  an  open  fracture,  which  would  in  itself 
be  an  indication  for  such  therapy ;  pre-exist- 
ing respiratory  or  middle-ear  infection,  es- 
pecially in  children,  in  which  case  penicillin 
was  administered;  cellulitis,  consisting  of 
erythema  and  edema  extending  2  cm  into  un- 
injured skin  beyond  the  margins  of  the  burn  ; 
evidence  of  burn  wound  sepsis  (this  condi- 
tion was  not  encountered  in  patients  treated 
with  Sulfamylon),  in  which  case  specific 
therapy  was  administered  according  to  the 
organism  isolated;  or  complicating  condi- 
tions such  as  pneumonia.  Under  these  limi- 
tations, prophylactic  antibiotic  therapy  was 
not  used.3 

Silver  Nitrate 

Other  investigators  have  shown  equally 
impressive  results  with  the  use  of  0.5 % 
silver  nitrate  soaks  applied  as  a  multi- 
layered  gauze  dressing  and  changed  twice 
daily.1"'1"  Silver  nitrate  is  water  soluble  and 
testing  in  vitro  demonstrated  a  pronounced 
bacteriostatic  effect  upon  Ps.  pyocyanea.'1 

Clinical  use  of  silver  nitrate  was  started 
in  1964,  a  few  months  after  the  Brooke 
Army  Center  had  turned  to  Sulfamylon 
therapy.  Silver  nitrate  in  a  strength  greater 
than   0.5 '*'    will   destroy  tissue,   while   in   a 
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Table  1 
Comparison  of  Sulfaniylon  and  AgNO:: 


Sulfaniylon 

AgNO 

Ease  of  management 

Yes 

Yes 

Absence  of  pain 

No 

Yes 

Control  of  infection 

Yes 

Yes 

Early  separation  of  eschar 

No 

No 

Effective  in  delayed  therapy 

No 

Yes 

Maintenance  of  homeostatic 

mechanisms 

No 

No 

Decrease  in  mortality  rates 

Yes 

Yes 

strength  less  than  0.5  %  will  not  be  bacterio- 
static. In  pharmacological  doses,  silver  is 
relatively  nontoxic.1  The  oral  lethal  dose  of 
silver  nitrate  varies  from  2  to  30  gm.  When 
ingested  in  large  amounts,  it  usually  pro- 
duces only  acute  hemorrhagic  gastroenteri- 
tis. The  continued  ingestion  or  absorption 
through  mucous  membranes  of  smaller  quan- 
tities of  silver  produces  only  the  physiologi- 
cally innocuous  gray  or  blue-black  discolora- 
tion of  the  skin  called  argyria,  the  visual 
manifestation  of  the  deposition  of  silver  salts 
of  various  kinds  in  the  skin  and  subcutaneous 
tissues.  Silver  is  apparently  not  absorbed 
in  significant  amounts  through  the  normal 
skin  or  through  open  burn  wounds.  No  in- 
stance of  argyria  has  been  observed  when 
silver  nitrate  is  used  in  the  manner  de- 
scribed by  Monafo  and  Moyer:1 

Deep  burn  wounds  treated  with  0.5<7r  silver  nitrate 
form  eschars  that  separate  bloodlessly  in  from 
ten  days  to  four  weeks.  These  wounds  are  odorless, 
almost  painless,  bleed  little  or  not  at  all  when  the 
dressings  are  changed,  and  accept  split-thickness 
skin  grafts  readily,  even  over  bare  fat  recently 
denuded  of  eschar,  bare  galea,  and  bare  tendons, 
including  the  tendo  achilles,  the  extensor  hood 
over  the  metacarpophalangeal  joints,  and  others. 

Technique 

The  technique  of  silver  nitrate  therapy 
has  been  described  by  Monafo  and  Moyer 
as  follows :  All  loose  skin  and  debris  is  re- 
moved from  the  burns.  Any  bullae  are  rup- 
tured and  the  overlying  epidermis  is  trim- 
med away.1  Cultures  from  various  areas 
are  obtained.  More  recently  a  gauze-capil- 
larity method  has  replaced  the  old  routine 
swab-culture  method.  If  Vaseline,  nitro- 
furazone,  or  other  ointments  have  been  ap- 
plied, they  are  removed.  When  large  amounts 
of  these  materials  are  present,  it  is  some- 
times helpful  to  immerse  the  individual  in 


a  bath  of  Locke's  solution  (a  balanced  salt 
solution)  for  several  hours.  Four-ply  gauze 
dressings,  9  inches  in  width,  are  cut  to  de- 
sired length  from  a  roll.  At  least  eight  to 
ten  thicknesses  are  used,  this  resulting  in 
a  dressing  which  is  approximately  1  inch 
thick.  The  gauze  is  saturated  with  a  warm 
0.5' <  solution  of  silver  nitrate  and  is  se- 
cured in  place  by  a  firm  wrapping  with  a 
single  thickness  of  stockinette.  6  inches  in 
width,  made  by  cutting  the  commercially 
available  material  on  the  bias.  It  is  impor- 
tant to  attain  close  contact  of  the  dressing 
with  the  burned  surface.  All  burns  are  cov- 
ered, including  those  of  the  hands,  face, 
genitalia,  and  perineum.  Perforated  catheters 
are  sometimes  incorporated  into  the  dres- 
sings to  facilitate  their  saturation  with 
aqueous  silver  nitrate.  The  dressing  is 
moistened  with  the  silver  nitrate  solution 
every  two  hours,  and  is  changed  once  or 
twice  a  day  without  general  anesthesia.  Fine 
mesh  gauze  does  not  provide  adequate  drain- 
age of  secretions,  nor  do  Kerlix  rolls,  roller 
bandage,  cotton-filled  gauze  dressing  pads, 
etc.  When  the  dressings  are  applied,  and 
after  each  wetting,  the  patient  usually  com- 
plains of  being  cold.  A  dry  sheet  and  a  dry 
cotton  blanket  will  allay  this  discomfort. 
All  patients  at  the  Hartford  Burn  Center 
are  placed  on  circle  beds  in  order  to  allow 
frequent  changes  of  position.1 

The  danger  of  sodium  chloride  depletion 
with  use  of  the  silver  nitrate  dressing  is  so 
immediate  that  the  dressing  should  not  be 
used  without  frequent  monitoring  of  serum 
sodium,  chloride,  and  bicarbonate.  During 
the  acute  phase  these  analyses  must  be  done 
every  two  to  four  hours  in  cases  of  infants 
and  children  with  burns  larger  than  10%  of 
the  body  surface,  and  every  6  to  12  hours  in 
cases  of  adults  with  burns  larger  than  20%. 
This  schedule  must  be  continued  until  ade- 
quate oral  supplementation  is  possible,  and 
then  the  analyses  may  be  reduced  to  once 
daily.10 

Large  dietary  supplements  of  sodium  (10- 
30  gm  of  sodium  chloride),  calcium  (4  to  8 
gm  calcium  lactate),  and  potassium  (80-120 
mEq  liter)  are  begun  as  soon  as  the  shock 
period  has  passed.  The  hypotonic  dressing 
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acts  as  a  syphon  to  withdraw  these  minerals 
from  the  extracellular  fluid.  This  mineral 
depletion  can  occur  most  suddenly  in  infants 
and  small  children.  In  such  case  the  wet 
dressings  are  used  only  intermittently — that 
is,  one  sixth  to  one  eighth  of  the  time. 
Monafo  and  Moyer  point  out  that  when  15 
or  more  grams  of  salt  are  given  daily  in 
the  diet,  the  addition  of  30  to  80  ml  of  oral 
molar  sodium  lactate  effectively  prevents 
the  occurrence  of  hyperchloremic  acidosis. 
At  the  Hartford  Burn  Center  all  patients  are 
given  1  to  2  million  units  of  aqueous  penicil- 
lin and  iy*  to  2  grams  of  oxacillin  daily  for 
streptococcal  and  staphylococcal  lymphan- 
gitis respectively.1 

Silver  nitrate  turns  black  when  it  is  ex- 
posed to  bright  sunlight  and  likewise  stains 
everything  it  touches.  It  is  recommended  that 
those  in  attendance  wear  washable  clothing. 
Soaking  linen  and  clothing  in  Wescodine  be- 
fore washing  removes  these  stains  effec- 
tively. Silver  salts  are  deposited  on  the  sur- 
face of  partial-thickness  burns  within  18 
hours  and  produce  a  faun  discoloration  of 
those  areas.  This  gradually  darkens  to  a 
brown-black  color.  Subdermal  burns  take  up 
the  silver  salts  in  a  different  way.  Such 
wounds  in  as  little  as  48  hours  regularly  as- 
sume a  distinctive  blue-black  color  under 
the  continuous  silver  nitrate  dressing.  Pre- 
cipitated silver  salts  form  a  thin  brown  crust 
on  unburned  skin  that  is  easily  peeled  off  or 
washed  away.1 

All  burn  eschar  is  removed  as  soon  as  it 
can  be  separated  easily  from  the  underly- 
ing tissues  without  loss  of  blood.  This  de- 
bridement is  performed  on  the  ward  without 
general  anesthesia  during  the  dressing 
change.  If  bleeding  is  encountered,  the  pro- 
cedure is  stopped.  Even  the  most  extensive 
burns  can  be  completely  debrided  of  the 
eschars  within  three  to  five  weeks.  Light 
yellowish  spots  appearing  in  a  brown  or  blue- 
black  eschar  usually  indicates  that  separa- 
tion is  possible  in  that  area.  The  blade  of  a 
thumb  forcep  or  a  curved  hemostat,  inserted 
in  the  proper  plane  and  then  gently  ad- 
vanced, has  been  a  satisfactory  way  of  split- 


ting the  eschar  from  the  dermis  in  tntrader- 
mal  burns  o  fall  depths.1 

Grafting  of  split-thickness  skin  is  usually 
begun  by  the  third  week.  In  the  Hartford 
Burn  Center  skin  grafting  is  carried  out 
under  local  anesthesia,  even  with  infants 
and  small  children.  The  grafts  are  applied 
as  stamps.  Both  the  donor  and  recipient 
areas  are  immediately  dressed  with  wet  sil- 
ver nitrate  solution  and  daily  changed  as 
before.  There  has  been  no  demonstrable 
harm  from  the  use  of  silver  nitrate  soaks 
on  fresh  skin  grafts.1 

The  dressings  used  are  clean  but  not 
sterile.  Those  in  attendance  wear  clean  non- 
sterile  rubber  gloves  when  changing  dress- 
ings or  otherwise  attending  the  patients. 
Aseptic  techniques  are  not  practiced,  as  they 
have  appeared  to  be  unnecessary.  Cross- 
contamination  of  bacterial  species  between 
patients  has  occurred  only  rarely.1 

Summary 
Recently  two  agents,  Sulfamylon  and  sil- 
ver nitrate,  have  been  introduced  in  an  at- 
tempt to  control  sepsis  in  the  burn  wound. 
Both  have  proven  to  be  effective  in  reducing 
colonization  of  bacteria  and  thus  have  sig- 
nificantly reduced  the  mortality  rate. 
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Control    of    Burn    Wound    Sepsis    with    Sulfamylon 

Theodore  C.  Whitson,  M.D.* 


Burn  wound  sepsis,  particularly  that  re- 
sulting from  Psendomonas  aeritgi>iosa,  is  the 
major  determinant  of  morbidity  and  mor- 
tality in  large  thermal  burns.  Moncrief  and 
Teplitz1  reported  septicemia  as  the  cause 
of  death  in  65  %  of  hospital  burn  fatalities. 
In  two-thirds  of  these  deaths,  Pseudomonas 
aeruginosa  was  the  primary  and  offending 
organism  isolated  at  autopsy.  Teplitz  and 
Lindberg2  found  that  70%  of  burn  cases  in 
1961  and  1962  harbored  Ps.  aeruginosa  as 
the  principal  and  often  the  only  pathogen. 

The  devitalized  burned  tissue  becomes  con- 
taminated from  a  variety  of  sources.  Bac- 
terial colonization  and  penetration  into 
deeper  layers  via  hair  follicles  and  lympha- 
tic channels,  invasion  of  viable  tissue,  and 
finally  bacteremia  and  septicemia  follow  the 
seeding  of  the  burn  wound.  The  terminal 
state  is  characterized  by  hypothermia, 
leukopenia,  paralytic  ileus,  renal  failure,  and 
finally  death. 

Topical  vs.  Parenteral  Treatment 
Despite  the  use  of  many  forms  of  parenteral 
antibiotic  and  chemotherapeutic  agents, 
burn  wound  sepsis  was  formerly  unpresent- 
able. The  devascularized  nature  of  the  wound 
suggests  a  reason  for  the  failure  of  paren- 
teral therapy.  Although  adequate  therapeu- 
tic levels  of  antibiotics  and  chemotherapeu- 
tic agents  may  be  achieved  in  the  blood 
stream,  impaired  circulation  in  the  devital- 
ized tissue  prevents  these  agents  from  reach- 
ing the  areas  of  massive  bacterial  coloniza- 
tion. If  parenteral  therapy  is  inadequate, 
would  topical  therapy  be  beneficial? 

Actually,  topical  therapy  is  not  new  in 
the  treatment  of  burns.  It  has  been  nearly 
100  years  since  the  first  topical  antiseptic, 
a  2.5  %  solution  of  carbolic  acid  in  oil,  was 
introduced  in  the  treatment  of  burn  wound 


Resident  in  Surgery,  University  of  North  Carolina  School 
of  Medicine  and  North  Carolina  Memorial  Hospital,  Charel 
Hill,   N.   C,   27514. 


Sulfamylon — proprietary  name  for  para-aminomethylben- 
zene  sulfonamide,  rroduced  by  Sterling- Winthrop  Research 
Institute,  Rensselear,  N.  Y. 


infection.  In  the  following  eight  decades  all 
that  was  accomplished  with  topical  antisep- 
tics, as  far  as  we  can  learn,  was  to  offset  the 
good  that  sound  surgical  and  physiologic 
principles  and  aseptic  technique  should  have 
afforded.'1  Within  the  past  two  decades,  sul- 
fathiazole,  sulfadiazine,  nitrofurazone,  peni- 
cillin, chloramphenicol,  and  other  antibiotic 
ointments  have  been  tried.  More  recently  an 
aqueous  solution  of  0.5%  silver  nitrate  and 
a  10'.  Sulfamylon  cream  have  been  the  two 
topical  agents  to  receive  the  most  attention. 

Moyer'  has  reported  that  thick  cotton 
gauze  dressings,  properly  applied,  kept  con- 
tinuously wet  with  a  0.5^'  aqueous  solution 
of  silver  nitrate  and  changed  twice  daily, 
was  bacteriostatic  for  many  species  of  bac- 
teria in  human  burn  wounds  at  all  stages. 
The  silver  nitrate  was  bacteriostatic  for 
Staphylococcus  aureus,  Ps.  aeruginosa,  beta- 
hemolytic  streptococci,  and  Escherichia  coli. 
With  topical  silver  nitrate  therapy,  the  mor- 
tality in  burns  involving  from  40%  to  90% 
of  the  body  surface  was  only  33%,  when  a 
rate  of  81  '<  was  to  be  expected;  none  of 
these  deaths  were  attributable  to  burn 
wound  sepsis. 

Although  0.5' <  silver  nitrate  has  proved 
an  effective  bacteriostatic  agent  in  burn 
wounds  in  vivo,  and  on  agar  and  in  broth 
in  vitro,  nothing  is  known  about  the  actual 
chemical  state  of  the  silver  nitrate  or  its  con- 
centration. The  molecular  mode  of  action  in- 
volved in  the  process  of  its  bacteriostatic  or 
bactericidal  action  in   vivo  is  also  unknown. 

Bacteriostasis  in  burn  wounds  can  also  be 
achieved  by  the  topical  application  of  a  10^ 
Sulfamylon  cream."'  This  water-soluble  cream 
formulation  is  relatively  painless,  durable, 
noncontractile,  indefinitely  pliable,  nonirri- 
tating  and  nontoxic,  if  absorbed.  The  cream 
is  applied  to  the  open  wound  twice  daily, 
and  patients  are  thoroughly  cleansed  by 
hydrotherapy  daily.  No  dressings  are  ap- 
plied. 

The  Sulfamylon  is  bacteriostatic  for  beta- 
hemolytic   streptococci,   Staphylococcus  aur- 
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TOPICAL   SILVER    NITRATE   GROUP 


AGE  IN 
YEARS 

PERCENT  BURN 

SEPTIC 

ORGANISM 

RESULT 

2nd  DEGREE 

3rd  DEGREE 

3 

15 

25 

YES 

PSEUDOMONAS 

EXPIRED  SECONDARY  TO 
BURN  WOUND  SEPSIS 

8 

15 

20 

NO 

GOOD 

5 

15 

15 

NO 

GOOD 

6 

33 

YES 

PSEUDOMONAS 

EXPIRED  SECONDARY  TO 
BURN  WOUND  SEPSIS 

11 

15 

20 

YES 

E.  COLI 

GOOD 

32 

20 

35 

NO 

GOOD 

6 

25 

15 

YES 

PSEUDOMONAS 
AEROBACTER-KE  LIBRE  LLA 

GOOD 

25 

25 

8 

NO 

GOOD 

33 

25 

10 

NO 

GOOD 

4 

25 

NO 

GOOD 

8 

20 

50 

YES 

PSEUDOMONAS 

EXPIRED  SECONDARY  TO 
BURN  WOUND  SEPSIS 

39 

32 

15 

YES 

PSEUDOMONAS 

EXPIRED  SECONDARY  TO 
BURN  WOUND  SEPSIS 

4 

30 

10 

NO 
NO 

GOOD 
EXPIRED  SECONDARY  TO 

67 

5 

35 

PULMONARY  EMBOLUS 

50 

20 

5 

NO 

GOOD 

23 

5 

25 

NO 

GOOD 

86 

25 

NO 

GOOD 

23 

5 

15 

NO 

GOOD 

37 

35 

35 

NO 

EXPIRED  SECONDARY  TO 
RENAL  FAILURE 

32 

15 

15 

NO 

GOOD 

3 

25 

23 

YES 

PSEUDOMONAS 

EXPIRED  SECONDARY  TO 
BURN  WOUND  SEPSIS 

Fig.   1.   Seven   of  the   21   burns  treated   topically   with   silver  nitrate  became  septic.  Only  2  of  the  7  patients  with 
septic  wounds  survived. 


ens,  Ps.  aeruginosa  and  Chlostridia  species. 
It  is  also  effective  in  the  presence  of  purulent 
material.  In  one  series,  positive  cultures  of 
Ps.  aeruginosa  fell  from  87.9%  in  the  un- 
treated group  to  22.3%  in  the  treated  group. 
This  decrease  in  post-burn  infection  resulted 
in  a  lowering  of  the  mortality  rates.  In 
terms  of  total  mortality,  the  rate  dropped 
from  a  four-year  average  of  36.3'  i  to  20  9i. 
In  patients  with  burns  covering  less  than 
40  rr  of  the  body,  the  mortality  was  reduced 
from  44%  to  zero,  and  in  patients  with  burns 
covering  40 %  to  50  ri  of  the  body,  mortality 
fell  from  62%  to  23.3 %.G 

Advantages  and  Disadvantages 
These  two  agents  seem  to  be  comparable 


in  the  control  of  burn-wound  sepsis.  How- 
ever, the  use  of  each  is  associated  with  cer- 
tain advantages  and  disadvantages. 

Silver  nitrate  is  inexpensive,  easy  to  pre- 
pare, and  painless  when  applied  to  the  open 
or  fresh  wound.  However,  unless  the  wound 
is  free  of  grease  or  ointment  bases  and  is  not 
covered  by  a  dead  epidermis,  the  dressing 
will  not  deliver  silver  nitrate  to  the  dermal 
and  subdermal  parts  of  the  wound  nor  re- 
move bacteria  from  it  by  capillarity.  Sodium 
loss  with  silver  nitrate  therapy  is  significant 
and  difficult  to  predict  and  treat.  The  danger 
of  sodium  depletion  is  so  immediate  that  the 
silver  nitrate  should  not  be  used  unless  the 
serum  sodium  concentration  can  be  frequent- 
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TOPICAL    SULFAMYLON   GROUP 


AGE  IN 
YEARS 

PERCENT  BURN 

SEPTIC 

ORGANISM 

RESULT 

2nd  DEGREE 

3rd  DEGREE 

13 

85 

NO 

EXPIRED  SECONDARY  TO 
ASPIRATION 

32* 

18 

YES 

PSEUDOMONAS 

GOOD 

11 

15 

20 

NO 

GOOD 

3 

16 

NO 

GOOD 

32 

55 

15 

NO 

EXPIRED  SECONDARY  TO 
PERFORATED  CURLING'S  ULCER 

8 

15 

10 

NO 

GOOD 

28 

40 

15 

NO 

GOOD 

46 

15 

20 

NO 

GOOD 

4 

40 

5 

NO 

GOOD 

9 

15 

20 

NO 

GOOD 

27 

30 

NO 

GOOD 

4 

10 

33 

NO 

GOOD 

14 

5 

20 

NO 

GOOD 

5 

20 

30 

NO 

EXPIRED  SECONDARY  ASSOCIATED 
INJURY  OF  VENA  CAVA  AND  LEFT 
ILIAC  ARTERY 

13 

15 

45 

NO 

GOOD 

14 

25 

15 

NO 

GOOD 

2 

15 

NO 

GOOD 

44 

5 

25 

NO 

GOOD 

68 

5 

36 

NO 

EXPIRED  SECONDARY  TO  CHRONIC 
LUNG  DISEASE  AND  PNEUMONIA 

1 

*  Started  on  Sulfamylon  7  days  post-burn. 

Fig.  2.  One  of  the  19  patients  treated  with  topical  Sulfam.vlon    developed     burn    wound    sepsis, 
patient  was  started  on  topical  Sulfam.vlon  therapy  seven   days  post-burn. 


Note     that     this 


ly  monitored.  In  addition,  the  silver  nitrate 
is  messy  to  use,  staining  clothes,  linen,  floor, 
and  equipment  a  dirty  brown. 

Sulfamylon  is  highly  diffusible,  antibac- 
terial, nontoxic  to  local  tissues,  and  is  broken 
down  so  rapidly  that  toxic  effects  on  organs 
are  not  a  problem.  The  by-products  are  rap- 
idly excreted  by  the  kidneys.  In  addition,  the 
water-soluble  cream  is  easy  to  apply  and 
does  not  stain  clothing  or  tissue.  However, 
there  are  certain  disadvantages.  The  drug 
is  a  potent  carbonic  anhydrase  inhibitor, 
and  as  such  its  use  is  associated  with  me- 
tabolic acidosis.  The  incidence  of  acidosis 
is  less  than  10%  ;  however,  when  it  occurs, 
significant  amounts  of  buffering  agents  are 
required,  and  occasionally  the  medication 
has  to  be  discontinued. 


Material  and  Method 

By  reviewing  the  topical  therapy  utilized 
for  the  acutely  burned  patient  treated  at 
North  Carolina  Memorial  Hospital  during 
1966,  Sulfamylon  was  first  given  a  clinical 
trial.  A  total  of  63  acutely  burned  patients 
were  admitted  to  the  Burn  Unit  of  the  hos- 
pital that  year.  Forty  of  these  had  major 
burns.  Twenty-one  of  those  with  major  burns 
received  topical  silver  nitrate  therapy ;  the 
remaining  19  received  topical  Sulfamylon. 

Silver  nitrate  was  used  on  21  patients  with 
burns  involving  159c  to  709c  of  the  body 
surface.  Two  of  these  patients  were  admitted 
three  and  four  days  after  injury,  but  had 
been  treated  with  silver  nitrate  by  the  re- 
ferring physician.  In  the  remainder,  silver 
nitrate  therapy  was  started  on  admission. 
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Thick  cotton  gauze  dressings,  properly 
applied  and  kept  continuously  wet  with  a 
0.5 r'<  aqueous  solution  of  silver  nitrate,  were 
used.  These  dressings  were  changed  every 
eight  hours  and  were  applied  to  donor  sites 
and  freshly  grafted  wounds  as  well  as  the 
burned  areas.  Patients  were  bathed  and  their 
wounds  debrided  daily  in  the  Hubbard  tank. 

Sulfamylon  cream  was  used  to  treat  19 
patients  with  burns.  In  this  group  the  per- 
centage of  body  surface  affected  ranged  from 
159(  to  85%.  As  in  the  silver  nitrate  group, 
two  patients  had  previously  been  started  on 
Sulfamylon  treatment  by  the  referring  phy- 
sicians three  and  four  days  prior  to  admis- 
sion. Another  patient  had  received  no  topical 
therapy  in  the  seven  days  prior  to  his  trans- 


of  burn,  and  associated  illness  (Figs.  1  and 
2).  Only  the  type  of  therapy  differed. 

In  the  silver  nitrate  group,  as  shown  in 
Figure  3,  the  incidence  of  burn  wound  sep- 
sis was  33°;  .  The  mortality  secondary  to 
burn  wound  sepsis  was  23.8%.  In  other 
words,  5  patients  in  the  group  of  21  expired 
as  the  result  of  overwhelming  sepsis.  These 
five  patients  had  burns  involving  30,  33,  40, 
47,  and  70  per  cent  of  the  body  surface.  There 
were  two  additional  patients  who  were  sep- 
tic but  survived.  Two  patients  died  of  causes 
other  than  sepsis,  one  with  renal  failure  and 
the  second  with  a  pulmonary  embolus.  The 
overall  mortality  in  this  group  was  31% 
(Fig.  3). 

In  the  Sulfamylon-treated  group,  the  in- 

BURNS    NCMH-  1966 


NO. 

%  BURN 

NO  SEPTIC 

%  MORTALITY 
2nd.  SEPSIS 

MORTALITY 
OVERALL 

AgNOs 

21 

15-70% 

7    OR   33% 

5    OR  23.8% 

7  OR  31  % 

SULFAMYLON 

19 

15-85% 

1     OR   5.5% 

O 

4    OR  21.1% 

PRIMARY  EXCISION 
OR  OCCULSIVE 
DRESSING 

23 

2-15% 

O 

0 

O 

Fig.  3.  In  the  patients  treated  with  silver  nitrate,  the  mortality    associated    with    burn    wound    sepsis   was   23.8%. 
In  the  group  treated  with  Sulfamylon  there  were  no  fatal  cases  of  burn  wound  sepsis. 


fer.  This  patient  was  started  on  a  regimen  of 
Sulfamylon  on  admission  to  the  Burn  Unit. 

Each  burn  victim  was  bathed  and  the 
burn  debrided  in  the  Hubbard  tank  daily. 
A  thin  layer  of  the  10%  Sulfamylon  cream 
was  then  applied.  No  dressings  were  used ; 
however,  repeat  applications  were  often 
necessary  12  hours  later  to  keep  the  wound 
covered  with  the  bacteriostatic  cream. 

The  remaining  23  patients  had  either 
second  or  third  degree  burns  covering  2% 
to  15%  of  the  body  surface.  This  group  was 
treated  with  occlusive  dressings  or  primary 
excision  and  grafting. 

Results 

The  first  two  groups  are  comparable  with 
respect  to  age,  sex,  race,  extent  and  depth 


cidence  of  burn  wound  sepsis  was  5.5%. 
However,  this  represented  a  single  case  and 
occurred  in  the  patient  started  on  topical 
Sulfamylon  therapy  seven  days  after  the 
acute  thermal  injury.  The  mortality  sec- 
ondary to  burn  wound  sepsis  was  zero. 

The  overall  mortality  in  the  Sulfamylon- 
treated  group  was  still  21.2%.  These  four 
patients  expired  because  of  either  pneu- 
monia, perforated  Curling's  ulcer,  asphyxia 
secondary  to  aspiration  of  vomitus.  or  a  com- 
bination of  associated  trauma  to  the  inferior 
vena  cava  and  left  iliac  artery. 

Conclusion 
Sulfamylon,  in  this  group  of  burn  patients, 
proved  superior  to  silver  nitrate  in  the  con- 
trol of  burn  wound  sepsis.  In  the  silver  ni- 
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trate  treated  group,  burn  wound  sepsis  ac- 
counted for  a  mortality  of  23.8%.  There 
were  no  deaths  from  burn  wound  sepsis  in 
the  Sulfamylon-treated  group.  The  one  case 
of  burn  wound  sepsis  in  the  Sulfamylon 
group  arose  in  a  patient  started  on  Sulfamy- 
lon therapy  after  bacterial  colonization  of 
the  would  had  occurred. 

Since  the  completion  of  this  study,  no  sil- 
ver nitrate  has  been  used  in  the  treatment 
of  burn  wounds  at  the  hospital. 

It  is  important  to  note  that  Sulfamylon  is 
no  panacea  in  the  treatment  of  burns.  It 
does  control  the  burn  wound  sepsis.  How- 
ever, severe  problems  with  pneumonia,  uri- 
nary tract  infections,  Curling's  ulcer,  nega- 
tive caloric  load,  and  occasional  metabolic 
acidosis  secondary  to  the  carbonic  anhydrase 


inhibiting  effect  of  the  Sulfamylon  still  re- 
main. 

References 

1.  Monciief,  J.  A.,  and  Teplitz,  C:  Changing  Co  icepis 
in    Burn   Sepsis.   J    Trauma   4:233-245,   1961. 

2.  Teplitz.  C.  and  Lindlerg,  R.  B  :  Burn  Wound  Sepsis, 
A  Postmortem  Evaluation  of  the  Burn  Death.  U.  S. 
Army  Surgical  Research  Unit  Annual  Progress  Report. 
Ft.  Sam  Houston,  Texas,  June  31.  1932. 

3.  Moyer,  C.  A.:  Treatment  of  Severe  Thermal  Injuries. 
Development  and  Accomplishments  During  the  Past 
Century.   Western   J  Surg  62:39-51.    107-120.    1954. 

4.  Moyer,  C  A..  Erentano,  L.,  Graven,  L.,  Margraf,  H.  W., 
and  Monal'o.  W.  W.:  Treatment  of  Large  Human  Burns 
with  0.5  per  cent  Silver  Nitrate  Solution.  Arch  Surg 
90:812-867,   1965. 

5.  Lindberg,  R.  B.,  Brame,  R.  E.  Moncrief,  J.  A.,  and 
Mason,  A.  D.,  Jr.:  The  Development  of  a  Prophylactic 
Treatment  for  Preventing  Burn  Infection.  I.  Use  of 
Sulfamylon  Cream  on  Burned  Rats,  Army  Surgical 
Research  Unit.  Annual  Research  Progress  Report,  Sec- 
tion   50.    June    30,    1964. 

6.  Lindberg.  R.  B.,  Moncrief.  J.  A.,  Switzer,  W.  E..  Order, 
S.  E..  and  Miller,  \V  :  The  Successful  Control  of  Burn 
Wound   Sepsis.   J    Trauma   5:601-613,    1965. 


The    North    Carolina    Central    Cancer    Registry 

James  F.  Newsome,  M.D. 


Throughout  the  years  cancer  registries 
have,  in  general,  earned  for  themselves  a 
less  than  ideal  reputation.  This  is  a  deserved 
reputation  because  registries  have  failed  to 
serve  a  real  purpose  to  the  community  or 
practicing  physicians  and  have  had  no  signi- 
ficant influence  on  the  quality  of  care  of  the 
cancer  patient. 

One  could  list  many  reasons  for  this  inef- 
fectiveness, most  of  which  are  all  too  fa- 
miliar to  the  physicians  who  have  attempted 
to  organize  and,  with  great  difficulty,  have 
maintained  cancer  registries.  Enumerating 
such  reasons  would  at  this  juncture  serve  no 
purpose  except  to  point  out  that  the  major 
deficiency  has  been  the  almost  total  lack  of 
useful  information  that  has  emerged  from 
most  registries. 

In  most  instances,  and  there  are  excep- 
tions, where  useful  information  has  been 
forthcoming,  it  has  generally  been  statis- 
tically and  epidemiologically  oriented  and 
has  not  really  served  the  purpose  of  the  can- 
cer registry,  namely,  to  serve  as  an  educa- 
tional tool  to  help  the  'practicing  physician 


From    the    Department    of    Surgery.    University    of    North 
Carolina  School  of  Medicine.  Chapel  Hill,  N.  C,  27514. 


care  for  his  patients  with  suspected  and 
praised  malignant  disease. 

In  spite  of  this  poor  image,  during  recent 
years  there  have  been  frequent  and  earnest 
discussions  by  many  practicing  physicians 
in  the  State  of  North  Carolina  that  cancer 
registries  can  afford  us  a  better  picture  of> 
the  extent  of  malignant  disease  in  this  state, 
can  enhance  the  quality  of  diagnosis  and 
management  of  patients  with  malignant  dis- 
ease, can  serve  as  a  tool  to  foster  greater 
interest  in  cancer,  and  can  serve  as  a  mech- 
anism to  bring  the  medical  schools  in  this 
state  closer  to  the  problems  of  the  practicing 
physician.  Though  fostered  by  the  Cancer 
Committees  of  the  American  College  of  Sur- 
geons, the  Medical  Society  of  the  State  of 
North  Carolina,  the  American  Cancer  So- 
ciety, the  Governor's  Commission  on  the 
Cause  and  Treatment  of  Cancer,  and  the 
State  Board  of  Health,  the  greatest  asset  to 
the  devlopment  of  such  a  program  is  the 
overt  and  genuine  interest  of  the  practicing 
physicians  and  surgeons  in  the  problem  of 
malignant  disease. 

The  advent  of  the  Regional  Medical  Pro- 
gram has  made  it  possible  to  bring  together 
these  interested  persons  and  now,  with  the 
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availability  of  some  financial  support,  the 
establishment  of  such  a  central  registry. 

It  is  the  purpose  of  this  report  to  outline 
the  steps  by  which  this  will  be  accomplished. 

With  the  help  of  Dr.  William  Shingleton, 
professor  of  surgery  at  Duke  Medical  Center, 
Durham,  and  Dr.  Donald  Hayes,  associate 
professor,  Department  of  Medicine  at  the 
Bowman  Gray  School  of  Medicine,  Winston- 
Salem,  I  was  asked  to  assume  the  responsi- 
bility for  the  development  and  initial  opera- 
tion of  this  effort.  As  of  April  1  we  are  for- 
tunate to  have  the  services  of  Dr.  Simmons 
Patterson,  a  practicing  surgeon  from  New 
Bern,  North  Carolina,  who  has  considerable 
experience  and  interest  in  the  problem  of 
malignant  disease  as  encountered  by  the 
clinicians  of  this  state.  As  the  program  de- 
velops, Dr.  Patterson  will  assume  the  over- 
all responsibility  of  the  direction  of  the  on- 
going cancer  registry  program.  Working 
with  this  group  will  be  the  Task  Force  Com- 
mittee, Regional  Medical  Program,  for  the 
Central  Cancer  Registry. 

Objectives 
As  already  implied,  the  prime  objective 
for  the  establishment  of  a  Central  Cancer 
Registry  is  to  serve  as  an  educational  ve- 
hicle for  the  improvement  of  diagnosis  and 
care  of  cancer  patients  in  the  State  of  North 
Carolina.  It  is  conceived  that  the  registry 
will  not  be  simply  a  data-gathering  organi- 
zation for  the  purpose  of  collecting  epi- 
demiologic and  statistical  information,  but, 
rather,  the  assimilation  of  clinical  data  to 
answer  questions  posed  by  clinicians  con- 
cerned with  the  clinical  aspects  of  malignant 
disease.  It  is  felt — and  indeed  we  have  evi- 
dence by  the  participation  of  the  practicing 
physician  in  the  state  in  the  follow-up  of 
several  thousand  patients  studied  by  the 
cancer  clinics  at  the  North  Carolina  Me- 
morial Hospital — that  when  the  practicing 
physician  is  involved  and  when  his  questions 
are  taken  seriously  and  answered,  and  when 
he  is  allowed  to  participate  in  the  decisions 
for  management  and  actual  management  of 
cancer  patients,  his  response  to  this  effort 
is  generally  superb.  The  fault  with  pre- 
viously existing  cancer  clinics  and  cancer 
registries   has   clearly   been   the   failure   of 


these  registries  and  clinics  to  communicate 
with  the  physician  in  a  practical  manner. 
We  feel  strongly  that  this  approach  must 
be  taken  and  maintained,  without  which  this 
whole  effort  is  doomed  to  failure  as  far  as 
its  original  intent  is  concerned. 

It  should  be  pointed  out,  however,  that  a 
second  objective  of  this  program  is,  indeed, 
to  allow  the  statistician  and  epidemiologist 
at  the  three  medical  centers  to  participate 
in  more  detailed  and  sophisticated  studies 
for  the  better  definition  and  identification 
of  areas  of  future  clinical  investigations 
which  will  be  brought  to  light  by  a  central 
cancer  registry  of  the  type  described  here. 
More  sophisticated  epidemiologic  and  demog- 
raphic studies  will  be  carried  out  among  pa- 
tients seen  at  the  three  teaching  institutions, 
utilizing  the  staff  of  biostatisticians  and  epi- 
demiologists available  to  these  groups. 

Another  objective  would  be  the  utilization 
of  the  mechanics  of  such  a  registry  as  herein 
described  for  the  establishment  of  prospec- 
tive cooperative  clinical  studies  in  which  the 
practicing  physician  in  the  community  hos- 
pital will  join  with  the  teaching  institution 
in  seeking  the  answers  to  specific  problems 
posed  by  cancer  patients.  It  is  hoped  that  a 
majority  of  such  questions  will  originate 
from  the  practicing  physicians. 

Procedure 

The  most  important  aspect  of  this  en- 
deavor rests  not  with  the  utilization  of  com- 
puters but  with  a  clear  picture  of  the  type 
of  questions  the  answers  to  which  we  seek. 

For  some  time  the  above  mentioned  com- 
mittee has  been  concerned  with  this  prob- 
lem. It  is  clear  that  the  kind  of  data  to  be 
collected  must  be  balanced  between  infor- 
mation that  one  would  ideally  like  to  have 
against  the  practical  considerations  of  the 
type  of  data  that  one  can  realistically  collect. 
Much  effort  has  been  expended  by  the  com- 
mittee in  the  selection  of  a  satisfying  code 
sheet. 

Utilizing  a  small  computer,  the  soundness 
of  this  code  sheet  is  being  tested  by  utilizing 
the  data  from  the  cancer  registry  at  the 
North  Carolina  Memorial  Hospital  in  Chapel 
Hill.  At  this  point  it  would  seem  that  most 
questions   of  a   clinical   nature   can   be   an- 
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swered  though  it  is  likely  that  some  altera- 
tion in  this  published  code  sheet  will  be 
made. 

Initially  a  small  nucleus  of  ten  hospitals 
will  participate  in  the  Central  Cancer  Regis- 
try. After  a  period  of  time,  (roughly  9  to  12 
months),  during  which  operational  experi- 
ence will  lead  to  whatever  improvements  are 
found  necessary,  other  hospitals  will  be  in- 
corporated into  the  system.  It  is  hoped  that 
eventually  every  hospital  in  the  State  will 
express  interest  and  become  a  part  of  the 
Central  Registry  Program. 

It  is  clearly  apparent  that  each  hospital 
will  present  problems  peculiar  to  its  own  in- 
stitution. The  existence  of  a  cancer  registry, 
and  completeness  of  the  registry,  the  pres- 
ence of  interested  and  qualified  personnel  all 
will  have  an  influence  upon  the  rapidity 
with  which  these  institutions  will  be  incor- 
porated into  the  Central  Registry. 

Those  hospitals  that  are  not  included  in 
the  initial  nucleus  of  participating  hospitals 
are  encouraged  to  continue  their  present  can- 
cer registry  or  initiate  a  registry  if  one  does 
not  exist.  It  is  hoped  that  all  hospitals  will 
use  the  form  recomemnded  by  the  Central 
Cancer  Registry. 

Miss  Jo  Anne  Olsen,  a  qualified  medical 
record  Librarian  with  experience  in  cancer 
registries  and  computer  techniques,  has  re- 
cently been  employed  by  the  North  Carolina 
Regional  Medical  Program  and  presently  is 
beginning  short  courses  of  instruction  for 
cancer  registry  clerks.  These  courses  are 
being  held  at  the  North  Carolina  Memorial 
Hospital,  Chapel  Hill,  North  Carolina,  and 
will  include  instruction  in  the  methods  of 
collecting  data  and  completing  the  code 
sheets. 

The  records  since  July  1,  1967  of  the  can- 
cer patients  of  the  initial  nucleus  of  hospitals 
participating  in  the  Registry  will  be  ab- 
stracted and  the  data  transferred  to  the  code 
sheets  under  the  direction  of  the  Regional 
Medical  Program.  These  will  then  be  for- 
warded to  the  Regional  Medical  Program  of- 
fices in  Durham.  The  data  will  be  then 
checked  and  computer-analyzed.  Following 
this,  periodic  reports  will  be  sent  to  the 
physicians  and  hospitals  in  the  State. 


Discussion 

The  question  of  possible  sources  of  the 
necessary  financial  support  for  individual 
cancer  registries  has  arisen.  The  Regional 
Medical  Program  has  assumed  the  financial 
responsibility  for  the  retrieval  of  data  of 
the  cancer  patients  seen  during  the  past 
year,  beginning  July  1,  1967,  at  the  initial 
ten  participating  hospitals.  If  a  hospital 
needs  funds  to  initiate  a  cancer  registry,  aid 
possibly  could  be  obtained  from  sources  such 
as  the  American  Cancer  Society  or  other 
voluntary  groups  for  this  purpose.  There  is 
also  a  possibility  that  funds  may  be  avail- 
able from  the  Regional  Medical  Program  in 
the  future. 

On  May  29,  1968  a  meeting  on  Cancer 
Registries  jointly  sponsored  by  the  Division 
of  Regional  Medical  Programs  and  the 
American  College  of  Surgeons  was  held  in 
Chicago.  At  this  meeting  were  representa- 
tives of  the  North  Carolina  and  Utah  Reg- 
ional Medical  Programs,  the  American  Col- 
lege of  Surgeons,  the  American  Cancer  So- 
ciety, and  the  Professional  Activity  Study 
(PAS)  of  the  Commission  on  Professional 
and  Hospital  Activities.  It  was  the  unani- 
mous opinion  that  there  must  be  compati- 
bility and  interchangeability  between  the 
existing  cancer  registries  in  regard  to  the 
input  document  for  the  computers  employed. 
To  this  end,  efforts  have  been  made  so  that 
the  input  document  chosen  for  the  North 
Carolina  Central  Cancer  Registry  will  be 
acceptable  to  the  cancer  registries  of  the 
organizations  mentioned  above.  Thus,  there 
should  be  no  duplication  of  forms  or  increase 
in  number  of  forms  to  be  filled  out  by  the 
clerical  staffs  of  the  participating  hospitals. 
In  other  words,  our  completed  forms  will  in- 
clude all  of  the  data  deemed  necessary  for 
the  various  organizations  involved  in  cancer 
registries. 

Experience  in  the  operation  of  cancer  reg- 
istries throughout  North  Carolina  and  other 
states  has  clearly  shown  that  the  most  dif- 
ficult aspects  of  a  successful  registry  of  the 
type  that  we  are  proposing  rests  on  the  avail- 
ability of  each  individual  hospital  to  report 
all  cancer  patients  and  on  each  individual 
physician  to  make  certain  that  the  desired 
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data  is  either  supplied  directly  to  the  local 
registry  or  entered  into  the  patient's  record 
so  that  it  is  accessible.  It  is  upon  these  two 
local  responsibilities  that  the  value  of  this 
program  will  in  a  large  measure  rest. 

Summary 

In  summary,  it  can  be  reported  that  efforts 
to  establish  the  Central  Cancer  Registry  in 
the  State  of  North  Carolina  are  well  under 
way.  The  goals  of  this  system  seem  well  de- 
fined, and  there  is  considerable  interest  from 
hospitals  and  physicians  throughout  the 
State  in  this  effort. 


It  is  currently  visualized  that,  following 
the  training  of  secretarial  personnel  and  the 
experience  gained  with  a  small  nucleus  of 
interested  hospitals  in  the  collection  of  real- 
istically available  clinical  data,  other  inter- 
ested hospitals  will  become  integral  parts  of 
the  program.  It  is  hopefully  anticipated  that 
eventually  the  entire  state  will  be  adequately 
covered  by  the  registry.  The  dissemination 
of  periodic  reports  to  the  physicians  and  hos- 
pitals following  computer-analysis  of  data 
obtained  will  be  of  inestimable  value  in  the 
diagnosis  and  management  of  patients  with 
cancer. 


Diabetes  Consultation  and  Educational  Service:  A  Progress 

Report 


T.   Franklin   Williams,   M.D. 


The  purpose  of  the  Diabetes  Consultation 
and  Educational  Services  in  North  Carolina 
is  to  help  improve  the  management  of  dia- 
betes mellitus  and  related  problems  in  per- 
sons with  this  disease.  The  program  seeks 
to  achieve  this  purpose  through  the  follow- 
ing measures : 

1.  Direct  services  to  physicians  and  their 
patients  by  means  of  consultation  and 
the  provision  of  educational  services 
which  physicians  may  use  for  their 
patients. 

2.  Educational  opportunities  for  physi- 
cians, nurses,  and  other  health  person- 
nel, to  help  them  improve  their  meth- 
ods and  services  in  dealing  with  diabe- 
tic patients. 

3.  Organizational  services,  to  support  and 
assist  in  the  establishment  of  clinics 
for  diabetic  patients  in  appropriate 
localities,  and  in  the  development  of 
diabetes  societies  with  lay  and  profes- 
sional membership. 

4.  Evaluation,  to  assess  the  degree  to 
which  this  program  reaches  diabetics 
and  people  in  the  health  professions 
in  North  Carolina  whom  it  is  designed 
to  benefit. 


From    the    Department    of    Medicine,    University    of    North 
Carolina  School  of  Medicine,  Chapel  Hill,  N.  C.  27514 


The  articles  on  the  Regional  Medical  Pro- 
gram in  the  North  Carolina  Medical 
Journal  for  May,  1967  included  a  report  of 
the  initial  discussions  and  plans  for  the  ef- 
forts to  be  undertaken  in  the  field  of  dia- 
betes. The  present  report  describes  what  has 
been  done  to  date  and  plans  for  the  future. 
Since  its  beginning  the  work  has  been  a  co- 
operative effort  by  physicians  and  nurses  on 
the  faculties  of  the  state's  three  major  uni- 
versities, in  communities,  and  in  the  State 
Department  of  Health.  This  report  draws 
from  the  major  contributions  made  by  all 
these  participants. 

Direct  Services  to  Physicians  and  Patients: 
Consultation  Clinics 

The  general  approach  conceived  for  setting 
up  consultation  clinics  has  been  carried  out 
in  two  localities.  The  nature  of  these  clinics 
is  illustrated  by  the  following  accounts. 

The  first  setting  chosen  was  Roxboro,  a 
town  of  5,000  and  the  county  seat  of  Person 
County,  located  about  25  miles  from  Durham. 
In  the  county  (a  predominantly  rural  area 
having  a  population  of  26,000)  there  are  ten 
practicing  physicians,  including  six  general 
practitioners,  two  surgeons,  one  internist, 
and  one  otolaryngologist.  There  is  a  71-becl 
hospital  located  across  the  street  from  the 
office  of  the  internist. 
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Dr.  Rubin  Bressler  of  Duke  approached 
Dr.  Thomas  Long,  the  internist,  about  the 
possibility  of  holding  a  diabetic  consultation 
clinic  in  Roxboro.  Dr.  Long  was  interested 
and  arranged,  first,  for  Dr.  Bressler  to  pre- 
sent the  idea  to  the  Person  County  Medical 
Society.  The  society  favored  the  proposal, 
and  arrangements  were  made  to  hold  the  first 
clinic  on  April  16,  1967.  Dr.  Long  took  the 
responsibility  for  supplying  examining 
rooms  in  his  office  suite  and  for  scheduling 
consultations  with  other  doctors  in  the  area 
having  problem  patients  to  present.  The 
following  is  quoted  from  a  report  by  Dr. 
Bressler  dated  April  24: 

Dr.  Thomas  Long  arranged  a  beautiful  day  of 
consultations  for  us  with  the  physicians  of  the 
Person  County  Medical  Society.  We  saw  patients 
in  consultation  from  2:00  P.M.  until  5:30  P.M.  In 
all  Dr.  Horton  (the  second  consultant)  and  I  saw 
seven  patients.  Physicians  came  with  their  patients 
and  presented  them  to  us  in  time  periods  ranging 
from  20  to  35  minutes.  ...  A  variety  of  problems 
were  presented  which  covered  the  areas  of  the  use 
of  insulin,  oral  hypoglycemic  agents,  diabetic  foot 
care.  The  entire  group  ate  at  the  hospital  at  around 
6  P.M.  and  then  met  in  the  library  of  the  hospital 
at  around  7  o'clock  and  spent  the  next  hour  in 
conversation  concerning  the  use  of  insulin  and  oral 
hypoglycemic  agents.  I  Eight  of  the  ten  physicians 
in  the  county  were  present.)  We  felt  that  the  clinic 
was  very  enthusiastically  received  by  the  physi- 
cians .  .  .  and  we  ourselves  enjoyed  the  visit  very 
much.  A  great  deal  of  credit  is  due  Dr.  Long  for 
his  expert  arrangement  of  the  patient-scheduling 
and  superb  facilities  available  to  us  for  the  con- 
sultations. In  preparation  for  the  consultations, 
summaries  of  the  patients'  histories  and  the  problem 
that  the  patient  presented  were  forwarded  to  us 
some  days  in  advance  of  the  visit.  Dr.  Long  and 
others  remarked  that  they  would  be  pleased  to  again 
participate  in  such  a  program  in  the  future. 

At  a  later  date  Dr.  Bressler  reported  that 
he  had  had  several  telephone  consultations 
as  a  result  of  the  program.  The  development 
of  a  "telephone  consultation  service"  might 
therefore  prove  to  be  a  most  effective  way  to 
serve  physicians  and  their  patients. 

The  second  clinic  was  held  at  Haywood 
County  Hospital,  Waynesville,  N.  C,  Novem- 
ber 9,  1967.  This  clinic,  or  case  conference, 
was  actually  a  part  of  a  larger,  two-day 
Conference  on  Diabetes,  sponsored  jointly 
by  the  Regional  Medical  Program  and  the 
State  of  Franklin    (an  organization  of  the 


seven  westernmost  counties  of  North  Caro- 
lina). This  conference  grew  out  of  earlier 
discussions  held  on  October  2  in  Sylva  with 
members  of  the  medical  staff's  of  the  C.  D. 
Harris  Community  Hospital  (Sylva)  and  the 
Haywood  County  Hospital.  Local  arrange- 
ments were  made  by  Drs.  Ralph  Feichter  and 
Hilton  Seals,  and  Mrs.  Juanita  Ross,  direc- 
tor of  nursing  at  Haywood  County  Hospital. 
The  following  reproduction  of  the  program 
illustrates  how  the  conference  was  organized. 

Conference  On  Diabetes 
November  8  and  9.   1967 

Sponsored   by:    Regional   Medical   Program   and   State 

of  Franklin. 
Participants:   Dr.  Emery  Miller,  Bowman  Gray  School 
of  Medicine 

Dr.  T.  Franklin  Williams,  University  of  North  Caro- 
lina School  of  Medicine 
Mrs.    Patricia   Slutzker,    R.N..    University    of    North 
Carolina  School  of  Public  Health 

PROGRAM 
November  8    7-8:00     P.M.,     Nurses     Home,     Haywood 
County  Hospital 
Topics  for  discussion: 

( 1 )  Acidosis 

(2)  Early  Mild  Incipient  Diabetes 
Doctors  and  Nurses  Invited. 

November  9    9:30  A.M.,  Haywood  County  Hospital 
Patient  Consultation  Clinic 
12-2:00    P.M..    Luncheon    at    The    Lodge 
(Dutch) 

Doctors— Case  Conference 
1-4:00  P.M..  Third  Floor  Hall  of  Haywood 
County  Hospital 
For  Nurses  and  Dietitians,  conducted  by 

Mrs.  Slutzker 
Topic:  Diabetic  Patient  Assessment 
Diabetic  Patient  Teaching 
(3:00-4:00  P.M.— Medical  Consultants  will 
be   Dr.   Miller,   Dr.   Williams,   and   Dr. 
Ralph  Feichter  > 
7:00  P.M.,  Nurses  Home.  Haywood  County 
Hospital 
Topics: 
il)  Insulin  Management,   Retinopathy 
(2i  Doctors  and  Nurses  Invited 

In  effect,  the  conference  combined  three 
activities:  (1)  direct  services  to  physicians 
and  their  patients,  through  the  patient  con- 
sultation clinic  case  conference;  (2)  physi- 
cian education,  through  two  evening  semi- 
nars on  diabetes  and  the  case  conference ; 
and  (3)  nursing  education,  through  the  even- 
ing sessions  plus  an  afternoon  devoted  es- 
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pecially  to  the  nurse's  role  in  diabetic  patient 
education  and  care. 

At  the  three-hour  patient  consultation 
clinic,  seven  patients  with  various  diabetic 
problems  were  presented  by  their  physicians 
and  discussed.  The  format  was  that  of  a 
clinical  conference  or  grand  rounds,  with 
eight  physicians  from  Waynesville  and  Sylva 
present  for  most  of  the  presentations.  At- 
tendance at  the  two  evening  seminars  in- 
cluded 16  physicians  from  the  seven-county 
area,  3  nurses,  1  dietitian,  and  1  physician- 
VISTA  worker  from  Cherokee.  At  the  after- 
noon session  for  nurses  and  dietitians,  ap- 
proximately 60  persons  attended,  including 
supervisory  and  staff  nurses  and  dietitians 
from  the  Haywood  County  and  C.  D.  Harris 
hospitals,  public  health  nurses  from  the  State 
of  Franklin,  and  practical  nursing  and  nurs- 
ing aide  students. 

The  17  physicians  who  took  part  in  one 
or  more  of  the  sessions  represented  more 
than  25%  of  the  active  physicians  in  the 
State  of  Franklin.  More  than  half  of  the 
physicians  in  the  Waynesville  area  of  Hay- 
wood County  participated.  Plans  for  further 
teaching  activities  there,  as  an  outgrowth  of 
this  successful  initial  experience,  are  de- 
scribed below. 

The  key  requirements  for  success  of  the 
patient-centered  clinic  or  case  conference 
would  appear  to  be:  (1)  at  least  one  local 
physician  interested  enough  to  take  the  lead ; 
(2)  clear  evidence  of  general  local  interest 
and  support,  such  as  approval  by  the  local 
medical  society;  (3)  thorough  advance  plan- 
ning; (4)  a  schedule  which  allows  the  local 
physician  to  be  present  when  his  patient  is 
being  seen;  (5)  able  and  interested  consul- 
tants; (6)  adequate  facilities;  and  (7)  a 
conference  held  after  the  clinic. 

To  date,  overtures  made  to  other  localities 
relative  to  holding  similar  clinics  have  met 
with  varied  responses.  These  illustrate  the 
necessity  for  tailoring  the  activities  of  the 
Regional  Medical  Program  to  local  needs  and 
interests.  In  general,  smaller  and  more  iso- 
lated medical  communities  have  been  inter- 
ested in  this  type  of  teaching  and  consulta- 
tion service;  plans  are  under  way  to  insti- 
tute these  services  in  two  more  such  com- 


munities in  the  immediate  future,  with 
others  being  considered  as  possiblities.  In 
contrast,  in  communities  with  more  physi- 
cians and  specialists  local  physicians  have 
felt  generally  that  the  clinics  are  not  needed. 
There  is  interest,  however,  in  other  aspects 
of  our  program. 

Educational  Services  for  Patients 

A  proposal  to  establish  educational  serv- 
ices for  diabetic  patients  was  advanced  by 
practicing  physicians  attending  the  first 
meeting  of  the  Advisory  Committe,  and  has 
attracted  considerable  interest.  The  plan  is 
to  hold  scheduled  teaching  sessions  in  com- 
munities, to  which  local  physicians  can  refer 
their  patients  for  review  of  various  aspects 
of  diabetic  management. 

These  clinics  will  be  staffed  by  one  or  more 
nurses  trained  in  teaching  diabetic  patients, 
and  by  a  nutritionist  who  will  go  from  com- 
munity to  community  on  a  scheduled  basis. 
Their  work  will  be  supervised  by  one  of  the 
physician-members  of  this  program. 

A  variety  of  teaching  methods  and  ma- 
terials can  be  used.  Advance  information 
from  physician  (and  patient)  can  be  ob- 
tained, and  reports  and  suggestions  made  to 
the  physician. 

Such  a  plan  has  been  requested  by  physi- 
cians in  three  communities  of  differing  sizes. 
Recruitment  and  preparation  of  a  teaching 
nurse  has  just  been  accomplished,  and  it 
should  now  be  possible  to  proceed  with  teach- 
ing clinics  in  several  settings. 

A  modification  of  this  approach  grew  out 
of  the  Waynesville  conference  (described 
above)  and  subsequent  discussions.  The  phy- 
sicians and  nurses  of  that  community  think 
that  the  educational  needs  of  their  diabetic 
patients  are  such  that  a  specially  trained 
nurse  could  fruitfully  spend  at  least  half  her 
time  at  this  job  in  Waynesville  alone,  or 
certainly  in  the  State  of  Franklin.  Our  plan, 
currently  being  reviewed  in  the  Regional 
Medical  Program  and  the  State  of  Franklin, 
calls  for  the  recruitment  of  a  retired  nurse 
for  half-time  employment  (thus  returning 
a  retired  professional  to  part-time  work) 
and  additional  training  to  enable  her  to 
qualify  as  a  diabetes  teaching  nurse. 
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This  nurse  will  probably  be  based  at  the 
Haywood  County  Hospital.  She  will  teach  or 
review  with  hospitalized  diabetic  patients  the 
basic  aspects  of  diabetic  management  (us- 
ing guides  approved  by  the  staff  physicians) , 
she  will  teach  ambulatory  patients  referred 
to  her,  and  she  will  go  into  homes  with  pub- 
lic health  nurses  when  asked.  She  will  also 
make  scheduled  visits  to  other  localities  in 
the  State  of  Franklin.  Her  initial  training 
will  be  provided  at  one  of  the  state's  medical 
centers,  and  periodic  supervision  and  parti- 
cipation will  be  supplied  by  a  teaching  nurse 
and  nutritionist  from  the  medical  center. 

This  type  of  locally  based  teaching  pro- 
gram, adapted  to  different  sub-regions  of 
the  state,  may  be  an  effective  and  economical 
way  of  providing  what  seems  to  be  a  much 
needed  service  to  diabetic  patients  and  their 
physicians. 

Educational  Services  for  Nurses 
Nurses  in  North  Carolina  show  much  in- 
terest in  learning  more  about  diabetes  and 
their  role  in  helping  diabetics  understand 
and  manage  their  disease.  In  February 
through  April,  1968,  approximately  230 
nurses  have  attended  a  series  of  teaching 
sessions  in  five  different  settings  (this  in 
addition  to  the  Waynesville  session  described 
earlier).  The  series  included  three  sessions 
in  Hertford,  for  public  health  nurses  in  the 
11  northeastern  counties  of  North  Carolina, 
together  with  hospital  nurses  from  Elizabeth 
City  (arranged  primarily  by  Mrs.  Jean  Las- 
siter  of  the  State  Department  of  Public 
Health ;  two  sessions  in  Rocky  Mount,  for 
the  public  health  nurses  of  Nash  and  Edge- 
combe counties  (also  arranged  by  Mrs.  Las- 
siter)  ;  three  sessions  at  Wake  Memorial 
Hospital  in  Raleigh,  for  nurses  in  all  types 
of  service  in  the  four-county  nursing  district 
embracing  Wake,  Johnston,  Franklin,  and 
Vance  (arranged  primarily  by  Mrs.  Thelma 
Parsons  and  Dr.  William  Robie  of  Wake  Me- 
morial Hospital)  ;  and  one  session  each  in 
Bryson  City  and  Boone,  primarily  attended 
by  public  health  nurses  plus  a  few  other 
nurses  and  dietitians  (arranged  by  Mrs. 
Nedra  Kincannon  of  the  State  Department 
of  Health. 

Miss   Julia   Watkins,   assistant   professor 


of  public  health  nursing  at  the  University  of 
North  Carolina,  has  been  primarily  respon- 
sible for  planning  the  teaching  content  for 
these  sessions.  Typically,  they  have  contained 
the  following  elements : 

1.  A  summary  by  a  physician  of  current 
concepts  of  diabetes  and  goals  in  treat- 
ment. 

2.  A  review  of  the  aspects  of  manage- 
ment which  diabetic  patients  need  to 
learn — for  example,  accurate  use  of 
medication,  diet,  urine-testing,  care  of 
the  feet,  and  emergency  situations. 

3.  A  systemic  approach  to  obtaining  a 
clear  picture  of  the  patient's  current 
level  of  management  and  the  steps  to 
be  taken,  under  the  direction  of  the 
patient's  physician,  to  help  the  patient 
correct  deficiencies  in  his  program. 

4.  Problems  faced  by  nurses  working  with 
diabetic  patients. 

Interest  and  voluntary  participation  in  the 
nurses'  educational  program  has  been  high. 
Nurses  have  taken  part  in  tests  of  their  own 
knowledge  of  diabetes  and  have  supplied 
useful  evaluative  material  on  the  series.  This 
information  will  help  in  the  planning  of  fur- 
ther teaching  services  for  nurses. 

Educational  Opportunities  for  Physicians 
In  addition  to  the  clinics  or  case  confer- 
ences already  described,  a  number  of  in- 
dividual seminars  or  conferences  on  diabetes 
have  been  held,  supported  by  the  Regional 
Medical  Program  and,  in  some  instances, 
by  the  Continuation  Education  Program  of 
the  University  of  North  Carolina,  and  par- 
ticipated in  by  specialists  from  the  three 
medical  schools.  Seminars  have  been  held 
in  Rocky  Mount,  Salisbury,  Valdese,  Mor- 
ganton,  Asheville,  Greenville,  and  Edenton. 
Diabetes  has  also  been  the  topic  of  an 
educational  radio  program  and  a  television 
program.  Interest  has  been  expressed  in  hav- 
ing a  series  of  five  to  six,  more  or  less  syste- 
matic, seminars  on  various  aspects  of  dia- 
betes. 

The  North  Carolina  Diabetes  Association 

and  Local  Diabetes  Societies 
State  and  local  societies  can  "help  stimu- 
late interest  in  and  understanding  of  dia- 
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betes  among  physicians  and  other  profes- 
sional personnel  in  the  state,  among  diabetic 
patients  and  their  families,  and  among  the 
public  at  large."  Under  the  leadership  of  our 
Advisory  Committee  on  Diabetes,  a  number 
of  organizational  steps  have  been  taken  in 
the  past  18  months. 

The  North  Carolina  Diabetes  Association, 
Inc.:  Organizational  meetings  for  this  As- 
sociation began  at  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina in  May,  1967.  At  that  time  approval  for 
the  Association  was  obtained  from  the  So- 
ciety's House  of  Delegates.  At  a  second  meet- 
ing held  in  September  at  Greensboi-o,  officers 
and  a  board  of  directors  were  elected.  The 
Association  has  since  become  incorporated 
under  the  laws  of  the  State  of  North  Caro- 
lina and  has  been  approved  as  an  affiliate  of 
the  American  Diabetes  Association.  The  As- 
sociation is  working  to  increase  its  physician 
membership,  to  encourage  and  help  with 
diabetes  detection  drives,  and  to  encourage 
the  formation  of  local  diabetes  societies. 

Local  diabetes  societies.  One  such  society 
(Charlotte-Mecklenburg  County)  has  now 
been  in  existence  for  two  years.  It  has  con- 
ducted periodic  programs  for  lay  people 
concerned  with  diabetes,  and  has  participated 
effectively  and  successfully  in  a  yearly  dia- 
betes detection  drive. 

These  steps  are  obviously  just  a  begin- 
ning, but  one  with  great  potential  for  help- 
ing patients,  and  their  families  and  friends, 
attain  a  better  understanding  of  the  disease, 
and  for  supporting  professional  efforts 
to  expand  our  knowledge  of  the  disease  and 
improve  its  treatment.  The  Regional  Medical 
Program  can  continue  to  assist  in  this  de- 
velopment by  helping  with  initial  organiza- 
tional efforts  and  costs,  and  by  supplying 
educational  materials,  speakers,  and  similar 
aids.  In  time,  the  diabetes  societies  should  be- 
come contributors  to  this  work  rather  than 
receivers. 

Support  for  Organized  Diabetes  Clinics 

Organized  diabetes  clinics  are  held  at  each 
of  the  three  medical  schools  and  at  Charlotte 
Memorial    Hospital,    with    the    prospect    of 


another  to  be  established  at  Memorial  Mis- 
sion Hospital  in  Asheville  with  the  coopera- 
tion of  the  Regional  Medical  Program  and 
the  Bowman  Gray  School  of  Medicine.  In 
the  near  future  clinics  may  also  be  started, 
through  local  initiative,  in  a  few  other  of 
the  larger  community  hospitals  of  the  state. 
These  clinics  offer  excellent  opportunities  for 
developing  and  using  improved  methods  of 
teaching  for  diabetic  patients  and  profes- 
sionals, testing  new  patterns  of  use  of  pro- 
fessional personnel  (for  example,  increased 
responsibility  for  nurses),  testing  new  ways 
of  following-up  patients,  etc. 

Most  staffing  will  necessarily  be  local,  but 
physician-consultants,  teaching  nurses,  and 
nutritionists  from  the  medical  schools  can 
participate,  at  scheduled  times,  in  the  clinics 
in  other  hospitals. 

Summary   and   Conclusions 

Two  general  conclusions  can  be  drawn 
from  our  experience  to  date;  (1)  Interest 
in  diabetic  consultation  and  educational  serv- 
ices is  widespread  throughout  North  Caro- 
lina; (2)  this  interest  takes  various  forms 
in  various  settings.  It  is  important  that  this 
program  develop  in  a  way  which  is  flexible 
enough  to  begin  where  local  people  think 
they  can  best  begin. 

As  programs  develop  in  a  community,  it 
seems  likely  that  people  will  see  the  value  of 
including  most  or  all  of  the  types  of  services 
described  in  this  report.  This  would  in  time 
be  advantageous  to  physicians,  nurses,  and 
patients  alike,  and  would  make  possible  a 
more  coordinated  and  efficient  overall  pro- 
gram. 

Consultative  clinics  and  case  conferences 
are,  in  general,  favored  by  smaller  communi- 
ties. In  larger  communities  the  initial  in- 
terest appears  to  be  in  having  scheduled 
teaching  clinics  to  which  patients  can  be  re- 
ferred, and  teaching  seminars  for  physicians. 

Teaching  sessions  about  diabetes  for  nur- 
ses have  been  widely  requested  and  very 
well  received. 

The  Regional  Medical  Program's  diabetic 
service  can  provide  valuable  support  for 
developing  diabetes  societies  and  diabetes 
clinics  where  these  are  appropriate. 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  the  State  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  HP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   L-7(Basic> 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidental 

Death 

Premium  Age 
40  and  Over 

^Reduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up    to   $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up   to   $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00 

Up    to   $20,000.00 

$5,000.00 

$100.50 

$  75.50 

PLAN    L-65(LongTerm) 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Age  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidental 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up   to   $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up   to    $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up   to   $20,000.00 

$5,000.00 

$119.50 

$  89.75 

The  premiums  for  Plan  L-65  will  be  reduced  to  the  same  premium  as  for  Plan  L-7  at  age  58. 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 
State  Mgr. 

J.  Slade  Crumpton,  Assistant  State  Manager 

Professional   Group  Disability  Division 

COMMERCIAL   INSURANCE  COMPANY  OF  NEWARK,   N.  J. 

Member,  Continental  Insurance  Companies  Group  of  New  York 

Box  147,  Durham,  N.  C. 

If  more  information  is  needed  or  help  desired  in  completing  your  enroll- 
ment, please  call  us  collect: 

Area  Code  919— Phone  682-5497. 
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Homecoming 
is  great... 

if  they  have 
Blue  Shield 
for  doctor  bills 


Blue  Shield  often  makes  the  difference  be- 
tween a  harried  homecoming  and  a  happy 
one.  When  your  patients  have  Blue  Shield, 
they  have  the  best  in  medical  care  protec- 
tion. Last  year,  Blue  Shield  paid  nearly 
$1.4  billion  in  doctor  bills  on  behalf  of  its 
53  million  members. 

Today,  nearly  30  years  after  doctors  like 
you  originated  the  concept  of  the  prepay- 
ment of  medical  bills,  this  unique  plan  re- 
mains the  favorite  of  employees  and  em- 
ployers alike. 


BLUE  SHIELD 

for  doctor  bills 


North  Carolina  Blue  Cross  and   Blue  Shield,  Inc. 
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SUGGESTIONS  FOR  AUTHORS 

The  North  Carloina  Medical  Journal 
welcomes  original  contributions  to  its  scien- 
tific pages,  expecting  only  that  they  be  under 
review  solely  by  this  Journal  at  a  given 
time,  and  that  they  follow  a  few  simple 
guidelines.  The  guidelines  are  as  follows : 

1.  Subject  Matter 

Educational  articles,  especially  those  in  which 
particular  applications  to  the  practice  of  medicine 
in  North  Carolina  are  developed,  are  one  of  the  main 
objectives  of  this  Journal. 

Articles  reporting  original  work  by  North  Caro- 
lina   physicians    are    invited,    whether    the    work    is 


done  in  a  clinic,  a  laboratory,  or  bo'.':.  The  editor 
and  his  consultants  will  evaluate  the  \.ork  by  the 
usual  criteria,  including  a  proper  discussion  of  pre- 
vious work,  control  observations,  and  statistical  tests 
where  indicated. 

Historical  articles,  especially  those  dealing  with 
local  history,  are  considered  of  real  value  and  in- 
terest. 

2.  Manuscripts 

An  original  and  a  corbon  copy  of  the  manuscript 
should  be  submitted,  one  for  review  by  the  editorial 
staff,  the  other  by  referees.  The  manuscript  should 
be  typed  on  standard-size  paper,  double-spaced,  with 
wide  margins  'one  inch  on  each  sidet. 

3.  Bibliographic  References 

References  to  books  and  articles  should  be  indi- 
cated by  consecutive  numerals  throughout  the  text 
and  then  typed,  double-spaced,  on  a  separate  page 
at  the  end  of  the  manuscript.  Books  and  articles 
not  indicated  by  numerals  in  the  paper  should  not 
be  included. 

References  will  be  much  more  valuable  to  the 
reader  if  they  are  given  in  a  proper  form  and 
contain  the  full  information  necessary  to  locate  them 
easily.  The  North  Carolina  Medical  Journal  follows  the 
form  used  in  the  journals  of  the  American  Medical 
Association  and  the  Index  Medieus,  giving  the  au- 
thor's surname  and  initials,  title  of  the  article,  name  of 
the  periodica],  volume,  inclusive  page  numbers,  and 
the  date  of  publication.  It  is  believed  that  this  style 
makes  it  easier  for  the  reader  to  judge  whether  the 
reference  is  likely  to  prove  useful  to  him,  and  enables 
him  to  locate  it  more  quickly. 

4.  Tables   and  Illustrations 

Tables  and  legends  for  illustrations  should  be  typed 
on  separate  sheets  of  paper.  The  illustrations  should 
be  glossy  black-and-white  prints  or  line  drawings.  It 
is  necessary  to  obtain  permission  from  the  author 
or  publisher  to  reproduce  illustrations  which  have  been 
published  elsewhere. 

The  North  Carolina  Medical  Journal  pays  up  to 
$20  on  the  cost  of  cuts  for  any  one  article.  This 
amount  usually  covers  the  expense  of  reproducing 
from  two  to  five  illustrations,  depending  on  the 
size  and  type  of  cuts  required.  Line  drawings  and 
graphs  are  usually  less  expensive  to  reproduce  than  pho- 
tograph. Authors  may  publish  additional  illustrations 
by  paying  the  extra  cost. 

5.  Style 

The  style  followed  by  this  Journal  will  be,  in 
general,  that  outlined  in  the  Style  Book  issued  by 
the  Scientific  Publications  Division  of  the  American 
Medical  Association,  John  H.  Talbot,  M.D.,  director. 
All  manuscripts  are  subject  to  editorial  revision  for 
such  matters  as  spelling,  grammar  and  the  like. 

By  following  the  above  suggestions,  writers  will 
greatly  expedite  the  publication  of  papers  accepted 
bv  the  North  Carolina  Medical  Journal. 


July,  19M 


EDITORIALS 


ONE  HUNDRED  FOURTEENTH 
ANNUAL  SESSION 

The  first  anniversary  and  the  second 
session  marking  the  society's  return  to  the 
sandhill  country  was  again  plagued  by  less 
than  ideal  weather  and  little  improvement 
in  registration.  Even  so,  weather  conditions 
were  more  moderate  and  exhibit  arrange- 
ments better  designed  than  a  year  ago. 

The  session  was  initiated  by  an  all-day 
meeting  of  the  Executive  Council  on  Satur- 
day presided  over  by  President  Ross,  whose 
spontaneous  humor  often  punctuated  with 
metaphors  and  similes  what  otherwise  might 
have  been  a  tedious  session.  Deliberations 
of  the  Council  were  referred  to  the  House  of 
Delegates  for  action.  All  resolutions  found 
to  be  in  order  and  other  referrals  from  the 
Council  were  considered  by  Reference  Com- 
mittees before  final  action  by  the  House  of 
Delegates.  Eleven  resolutions  and  nine  other 
items  comprised  the  material  for  Reference 
Committee  deliberations  which  were  open 
to  all  interested  physicians.  The  By-laws 
were  amended  to  establish  a  deadline  of  14 
days  instead  of  the  current  60  days  before 
the  Annual  Meeting  for  the  submission  of 
resolutions. 

Among  the  most  significant  actions  of  the 
House  of  Delegates  was  the  final  authoriza- 
tion for  construction  of  a  facility  to  house 
the  Headquarters  Office  in  Raleigh.  The  dele- 
gates adopted  a  plan  to  finance  the  building 
calling  for  a  dues  equivalent  of  $300.00  per 
member,  spread  over  five  years,  or  $250.00 
if  paid  in  a  lump  sum  in  1969. 

Amendments  to  the  Constitution  provide 
for  the  election  of  councilors,  each  limited  to 
two  terms  with  staggered  periods  of  service. 

Election  of  the  Editorial  Board  of  the 
North  Carolina  Medical  Journal  and  the 
Board  of  Medical  Examiners  was  transferred 
to  the  House  of  Delegates.  The  Committee 
on  Nominations  will  henceforth,  in  addition 
to  making  nominations  for  officers  of  the 
Society,  have  the  responsibility  for  submit- 
ting nominations  for  all  boards,  commissions, 
designated  committees,  and  "such  other 
bodies  as  the  Executive  Council  may  deter- 
mine." The  right  is  reserved  to  the  district 
medical  societies  to  submit  nominations  for 


councilor  to  the  Nominating  Committee  by 
February  of  the  year  of  an  election.  With 
the  exception  of  Society  officers,  all  nomina- 
tions will  be  announced  to  the  delegates  at 
least  30  days  before  the  Annual  Meeting. 

Based  upon  a  resolution  from  the  Mecklen- 
burg County  Society,  the  Headquarters  Of- 
fice was  authorized  to  employ  a  field  repre- 
sentative to  enhance  communication  with 
county  societies.  To  meet  the  cost  of  this  ad- 
dition to  the  staff  and  the  impending  budget 
deficit,  the  House  of  Delegates  approved 
an  increase  in  dues  of  $25.00  effective  Jan- 
uary 1969. 

Other  actions  of  the  House  of  Delegates 
included  creation  of  a  committee  to  study 
the  relationship  of  the  Society  to  Blue-Cross- 
Blue-Shield,  establishment  of  a  permanent 
Committee  on  Medical  Education,  approval 
of  a  campaign  to  secure  appointment  of  phy- 
sicians to  hospital  boards  of  control,  and 
approval  of  an  action  to  secure  legislation 
to  allow  the  practice  of  licensed  physicians 
in  corporate  form  in  North  Carolina.  Finally, 
the  House  directed  Blue  Ribbon  Committee 
No.  1,  currently  engaged  in  a  study  of  the 
total  program  of  the  Society,  to  make  a  cost 
and  feasibility  study  of  employing  a  profes- 
sional consultant  to  survey  Headquarters 
operation.  The  last  such  evaluation  was  made 
in  1957. 

Scientific  sessions  on  child  health,  immuno- 
biology,  and  socioeconomics  featured  speak- 
ers renowned  in  the  several  fields,  among 
them,  Dr.  Charles  L.  Hudson,  past-president 
of  the  American  Medical  Association.  Dr. 
David  G.  Welton  of  Charlotte  was  installed 
as  the  new  president.  His  years  of  active 
involvement  in  the  functions  of  organized 
medicine  assure  the  Society  of  effective 
leadership. 

J.  S.   R. 

*     *     * 

WHO'S  WHO  IN  THE  HOSPITAL 

No  doubt  at  the  time  man  dropped  out  of 
the  trees  on  a  more  or  less  permanent  basis, 
he  was  already  worried  about  maintaining 
his  own  identity,  and  perhaps  trimmed  the 
edge  of  his  bear  skin  in  a  way  that  set  him 
off  from  his  fellows.  In  recent  years  great 
artistic  and  psychologic  fuss  has  been  made 
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over  individual  identification,  with  talk  of 
identity  crises  much  in  the  air  at  social 
gatherings.  Interest  in  identity  should  there- 
fore be  high  in  hospitals  as  well,  and  indeed 
the  rapid  spread  of  patient  armbands  bear- 
ing identifying  data  is  witness  to  this  in- 
creased concern.  There  is  ample  cause  for 
such  vigilance,  since  a  hospital  does  not 
have  to  be  too  large  for  most  of  the  people  in 
such  specialized  sections  as  the  operating 
room  and  radiology  department  to  have  lit- 
tle knowledge  of  who  has  been  admitted, 
with  the  attendant  risk  of  doing  something 
to  the  wrong  person.  Often  such  mistakes 
mean  that  two  patients  are  harmed — the 
one  who  was  mistaken  for  another,  and  the 
one  who  was  supposed  to  have  a  procedure 
that  was  not  done. 

Despite  the  efforts  of  administrators, 
many  people  in  hospitals  persist  in  their 
indifference  to  proper  patient  identification. 
One  hears  hospital  personnel  ask  a  patient 
such  questions  as  "Are  you  Mrs.  Jones?";  to 
which  the  distracted,  perhaps  drugged,  pa- 
tient obligingly  replies,  "Yes,"  despite  the 
fact  that  her  name  is  entirely  different.  As  a 
consequence,  she  gets  a  blood  test  that  was 
not  ordered,  or  is  taken  to  x-ray  before  the 
error  is  discovered.  Patients  should  be  asked 
their  name  and  then  have  their  armband  ac- 
tually checked. 

Many  identity  errors  are  not  too  serious, 
and  are  discovered  by  one  means  or  another. 
In  the  case  of  blood-banking  procedures, 
however,  they  may  be  fatal.  Most  lethal  blood 
transfusion  reactions  result  from  clerical 
errors,  very  few  from  technical  problems, 
yet  technical  advance  seems  more  glamorous 
than  the  armband  surveillance,  and  con- 
tinues to  get  more  attention. 

Every  hospital  staff  member  must  con- 
stantly keep  in  mind  the  need  for  proper 
patient  identification,  and  to  support  those 
current  and  future  techniques  which  im- 
prove  our   performance   in   keeping   things 

straight.  It  is  a  truly  vital  activity. 

*     *     * 

SHOULD  PARSLEY  BE  PREVENTED? 

Watching  a  group  of  doctors  at  a  medical 
meeting  fumble  with  the  sprigs  of  parsley 
which  had  appeared  as  a  garnish  on  scram- 


bled eggs,  it  seemed  as  though  it  would  be 
a  good  idea  to  found  a  chapter  of  the  Society 
for  the  Prevention  of  Parsley  in  Public 
Places  (SPPP),  or  S.  Four  Pee,  recently 
suggested  by  columnist  Russell  Baker  of 
the  New  York  Times.  In  the  incident  men- 
tioned the  parsley  wound  up  on  the  floor,  in 
ash  trays,  uncomfortably  on  the  edge  of  the 
plate,  on  the  table  cloth,  and  on  the  bread 
plate.  Not  a  sprig  was  eaten.  From  such 
rejection  one  would  consider  parsley  dis- 
tasteful or  even  poisonous.  Before  rushing 
to  the  S.  Four  Pee  banner,  though,  it  might 
be  well  to  give  parsley  a  chance  to  state 
its  case. 

Carum  petroselinum  has  a  long  and  inter- 
esting history  regarding  its  relations  with 
man.  The  Greeks  of  classical  times  dedicated 
it,  among  other  things,  to  funeral  rites,  and 
this  dedication  was  transferred  in  early 
Christian  times  to  Saint  Peter,  in  his  ca- 
pacity as  successor  to  Charon,  ferryman 
across  the  River  Styx.  In  such  a  somber  ca- 
pacity it  was  not  thought  of  as  something  to 
eat.  It  was  used  in  wreaths  for  tombs,  and 
in  chaplets  for  the  heads  of  victors  in  games. 

Originally  parsley  came  from  the  eastern 
Mediterranean,  perhaps  from  Sardinia,  and 
was  not  introduced  into  England  until  the 
16th  Century.  In  the  Salernitan  poem  it  is 
mentioned  only  as  an  ingredient  of  "sawces 
for  all  meates  both  course  and  fine,"  and  not 
in  connection  with  another  medieval  use,  to 
destroy  poison.  This  last  use  might  derive 
from  the  ability  of  parsley  to  mask  other 
odors.  In  the  400  years  since  the  introduction 
of  parsley  into  northern  Europe,  its  medici- 
nal uses  have  been  numerous,  and  until  quite 
recently  it  remained  in  pharmacopeias.  It 
was  used  in  "malarial"  disorders,  as  a  mild 
laxative,  and  especially  as  a  diuretic.  Parsley 
tea  was  used  by  British  army  physicians  in 
World  War  I  as  an  adjunct  in  the  treatment 
of  dysentery.  An  ointment  once  popular  in 
France  for  the  treatment  of  scrofula  was 
made  from  parsley  and  snails,  pounded  to- 
gether. Since  parsley  is  still  an  essential  in- 
gredient of  snail  sauce,  one  wonders  if  the 
ointment  was  not  a  last  resort  of  the  thrifty 
French  peasant  on  days  when  the  escargot 
Continued  on  page  320 
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NOTE:  The  Committees  listed  herein  have  been  authorized  by  President  David  G.   Welton,  M.D.,   and/or 
are  required  under  the  Constitution  and  By-Laws. 

Particular  note  should  be  taken  of  the  authorization  of  the  House  of  Delegates  of  a  Commission  form 
of  organizational  activity  and  that  all  Committees,  excepting  Committee  on  Nominations.  Committee 
on  Negotiations,  and  Mediation  Committee  are  segregated  under  the  respective  Commission  in  which 
the  function  of  the  Committee  logically  rests.  This  will  tend  to  eliminate  overlapping  and  duplication 
in  activity  programs  and  result  in  coordination  of  the  work  of  the  Society  in  a  manner  to  lessen  the 
work  of  the  delegates  in  the  Annual  Meeting  of  the  House  of  Delegates. 

(The  President,  Secretary  arid  Executive  Director  of  the  Society  are  ex  officio  members  of  all  com- 
mittees and.  along  with  the  Commission  Chairman,  should  receive  notice  of  meetings,  agenda  and 
minutes  of  Committee  meetings  during  the  activity  year.) 
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2320  Battleground  Road.  Greensboro 

2.  Headquarters  Facility  &  Planning.  Com 
on   (1-2) 

A.  Hewitt  Rose.  Jr..  M.D..  CHAIRMAN 
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Roscoe  D.  McMillan,  M.D.,  CHAIRMAN 
Box  232.  Red  Springs 

4.  Cancer,    Committee    on    (II-4) 
D.  E.  Ward,  Jr.,  M.D.,  CHAIRMAN 
2604  N.  Elm  St.,  Lumberton 

5.  Constitution  &  By-Laws,   Com.  on   (II-5)        No.  15 
Louis  deS.  Shaffner.  M.D.,  CHAIRMAN 

300  S.  Hawthorne  Road.  Winston-Salem 

6.  Federal  Health  Programs,  Com.  on 
Developing  (D-6)  No.  21 
Maurice  A.  Kamp.  M.D.,  CHAIRMAN 

1200  Blythe  Blvd..  Charlotte 

7.  Motor  Vehicles,  Com.  Adv.  to  N.  C. 
Department  of  (II-7)  No.  34 
John  W.  Morris,  M.D.,  CHAIRMAN 

Box  669,  Morehead  City 

8.  Nursing,  Com.  of  Physicians  on  (II-8)  No.  38 
Frederick  C.  Hubbard,  M.D.,  CHAIRMAN 

408  8th  Street,  N.  Wilkesboro 


9.    Student  AMA  Chapters  in  North  Carolina. 

Com.  Adv.  to  (SAMA)   (II-9)  No.  48 

William  P.  J.  Peete.  M.D.,  CHAIRMAN 
Duke  Hospital,  Durham 
10.    Relative  Value  Study,  Com.  on  (11-10)  No.  51 

Alfred  T.  Hamilton.  M.D..  CHAIRMAN 
239  Bryan  Bldg..  Raleigh 

III.    ANNUAL  CONVENTION  COMMISSION 

Lynwood  E.  Williams.  M.D..  CHAIRMAN 

400  Glenwood  Ave..  Kinston 
No.  27  1-    Arrangements,  Com.  on  (IU-1)  No.  3 

Charles  W.  Stryron,  M.D..  CHAIRMAN 

615  St.  Mary's  St.,  Raleigh 
No.  45  2.    Audio-Visual   Scientific   Postgraduate 

Instruction,  Com.  on  (HI-2)  No.  5 

John  C.  Grier,  Jr.,  M.D.,  CHAIRMAN 

Box  791,  Pinehurst 

3.  Awards,  Com.  on  Scientific  (III-3)  No.  7 
Lester  A.  Crowell,  Jr.,  M.D..  CHAIRMAN 
South  Aspen  St.,  Lincolnton 

4.  Credentials,  Com.  on  (of  House  of 
Delegates)    (III-4)  No.  16 
Charles  B.  Wilkerson,  Jr..  M.D.,  CHAIRMAN 
100  S.  Boylan  Ave..  Raleigh 

5.  Exhibits,  Com.  on  Scientific  (III-5)  No.  18 
CHAIRMAN 

6.  Necrology,  Com.  on  (III-6)  No.  35 
W.  Otis  Duck,  M.D..  CHAIRMAN 
Drawer  F,  Mars  Hill 

7.  Scientific  Works,  Com.  on  (III-7)  No.  47 
Warner  Wells,  M.D.,  CHAIRMAN 
N.  C.  Memorial  Hospital,  Chapel  Hill 


No.  1 


No.  2 


No.  4 


No.  11 


IV.    PROFESSIONAL  SERVICE  COMMISSION 

J.  Henry  Cutchin,  Jr..  M.  D..  CHAIRMAN 
Sherrills  Ford 

1.  Blue  Shield,  Com.  on  (IV-1)  No.  10 
Roy  S.  Bigham,  Jr.,  M.D.,  CHAIRMAN 

1709  E.  Forth  Street,  Charlotte 

2.  Hospital  &  Professional  Relations  and 

Liaison  to  N.  C.  Hospital  Association  (IV-2)    No.  24 
Joe  M.  Van  Hoy.  M.D..  CHAIRMAN 
806  Doctors  Bldg..  Charlotte 

3.  Industrial  Commission.  Com.  to  Work 

with  N.  C.   (rV-3)  No.  25 

James  S.  Mitchener,  Jr.,  M.D.,  CHAIRMAN 
Box  1599.  Laurinburg 
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4.  Insurance  Industry  Committee  (IV-4)  No.  26 
Andrew  J.  Dickerson.  M.D..  CHAIRMAN 

1600  N.  Main  St.,  Waynesville 

5.  OCHAMPUS,  Com.  on  (IV-5)  No.  40 
David  M.  Cogdell,  M.D..  CHAIRMAN 

911  Hay  St.,  Fayetteville 

6.  Physical  &  Vocational  Rehabilitation. 

Com.  on  (IV-6)  No.  42 

H.  Robert  Brashear,  Jr.,  M.D..  CHAIRMAN 
N.  C.  Memorial  Hospital,  Chapel  Hill 

7.  Public  Welfare,  Com.  Adv.  to  N.  C. 

Dept.   (IV-7)  No.  44 

William  T.  MacLaughlin.  M.D.,  CHAIRMAN 
Box  774,  Conover 

8.  Task  Force  on  Title  XIX  (SSA)  ad  hoc 

Com.  on,   (IV-8)  No.  49 

George  W.  Paschal,  Jr.,  M.D.,  CHAIRMAN 
1110  Wake  Forest  Road,  Raleigh 

9.  Utilization   Committee    (IV-9)  No.  50 
H.  Fleming  Fuller.  M.D..  CHAIRMAN 

Kinstnn  Clinic,  Kinston 

V.     PUBLIC  RELATIONS  COMMISSION 

Philip  Naumoff.  M.D..  CHAIRMAN 

1012  Kings  Drive 

Charlotte 

1.  Association  of  Professions,  Com.  on  (V-l)        No.  4 
John  R.  Kernodle,  M.D..  CHAIRMAN 

Kernodie  Clinic,  Burlington 

2.  Community  Health  (Rural  &  Urban)   (V-2)     No.  14 
Edward  L.  Boyette,  M.D.,  CHAIRMAN 

P.  O.  Box  65,  Chinquapin 

3.  Disaster  Medical  Care,  Com.  on  (V-3)  No.  17 
George  A.  Watson,  M.D.,  CHAIRMAN 
306  S.  Gregson  St..  Durham 

4.  Eye  Care  and  Eye  Bank,  Com.  on  (V-4)        No.  19 
Shahane  R.  Taylor.  Jr.,  M.D.,  CHAIRMAN 
348  N.  Elm  St.,  Greensboro 

5.  Legislation,  Com.  on  (V-5)  No.  28 
Hubert  McN.  Poteat,  Jr.,  M.D.,  CHAIRMAN 
Box  88,  Smithfield 

6.  Medical-Legal  Com.    (V-6) 
Julius  A.  Howell,  M.D.,  CHAIRMAN 
Bowman  Gray,  Winston-Salem 

7.  Pharmacy,  Com.  Liaison  to  N.  C. 
Association   (V-7) 
CHAIRMAN 

8.  Public  Relations,  Com.  on  (V-8) 
Philip  Naumoff,  M.D.,  CHAIRMAN 
1012  Kings  Drive,  Charlotte 


No.  31 


No.  41 


No.  43 


VI.    PUBLIC  SERVICE  COMMISSION 

D.  A.  McLaurin,  M.D..  CHAIRMAN 
Box  36 
Garner 
1.    Child  Health  and  Infectious  Diseases. 
Com.   on   (VI-1) 

Richard  S.  Kelly,  M.D.,  CHAIRMAN 
Box  3137,  Fayetteville 


2.  Chronic  Illness.  TB  and  Heart  Disease, 

Com.  on  (VI-2)  No.  13 

J.  Dewey  Dorsett,  M.D.,  CHAIRMAN 
211  Hawthorne  Lane,  Charlotte 

3.  Family  and  Marriage  Counselling.  Com. 

on   (VI-3)  No.  20 

Eleanor  B.  Easley.  M.D.,  CHAIRMAN 
1821  Green  St..  Durham 

4.  Maternal  Health,  Com.  on  (VI-4)  No.  29 
W.  Joseph  May,  M.D.,  CHAIRMAN 

121  Professional  Bldg.,  Winston-Salem 

5.  Medicine  and  Religion,  Com.  on  (VI-5)  No.  32 
Jack  W.  Wilkerson,  M.D.,  CHAIRMAN 
Greenville  Clinic,  Greenville 

6.  Mental  Health.  Com.  on  (VI-6)  No.  33 
John  L.  McCain,  M.D.,  CHAIRMAN 

Wilson  Clinic,  Wilson 

7.  Occupational  Health,  Com.  on  (VI-7)  No.  39 
Donald  D.  Weir,  M.D..  CHAIRMAN 

N.  C.  Memorial  Hospital.  Chapel  Hill 

8.  School  Health,  Com.  on  (VI-8)  No.  46 
Millard  B.  Bethel.  M.D.,  CHAIRMAN 

Box  949,  Raleigh 

VII.  MEDIATION  COMMITTER  No.  30 

i Not  a  Commission  By-Law  provided' 
John  R.  Kernodle,  M.D..  CHAIRMAN 
Kernodle  Clinic.  Burlington 

VIII.  NEGOTIATIONS.  COMMITTEE  ON  No.  36 

i Not  a  Commission  By-Law  provided' 
William  F.  Hollister,  M.D.,  CHAIRMAN 
Pinehurst  Surgical  Clinic,  Pinehurst 


IX.    NOMINATIONS,  COMMITTEE  ON  No.  37 

'Not  a  Commission  Constitutionally  provided' 
Charles  B.  Wilkerson,  Jr.,  M.D.,  CHAIRMAN 
100  S.  Boylan  Avenue,  Raleigh 

COMMITTEES  NOT  ASSIGNED  TO  A  COMMISSION 

Blue  Ribbon  Committee  No.  1  No.  8 

Jesse  Chapman.  M.D.,  CHAIRMAN 
Medical  Center  Bldg.,  Asheville 
Council  on  Planning  (Blue  Ribbon 
Committee  No.  2)  No.  9 

Frank  W.  Jones,  M.D.,  CHAIRMAN 
Rt.  3,  Westlake  Hills,  Newton 
Radiation.  Committee  on  No.  54 

Waldemar  C.  A.  Sternbergh,  M.D.,  CHAIRMAN 
Box  2554,  Charlotte 
Interagency  Medical  Claims  Review 
Committee  No.  55 

Alfred  T.  Hamilton,  M.D.,  CHAIRMAN 
239  Bryan  Bldg.,  Raleigh 

Podiatry,   ad  hoc  Committe  on  No.  56 

Thomas  B.  Dameron.  Jr..  M.D.,  CHAIRMAN 
600  Wade  Ave.,  Raleigh 
North  Carolina  Blue  Cross  Blue  Shield,  Inc., 
No.  12  ad  hoc  Com.  on  Relationship  with 

John  S.  Rhodes,  M.D.,  CHAIRMAN 
700  W.  Morgan  St.,  Raleigh 
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1.  Committee    on    American    Medical    Education    and 
Research  Foundation   (AMAERF)    (10)   IM 
William  L.  Fleming,  M.D.,'<-  CHAIRMAN 

UNC  School  of  Medicine.  Chapel  Hill  27514 
Eben  Alexander.  Jr..  M.D.34 

Bowman  Gray.  Winston-Salem  27103 
Jack  S.  Billings,  M.D.34 

Rural  Hall  27045 
Thomas  C.  Bost,  M.D.60 

225  Hawthorne  Lane,  Suite  503,  Charlotte  28204 
Ralph  B.  Garrison,  M.D." 

Box  1169,  Hamlet  28345 
Benjamin  F.  Huntley,  III,  M.D.34 

191  Professional  Bldg.,  Winston-Salem  27103 
Ralph  S.  Morgan.  M.D.5° 

Box  668,  Sylva  28779 
William  P.  J.  Peete,  M.D.32 

Box  3711,  Duke  Univ.  Med.  Ctr.,  Durham  27706 
A.  J.  Tannenbaum,  M.D.*1 

1001  N.  Elm  St..  Greensboro  27401 
Vernon  W.  Taylor.  Jr.,  M.D.86 

815  N.  Bridge  St.,  Elkin  28621 

2.  Committee  on  Anesthesia  Study  (10)  II-2 
Luther  C.  Hollandsworth.  M.D.,32  CHAIRMAN 

Sherwood  Forest,  Rt.  2,  Chapel  Hill  27514 
Michel  Bourg-eois-Gavardin,  M.D.32 

Watts  Hospital,  Box  244,  Durham  27705 
Edgar  Ted  Chandler,  M.D.18 

1029  16th  Ave.  Place  NW.  Hickory  28601 
Arthur  E.  Davis,  Jr..  M.D.92 

Rex  Hospital.  Raleigh  27603 
John  C.  Doerr,  M.D.92 

621  W.  Jones  St.,  Raleigh  27603 
Joseph  S.  Hiatt,  Jr.,  M.D.63 

Pinehurst  Surgical  Center,  Pinehurst  28374 
John  R.  Hoskins,  III,  M.D." 

140  W.  Doctors  Bldg.,  Asheville  28801 
Albert  R.   Howard,   M.D.,1 

3035  S.  Fairway  Dr.,  Burlington  27215 
Joseph  F.  Patterson,  M.D.32 

N.  C.  Memo.  Hosp.  Dept.  Anes,  Chapel  Hill  27514 
Will  C.  Sealy,  M.D.32 

Duke  Hospital,  Durham  27706 
Bill  Jo  Swan,  M.D.13 

761  Arbor  St.,  Concord  28025 

3.  Committee    on   Arrangements    (3)    (3   consultants) 

ni-i 

Charles  W.  Styron,  M.D.,92  CHAIRMAN 

615  St.  Mary's  St.,  Raleigh  27605 
Joseph  S.  Hiatt,  Jr.,  M.D.63 

Pinehurst  Med.  Center,  Pinehurst  28374 
William  F.  Hollister.  M.D.63 

Box  1068,  Pinehurst  28374 
Chalmers  R.  Carr.  M.D.60  (consultant1 

1822  Brunswick  Ave..  Charlotte  28207 
George  W.  Paschal.  Jr..  M.D.92 

1110  Wake  Forest  Rd.,  Raleigh  27604 
Michael  Pishko,  M.D.63 

Pinehurst  Surg.  Center,  Pinehurst  28374 

4.  Committee    on    Association    of    Professions    (6)    (6 
consultants)  V-l 


John  R.  Kernodle.  M.D.,1  CHAIRMAN 

Kernodle  Clinic.  Burlington  27215 
Geroge  G.  Gilbert,  M.D.n 

One  Doctors  Park,  Asheville  28801 
John  C.  Hamrick,  M.D.23 

Box  668,  Shelby  28150 
Philip  Naumoff,  M.D.eo 

1012  Kings  Drive,  Charlotte  28207 
John  S.  Rhodes,  M.D.92 

700  W.  Morgan  St.,  Raleigh  27603 
Thomas  G.  Thurston,  M.D.80 

512  Mocksville  Ave,  Salisbury  28144 
Consultants: 

Dewey  H.  Bridger,  M.D.9 

Bladenboro  28320 
H.  Fleming  Fuller,  M.D.54 

Kinston  Clinic,  Box  268,  Kinston  28501 
Ernest  H.  Brown,  Jr.,  M.D.78 

P.  O.  Box  431.  Lumberton  28358 
Thomas  P.  Nash.  Ill,  M.D.70 

Box  123,  Elizabeth  City  27909 
Fred  Wm.  Payne,  Jr..  M.D.33 

400  Peachtree  St..  Rocky  Mount  27801 
Walter  T.  Tice.  M.D« 

624  Quaker  Lane,  High  Point  27262 

5.  Committee   on   Audio-Visual   Postgraduate   Instruc- 
tion, Scientific  (9)  III-2 

John  C.  Grier,  Jr..  M.D.,63  CHAIRMAN 

Box  791,  Pinehurst  28374 
Paul  McB.  Abernethy,  M.D.' 

1610  Vaughn  Rd.,  Burlington  27215 
William  H.  Burch,  M.D.45 

Lake  Lure  18746 
Thornton  R.  Cleek,  M.D.76 

379  S.  Cox  St.,  Asheboro  27203 
Duwayne  D.  Gadd,  M.D.63 

Pinehurst  Surgical  Clinic.  Pinehurst  28375 
James  G.  Jones.  M.D. 67 

510  College  St.,  Jacksonville  28540 
Charles  A.  Speas  Phillips,  M.D.63 

Pinehurst  Surg.  Clinic,  Pinehurst  28374 
William  W.  Shingleton.  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  3814,  Durham  27706 
J.  O.  Williams,  M.D." 

Cabarrus  Memo.  Hosp.,  Concord  28025 

6.  Committee  Advisory  to  Auxiliary  and  Archives  of 
History-MSSNC   (10)   II-4 

Roscoe  D.  McMillan,  M.D. ,78  CHAIRMAN 

Box  232,  Red  Springs  28377 
C.  T.  Wilkinson,  M.D.,92  Vice-Chairman 

209  Wilkinson  Bldg..  Wake  Forest  27687 
Wiley  D.  Forbus,  M.D.32 

Duke  Medical  Center.  Durham  27706 
Amos  N.  Johnson.  M.D. 82 

Box  158.  Garland  28441 
Patrician  Ann  Lawrence.  M.D  fin 

1340  Romany  Rd..  Charlotte  28204 
Josephine  Newell,  M.D.98 

Box  68,  Bailey  27807 
Rose  Pully,  M.D.54 

10071;.  N.  College  St.,  Kinston  28501 
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John  C.  Reece,  M.D.12 

Grace  Hospital,  Morganton  28655 
Ben  F.  Royal,  M.D.16 

Box  628,  Morehead  City  28557 
Warner  Wells,  M.D.32 

N.  C.  Memo.  Hospital,  Chapel  Hill  27514 

7.  Committee  on  Scientific  Awards  (9)  HI-3 

Lester  A.  Crowell.  Jr..  M.D..55  CHAIRMAN 

816  S.  Aspen  St.,  Lincolnton  28092  11970) 
David  S.  Citron,  M.D.eo 

1900  Brunswick  Ave..  Charlotte  28207  (1969) 
Alton  J.  Coppridge,  M.D.32 

923  Broad  St.,  Durham  27705  (1970) 
William  J.  DeMaria,  M.D.32 

1126  Woodburn  Rd.,  Durham  27705  (1971) 
Christopher  Fordham,  III,  M.D.32 

UNC  Sch.  of  Medicine,  Chapel  Hill  27514  H969) 
R.  L.  Davis,  M.D.4 

308  S.  Green  St.,  Wadesboro  28170  1 1971 1 
Livingston  Johnson,  M.D.23 

808  N.  DeKalb  St.,  Shelby  28150  '1970) 
John  K.  Williford,  M.D.43 

Box  578.  Lillington  27546  U969> 

8.  Blue  Ribbon  Committee  No.  1  (6) 

Jesse  P.  Chapman,  M.D..U  CHAIRMAN 

Medical  Center  Bldg.,  Asheville  28801 
John  S.  Rhodes,  M.D.92 

700  W.  Morgan  St.,  Raleigh  27603 
John  P.    Harloe.  M.D.eo 

1850  E.  3rd  St.,  Charlotte  28204 
Jack  Hughes,  M.D.32 

923  Broad  St.,  Durham  27705 
James  G.  Jones,  M.D.67 

510  College  St.,  Jacksonville  28540 
Thomas  G.  Thurston,  M.D.so 

512  Mocksville  St.,  Salisbury  28144 

9.  Council    on    Planning     (Blue    Ribbon    Committee 

No.  2)   (15) 

Frank  W.  Jones,  M.D.,18  CHAIRMAN 

Rt.  3,  Westlake  Hills,  Newton  28658 
George  W.  Paschal,  Jr..  M.D.,92  VICE-CHAIRMAN 

1110  Wake  Forest  Rd.,  Raleigh  27604 
John  S.  Rhodes,  M.D.92 

700  W.  Morgan  St.,  Raleigh  27603 
John  R.  Kernodle,  M.D.i 

Kernodle  Clinic,  Burlington  27215 
Amos  N.  Johnson,  M.D.82 

Box  158.  Garland  28441 
John  C.  Reece,  M.D.12 

Grace  Hospital,  Morganton  28655 
Lenox  D.  Baker.  M.D.32 

Duke  Hospital.  Durham  27706 
Edward  W.  Schoenheit,  M.D.u 

46  Haywood  St..  Asheviile  28801 
Donald  B.  Koonce,  M.D.65 

408  N.  11th  St.,  Wilmington  28401 
Zack  D.  Owen,  M.D.™ 

Medical  Arts  Bldg.,  Elizabeth  City  27909 


Ex  Officio  with  Vote: 

David  G.  Welton,  M.D.,60  (President) 

1012  Kings  Drive.  Charlotte  28207 
Edgar   T.    Beddingfield.    Jr.,    M.D.,98    1  President- 
Elect  1 

Community  Clinic,  Stantonsburg  27883 
Robert  A.  Ross,  M.D.,32  (Past  President) 

N.  C.  Memorial  Hospital,  Chapel  Hill  27514 
Charles  W.  Styron.  M.D.,92  (Secretary) 

615  St.  Mary's  St..  Raleigh  27605 
Mr.  James  T.  Barnes.  (Executive  Director) 

203  Capital  Club  Bldg.,  Raleigh  27601 

10.  Committee  on  Blue  Shield   (9)    (4  consultants)    (3- 
yr.   terms)   IV-1 

Roy  S.  Bigham.  Jr..  M.D.,60  CHAIRMAN 

1708  E.  Fourth  St.,  Charlotte  28204  (1969) 
Robert  Perry  Crouch.  M.D.n  VICE-CHAIRMAN 

520  Biltmore  Ave.,  Asheville  28801  '1970) 
Chalmers  R.  Carr,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207  H969) 
James  E.  Davis.  M.D.32 

1200  Broad  St.,  Durham  27705,  (197D 
William  A.  Hoggard,  M.D.,70 

1202  Elizabeth  Ave.,  Elizabeth  City  27909  '1969) 
Luther  C.  Hollandsworth,  M.D.32 

Sherwood  Forest,  Rt.  2,  Chapel  Hill  27514  ( 1971 1 
Frederick  C.  Hubbard,  M.D.97 

Box  30,  N.  Wilkesboro  28659  (1970) 
Richard  S.  Kelly,  M.D.26 

Box  3127.  Fayetteville  28305  U971) 
W.  Howard  Wilson,  M.D.92 

403  Professional  Bldg.,  Raleigh  27601  (1970) 
Consultants: 

George  M.  Cooper,  Jr.,  M.D.,92  (OALRi 

201  Bryan  Bldg.,  Raleigh  27605 
Samuel  L.  Elfmon,  M.D.,26  d) 

Drawer  550,  Fayetteville  28302 
Alexander  Goley,  M.D.,1  (I) 

1509  Vaughn  Rd.,  Burlington  27215 
Irving  E.  Shafer,  Jr.,  M.D.,49  (R) 

618  Margaret  Dr.,  Statesville  28677 

11.  Committee  on  Cancer  (12)   (Legal — 1  ea.  Congres- 
sional District)   II-4 

D.  E.  Ward,  Jr.,  M.D.,78  CHAIRMAN 

2604  N.  Elm  St..  Lumberton  28358  (7th) 
W.  G.  Byerly,  Jr.,  M.D.,18  VICE-CHAIRMAN 

24  2nd  Ave.,  NE,  Hickory  28601  (10th) 
Samuel  L.  Parker,  M.D.54 

Kinston  Clinic,  Kinston  28501  (1st) 
Lewis  S.  Thorp,  M.D.33 

Drawer  1199,  Rocky  Mount  27801  (2nd) 
Cornelius  T.  McDonald,  M.D.96 

713  Simmons  St.,  Goldsboro  27530  (3rd) 
Hugh  M.  Shingleton,  M.D.32 

N.  C.  Memo.  Hosp..  Chapel  Hill  27514  (4t.h) 
Robert  Page  Morehead.  M.D.34 

Bowman    Gray    Sch.    of   Med.,    Winston-Salem 

27103   <5th) 
Robert  N.  Ellington,  M.D.i 

291  N.  Graham-Hopedale  Rd.,  Burlington  27215 

(6th) 
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J.  0.  Wiliams,  M.D.13 

Cabarrus  Memo.  Hosp..  Concord  28025  <  8th  i 
Mark  McD.  Lindsey,  M.D.77 

Box  1029.  Hamlet,  28345 
William  H.  Pettus.  Jr..  M.D.eo 

806  Doctors  Bldg.,  Charlotte  28207  <9th  > 
Fletcher  S.  Sluder,  M.D.n 

406  Flatiron  Bldg.,  Asheville  28801   (11th) 

12.  Committee    on    Child    Health    and    Infectious    Dis- 
eases (15)  VI-1 

Richard  S.  Kelly.  M.D.,26  CHAIRMAN 

Box  3127,  Fayetteville  28305 
Frederick  A.  Blount,  M.D.34 

2240  Cloverdale  Ave.,  Winston-Salem  27103 
Dan  P.  Boyette,  Jr.,  M.D.46 

Medical  Arts  Center,  Ahoskie  27910 
Harrie  R.  Chamberlin,  M.D.32 

UNC  School  of  Medicine,  Chapel  Hill  27514 
Roy  D.  Daniel,  M.D.50 

East  gate.  Sylva  28779 
Floyd  W.  Denny,  Jr.,  M.D.32 

UNC  School  of  Medicine,  Chapel  Hill  27514 
Thomas  A.  Henson.  M.D.41 

1006  Professional  Village,  Greensboro  27401 
Jacob  Koomen,  M.D.1'- 

Box  2091,  Raleigh  27602 
Arthur  H.  London.  Jr.,  M.D.32 

306  S.  Gregson  St.,  Durham  27701 
John  F.  Lynch,  M.D.41 

624  Quaker  Lane.  High  Point  27262 
Angus  M.  McBryde,  M.D.23 

809  W.  Chapel  Hill  St.,  Durham  27701 
Mary  Helen  McConnell,  M.D.n 

675  Biltmore  Ave..  Asheville  28803 
John  W.  Nance,  M.D.82 

401  Cooper  Drive.  Clinton  2S328 
Ted  D.  Scurletis,  M.D.92 

517  Darmouth  Rd.,  Raleigh  27609 
P.  Dewitt  Trivette,  M.D.i* 

912  2nd  Ave.  Hickory  28601 

13.  Committee   on    Chronic   Illness,   Including   TB    and 
Heart  Disease  (11)  VI-2 

J.  Dewey  Dorsett,  M.D.,60  CHAIRMAN 

211  Hawthorne  Lane,  Charlotte  28204 
Milton  S.  Clark,  M.D.96 

401  Wachovia  Bank  Bldg.,  Goldsboro  27530 
O.  David  Garvin,  M.D.32 

Box  191,  Chapel  Hill  27514 
William  H.  Gentry,  M.D.47 

N.  C.  Sanatorium.  McCain  28361 
Isa  C.  Grant,  M.D.92 

State  Board  of  Health,  Raleigh  27602 
W.  Burns  Jones,  M.D.92 

State  Board  of  Health.  Raleigh  27602 
Thomas  F.  Kelley,  M.D.84 

Box  749,  Albemarle  28001 
Thomas  D.  Long,  M.D.73 

Box  77,   Roxboro  27573 
Michael  A.  McCall.  M.D.59 

442  Fleming  Avenue,  Marion  28752 


Donald  D.  Weir,  M.D.32 

UNC  School  of  Medicine.  Chapel  Hill  27514 
Lynwood  E.  William,  M.D."-" 

400  Glenwood  Ave..  Kinston  28501 

14.  Committee  on   Community   Health   (Rural   and   Ur- 
ban)  (14)  V-2 

Edward  L.  Boyette,  M.D.,31  CHAIRMAN 

P.  O.  Box  65,  Chinquapin  28521 
Emery  L.  Rann.  M.D.,60  VICE-CHAIRMAN 

1001  Beatties  Ford  Road,  Charlotte  28208 
George  H.  Armstrong,  M.D. 62 

Box  518,  Mt.  Gilead  27306 
Francis  M.  Carroll,  M.D.24 

722  N.  Brown  St.,  Chadbourn  28431 
William  J.  A.  DeMaria,  M.D.32 

1126  Woodburn  Rd..  Durham  27705 
Phillip  E.  Dewees,  M.D.-"" 

Eastgate.  Sylva  28779 
John  Edwin  Drew,  M.D.33 

P.  O.  Box  176.  Macclesfield  27852 
Lynn  D.  George.  M.D.95 

Blowing  Rock  Medical  Ctr..  Blowing  Rock  28605 
James  H.  Hampton,  Jr.,  M.D.34 

Box  68,  Lewisville  27023 
Lilliard  F.  Hart,  M.D.92 

Box  365,  Apex  27502 
Robert  R.  Huntley,  M.D.32 

N.  C.  Mem.  Hosp.,  Chapel  Hill  27514 
Maurice  A.  Kamp,  M.D.60 

1200  Blythe  Blvd..  Charlotte  28203 
Ronald  H.  Levine,  M.D.92 

2404  White  Oak  Road.  Raleigh  27609 
J.  J.  Pence,  Jr..  M.D. 78 

Box  218.  Rowland  28383 

15.  Committee   on   Constitution    &   By-Laws    (5)    II-5 
Louis  deS.   Shaffner.   M.D..34  CHAIRMAN 

300  S.  Hawthorne  Road,  Winston-Salem  27103 
H.  J.  Carr,  Jr..  M.D.,82  VICE-CHAIRMAN 

405  Cooper  Drive,  Clinton  28328 
Edward  W.  Schoenheit,  M.D.n 

46  Haywood  St.,  Asheville  28801 
Charles  A.  Wilkinson,  M.D.78 

2604  N.  Elm  St.,  Lumberton  28358 
John  H.  E.  Woltz.  M.D. 60 

1509  Elizabeth  Ave..  Charlotte  28204 

16.  Committee  on  Credentials   (of  Delegates  to  House 
of  Delegates)   (3)   III-4 

Charles  B.  Wilkerson.  Jr..  M.D. ,92  CHAIRMAN 

100  S.  Boylan  Ave..  Raleigh  27603 
L.   Harvey  Robertson.  Sr.,  M.D. 80 

Box  519,  Salisbury  28144 
Thomas  E.  Ross,  M.D. 77 

Box  1021.  Rockingham  28379 

17.  Committee  on  Disaster  Medical  Care  (11)  V-3 
George  A.  Watson.  M.D..32  CHAIRMAN 

306  S.  Greson  St..  Durham  27701 
Michel   Bourgeois-Gavardin.   M.D.32 

Watts  Hosp.  Box  244.  Durham  27706 
Frank  W.  Clippinger.  M.D.32 

Box  3706.  Duke  Med.  Ctr.,  Durham  27705 
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John  Dewey  Dorsett,  M.D.60 

211  Hawthorne  Lane,  Charlotte  28204 
John  T.  Lloyd,  M.D.35 

111  Jolly  St.,  Louisburg  27549 
Jesse  Meredith,  M.D.34 

Bowman  Gray.  Winston-Salem  27103 
Robert  E.  .Miller,  M.D.60 

1822  Brunswick  Ave.,  Charlotte  28207 
William  A.  Robie,  M.D.92 

5437  Thayer  Drive,  Raleigh  27609 
W.  D.  Rippy,  M.D.i 

1610  Vaughn  Rd.,  Burlington  27215 
Warner   Wells,   M.D.32 

N.  C.  Memorial  Hospital,  Chapel  Hill  27514 
H.  G.  Williamson,  M.D« 

602  Pasteur  Dr..  Greensboro  27403 

18.  Committee  on  Scientific  Exhibits  (8)  III-5 
H.  Haynes  Baird,  M.D.60 

1012  Kings  Drive,  Charlotte  28207 
A.  Robert  Cordell,  M.D.;^ 

Bowman  Gray,  Winston-Salem  27103 
George  G.  Gilbert,  M.D.n 

One  Doctors  Park.  Asheville  28801 
J.  Leonard  Goldner.  M.D.32 

Duke  Med.  Ctr..  Box  3706.  Durham  27706 
John  G.  Kerr,  M.D." 
Robert  E.  Miller,  M.D.''" 

1822  Brunswick  Ave.,  Charlotte  28207 

Rt.  2.  Box  968.  Leicester  28748 
James  F.  Newsome,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Frederick  H.  Taylor,  M.D.60 

1012  Kings  Drive,  Charlotte  28207 

19.  Committee  on  Eye  Care  and  Eye  Bank  (12)  V-4 
Shahane  R.  Taylor,  Jr.,  M.D.,«  CHAIRMAN 

348  N.  Elm  St..  Greensboro  27401 
Paul  M.  Abernethy,  M.D.i 

1610  Vaughn  Rd..  Burlington  27215 
Lloyd  W    Bailey,  M.D. 33 

Box  1279.  Rocky  Mount  27801 
Daniel  S.  Currie  Jr.,  M.D. 26 

111  Bradford  Ave.,  Fayetteville  28301 
Alan  Davidson,  M.D. 25 

Box  250,  New  Bern  28560 
L.  B.  Holt,  M.D.34 

2240  Cloverdale  Ave..  Winston-Salem  27103 
Marvin  N.  Lymberis,  M.D.  60 

1600  E.  Third  St.,  Charlotte  28204 
Samuel  D.  McPherson,  M.D.32 

1110  W.  Main  St.,  Durham  27701 
George  T.  Noel,  M.D.13 

Box  85,  Kannapolis  28081 
Paul  J.  Simel,  M.D« 

111  W.  Wendover.  Greensboro  27401 
J.  David  Stratton.  M.D.60 

1012  Kings  Drive,  Charlotte  28207 
Charles  W.  Tillett,  Jr.,  M.D.60 

2200  E.  7th  St..  Charlotte  28204 

20.  Committee    on    Family    and    Marriage    Counselling 
(9)  VI-3 

Eleanor  B.  Easley.  M.D.,32  CHAIRMAN 
1821  Green  St.,  Durham  27705 


Marianne  S.  Breslin,  M.D.32 

N.  C.  Memo.  Hosp..  Chapel  Hill  27514 
Walter  B.  Cherny,  M.D.32 

Box  2920,  Duke  Univ.  Med.  Ctr.,  Durham  27706 
Rachel  D.  Davis,  M.D.54 

111  E.  Gordon  Street,  Kinston  28501 
Jerry  Hulka.  M.D.32 

UNC  School  of  Public  Health,  Chapel  Hill  27514 
Patricia  Ann  Lawrence,  M.D.60 

1340  Romany  Road,  Charlotte  28204 
Eugene  B.  Linton,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Hans  Lowenbach,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27706 
Robert  A.  Ross,  M.D.32 

N.  C.  Memorial  Hospital,  Chapel  Hill  27514 
21.    Committee    on    Developing    Federal    Health    Pro- 
grams  (3)    (plus  subcommittees)   II-3 
Maurice  A.  Kamp,  M.D. .so  CHAIRMAN 

1200  Blythe  Blvd..  Charlotte  28203 
John  Glasson,  M.D.,32  jst  Vice-President  'Hospital 
Problems  • 

306  S.  Gregson  St.,  Durham  27701 
Mark   McD.   Lindsey,   M.D. ,77  2nd   Vice-President 
•  Chief  Liaison  Representative  to  Subcommittees) 

Box  1029,  Hamlet  28345 
Subcommittees: 

A.  Committee  on  Appalachia  &  State  of  Franklin  (7) 
T.  Lynch  Murphy,  M.D.,so  CHAIRMAN  1  Appa- 
lachia) 

116  Rutherford  St.,  Salisbury  28144 
George  G.  Gilbert,  M.D.,n  CHAIRMAN  (State  of 
Franklin) 

One  Doctors  Park,  Asheville  28801 
Charles  L.  Stuckey.  M.D.so 

1515  Elizabeth  Ave.,  Charlotte  28204 
Louis  deS.  Shaffner,  M.D.34 

300  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Paul  McN.  Deaton,  M.D.49 

766  Hartness  Rd.,  Statesville  28677 
James  R.  Coliett,  M.D.  12 

Box  823,  Morganton  27403 
F.  J.  B.  Ragaz,  M.D.59 

S.  Main  St.,  Marion  28752 

B.  Comprehensive  Health  Planning  (PL  89-749)  (3) 

Frank  W.  Jones.  M.D.,18  CHAIRMAN 
Rt.  3.  Westlake  Hills,  Newton  28658 

A.  A.  Best.  M.D.74 

Box  417,  Greenville  27834 

Alexander  Spock,  M.D.32 

Duke  Hosp.,  Pediatric  Dept.,  Durham  27706 

C.  Directors  on  Regional  Medical  Program 

Ladd  W.  Hamrick,  Jr.,  M.D.12 

14  Lake  Concord  Rd.,  NE,  Concord  28025 
John  R.  Chambliss,  M.D.33 

404  Peachtree  St.,  Rocy  Mount  27801 
Robert  H.  Shackelford,  M.D.96 

115  W.  Main  St..  Mt.  Olive  28365 
David  G.  Welton,  M.D. 6"  1  President'   (ex  officio) 

1012  Kings  Drive,  Charlotte  28207 
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Edgar    T.    Bedding-field,    Jr.,    M.D.98    (President- 
Elect) 

Community  Clinic,  Stantonsburg  27883 

D.  Coastal  Plains  (6)   (Councilors) 

William  H.  Romm,  M.D.70  (1st)  CHAIRMAN 

Box  26,  Moyock  27958 
Ernest  W.  Larkin,  Jr..  M.D.,7  (2nd) 

211  N.  Market  St.,  Washington  27889 
Frank  R.  Reynolds,  M.D.,65  (3rd) 

1613  Dock  St.,  Wilmington  28401 
Harry  H.  Weathers,  M.D.,42  (4th) 

Central  Medical  Center,  Roanoke  Rapids  27870 
Harry  H.  Summerlin,  M.D.,82  (5th) 

Box  506,  Laurinburg  28352 

E.  Medicare — (currently    assigned    to    Insurance    In- 
dustry Committee) 

F.  Medicaid — (currently  assigned  to  the  ad  hoc  Com- 
mittee Task  Force  on  Title  XIX) 

22.  Committee   on  Finance   (3)    (6  Commissioners)    (2 
Vice-Presidents)   1-1 

Wayne  J.  Benton,  M.D..«  CHAIRMAN 

2320  Battleground  Ave.,  Greensboro  27408 
Elias  S.  Faison,  M.D.60 

1012  Kings  Drive,  Charlotte  28207 
T.  T.  Herring,  M.D.98 

Wilson  Clinic,  Box  1639,  Wilson  27893 
Consultants: 

Wayne  J.  Benton,  M.D.,«  (I) 

2320  Battleground  Ave.,  Greensboro  27408 
Marvin  N.  Lymberis,  M.D.,60  (ID 

1600  E.  Third  St.,  Charlotte  28204 
Lynwood  E.  Williams,  M.D.,54  (III) 

400  Glenwood  Ave.,  Kinston  28501 
J.  Henry  Cutchin,  Jr.,  M.D.,18  <IV> 

Sherrills  Ford  28673 
Philip  Naumoff,  M.D.,60  (V) 

1012  Kings  Drive,  Charlotte  28207 
D.  A.  McLaurin.  M.D.,92  <vi) 

Box  36,  Garner  27529 
John  Glasson,  M.D.,32  1st  Vice-President 

306  S.  Gregson  St..  Durham  27701 
Mark  McD.  Lindsey,  M.D.,77,  2nd  Vice-President 

Box  1029,  Hamlet  28345 

23.  Committee  on  Headquarters  Facility  and  Planning 
(11)  1-2 

A.  Hewitt  Rose,  M.D.,92  CHAIRMAN 

2009  Clark  Ave.,  Raleigh  27605 
Beverly  W.  Armstrong,  M.D.6° 

1600  E.  Third  St.,  Charlotte  28204 
Lenox  D.  Baker,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Box  3706,  Durham  27706 
Jack  Hughes,  M.D.32 

923  Broad  St.,  Durham  27705 
Frank  W.  Jones,  M.D.18 

Rt.  3.  Westlake  Hills,  Newton  28658 
John  R.  Kernodle,  M.D.i 

Kernodle  Clinic.  Burlington  27215 
Donald  B.  Koonce,  M.D.65 

408  N.  11th  St..  Wilmington  28401 
George  W.  Paschal.  Jr.,92 

1110  Wake  Forest  Rd.,  Raleigh  27604 


John  S.  Rhodes,  M.D.92 

700  W.  Morgan  St.,  Raleigh  27603 
William  H.  Romm,  M.D.70 

Box  26,  Moyock  27958 
W.  Wyan  Washburn,  M.D.23 

Box  795,  Boiling  Springs  28017 

24.  Committee    on    Hospital   &    Professional    Relations 
and  Liaison  to  North  Carolina  Hospital  Association 

(io>  rv-2 

Joe  M.  Van  Hoy,  M.D.,60  CHAIRMAN 

806  Doctors  Bldg.,  Charlotte  28207  (7th) 
Charles  P.  Scheil,  M.D.,14  VICE-CHAIRMAN 

Blackwelder  Clinic,  Lenoir  28645  (9th) 
Archie  Y.  Eagles,  M.D« 

Medical  Arts  Center,  Ahoskie  27910  ( 1st ) 
Charles  L.  Herring,  M.D.54 

310  Glenwood  Ave.,  Kinston  28501  (2nd) 
F.  Murray  Carroll,  M.D.24 

722  N.  Brown  St.,  Chadbourn  28431  (3rd' 
Thomas  L.  Griffin,  M.D.98 

Carolina  General  Clinic,  Wilson  27893  (4th) 
James  E.  Hemphill,  M.D7" 

Richmond  Memo.  Hosp.,  Box  300,  Rockingham 

28379   (5th) 
William  H.  Sprunt,  III,  M.D.92 

2320  Ridge  Rd.,  Raleigh  27609  (6th) 
Norman  H.  Garrett,  Jr.,  M.D.41 

1038  Professional  Village,  Greensboro  27401  (8th) 
Ernest  H.  Stines,  M.D.44 

Midway  Medical  Center,  Canton  28716  (10th) 

25.  Committee  to  Work  with  North  Carolina  Industrial 
Commission  (17)  IV-3 

James  S.  Mitchener,  Jr..  M.D.,83  CHAIRMAN 

Box  1599,  Laurinburg  28352 
Richard  H.  Ames,  M.D.41 

1018  Professional  Village,  Greensboro  27401 
Phil  L.  Barringer,  M.D.90 

Box  968,  Monroe  28110 
William  T.  Berkeley,  Jr.,  M.D.60 

1330  Scott  Avenue,  Charlotte  28204 
George  M.  Cooper,  Jr.,  M.D.92 

201  Bryan  Bldg.,  Raleigh  27605 
Thomas  B.  Dameron,  Jr..  M.D.92 

600  Wade  Ave.,  Raleigh  27605 
J.  Ralph  Dunn,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
Benjamin  W.  Goodman,  M.D.!8 

24  2nd  Ave.,  NE,  Hickory  28601 
William  R.  Harris.  M.D.is 

427  N.  Main  St..  Newton  28658 
Charles  Heinig,  M.D.eo 

1822  Brunswick  Ave.,  Charlotte  28107 
Felda  Hightower,  M.D.34 

Bowman  Gray.  Winston-Salem  27103 
Julius  A.  Howell.  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
Thomas  C.  Kerns.  Jr..,  M.D.32 

1110  W.  Main  St.,  Durham  27701 
Charles  F.  Martin,  M.D.';" 

Nalle  Clinic,  Charlotte  28207 
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Hubert  C.  Patterson,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 

Jack  Powell,  M.D.n 

190  W.  Doctors  Bldg.,  Asheville  28801 

Ernest  B.  Spangler,  M.D.« 

3811  Henderson  Rd.,  Greensboro  27410 

26.  Insurance  Industry  Committee  (14)  IV-4 

Andrew  J.  Dickerson,  M.D.,44  CHAIRMAN 

1600  N.  Main  St.,  Waynesville  28786 
Barry  F.  Hawkins,  M.D.,13  VICE-CHAIRMAN 

56  Ardsley  Ave.,  NE,  Concord  28025 
Marcus  L.  Aderholdt,  M.D.41 

624  Quaker  Lane,  High  Point  27262 
Richard  Ames,  M.D.41 

1018  Professional  Village,  Greensboro  27401 
H.  Haynes  Baird,  M.D.eo 

1012  Kings  Drive,  Charlotte  28207 
J.  Henry  Cutchin,  Jr.,  M.D.is 

Sherrills  Ford  28673 
Charles  H.  Duckett,  M.D« 

Midway  Medical  Clinic,  Canton  28716 
Lewis  J.  Gaskins,  M.D.92 

1300  St.  Mary's  St.,  Raleigh  27605 
Hubert  B.  Haywood.  Jr.,  M.D.92 

201  Bryan  Bldg.,  Raleigh  27605 
James  E.  Hemphill,  M.D.77 

Richmond  Memo.  Hosp.,  Box  300,  Rockingham 

28379 
Harold  R.  Silberman,  M.D.32 

Duke  Hospital,  Durham  27706 
Bernard  Wansker,  M.D.60 

1331  Romany  Rd.,  Charlotte  28204 
Charles  DeWitt  Watts,  M.D.32 

510  Simmons  St.,  Durham  27701 

27.  Committee    on    Professional    Insurance    (11)    1-3 

John  C.  Burwell.  Jr.,  M.D.  «  CHAIRMAN 

1026  Professional  Village,  Greensboro  27401 
H.  Robert  Brashear,  Jr.,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Joseph  W.  Hooper,  Jr.,  M.D.65 

410  N.  11th  St.,  Wilmington  28401 
David  Herman  Jones,  M.D.92 

2025  Clark  Ave.,  Raleigh  27605 
Willis  E.  Mease,  M.D.67 

Box  97.  Richlands  28574 
William  B.  McCutheon,  Jr.,  M.D.32 

1007  Broad  St.,  Durham  27705 
Kenneth  A.  Podger,  M.D.32 

1200  Broad  St.,  Durham  27705 
Ronald  A.  Pruitt,  M.D.i 

Kernodle  Clinic,  Burlington  27215 
L.  Harvey  Robertson,  M.D.80 

Box  519,  Salisbury  28144 
S.  Glenn  Wilson,  M.D« 

P.  O.  Box  158,  Angier  27501 
W.  Howard  Wilson,  M.D.92 

403  Professional  Bldg.,  Raleigh  27601 


28.  Committee  on  Legislation  (3)    (President  and  Sec- 
retary)   (Consultants)   V-5 

Hubert  McN.  Poteat.  Jr.,  M.D.,51  CHAIRMAN 

Box  88,  Smithfield  27577  <4th> 
John  T.  Dees,  M.D.65 

P.  O.  Box  815,  Burgaw  28425  (3rd) 
Robert  A.  Ross,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514  (6th) 
David  G.  Welton,  M.D.,60  i President)  lex  officio) 

1012  Kings  Drive,  Charlotte  28207 
Charles  W.  Styron,  M.D.,32  (Secretary)  (ex  officio) 

615  St.  Mary's  St.,  Raleigh  27605 
Consultants:    (to  be   announced) 

29.  Committee  on  Maternal  Health   (14)  VI-4 
W.  Joseph  May,  M.D.,34  CHAIRMAN  & 
SECRETARY 

121  Prof.  Bldg..  Winston-Salem  27103  (8th I  11970) 
William  A.  Hoggard.  Jr..  M.D.70 

1202   Carolina  Ave.,   Elizabeth   City   27909    (1st) 

( 1971 ) 
H.  Fleming  Fuller,  M.D.54 

Kinston  Clinic.  Kinston  2a501   (2nd)   (1969) 
Glenn  E.  Best.  M.D.82 

104  Main  St..  Clinton  28328  (3rd)  '1972) 
John  A.  Kirkland,  M.D.98 

Wilson  Clinic,  Wilson  28501  (4th)  (1970) 
Hugh  A.  McAllister.  M.D.78 

202  W.  27th  St.,  Lumberton  28358  (5th)  U971> 
Jesse  Caldwell,  M.D.36 

114  W.  3rd  Ave.,  Gastonia  28052  (7th)  (1973) 
William  R.  Wellborn,  Jr.,  M.D.12 

401  S.  Green  St.,  Morganton  28655  '9th)  (1970) 
Fletcher  S.  Sluder,  M.D.n 

406  Flatiron  Bldg..  Asheville  28801  (10th)   (1969) 
Ann  H.  Huizenga,  M.D.92 

State  Board  of  Health,  Raleigh  27602  (6th)  (1972) 
Frank  R.  Lock,  M.D.34 

2841   Galsworthy  Drive.   Winston-Salem   27106 

<BGi   (1971) 
Roy  T.  Parker,  M.D.32 

Duke  Hosp.,  Box  3397,  Durham  27706   (DUKE) 

(1972) 
William  E.  Easterling,  Jr.,  M.D.32 

UNC    School    of    Medicine,    Chapel    Hill    27514 

(UNC)   (19691 

30.  Mediation  Committee  (5)  (1st  Five  Past  Presidents) 
VII-0 

John  R.  Kernodle,  M.D.i  CHAIRMAN 

Kernodle  Clinic.  Burlington  27215 
Robert  A.  Ross.  M.D.,32  SECRETARY 

N,  C,  Memo.  Hosp..  Chapel  Hill  27514 
Frank  W.  Jones.  M.D.18 

Rt.   3.  Westlake  Hills.  Newton  28658 
George  W.  Paschal  Jr..  M.D.92 

1110  Wake  Forest  Rd..  Raleigh  27604 
John  S.  Rhodes,  M.D.92 

700  W.  Morgan  St..  Raleigh  27603 

31.  Medical-Legal  Committee   (8)   V-6 
Julius  A.  Howell.  M.D.,34  CHAIRMAN 

Bowman  Gray,  Winston-Salem  27103 
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George  R.  Clutts,  M.D.-" 

344  N.  Elm  St.,  Greensboro  27401 
Ralph  W.  Coonrad,  M.D.32 

Corner  Broad  &  Englewood.  Durham  27705 
Connell  G.  Garrenton,  M.D.M 

Box  458,  Bethel  27812 
June  U.  Gunter,  M.D.32 

Watts  Hospital,  Durham  27705 
John  P.  Harloe,  M.D. 60 

1850  E.  Third  St..  Charlotte  28204 
L.  L.  Schurter,  M.D.92 

Divn.  Voc.  Rehab.,  Dept.  Pub.   Instr.,  Raleigh 

27602 
Henry  D.  Severn,  M.D.n 

283  Biltmore  Ave.,  Asheville  28801 

32.    Committee  on  Medicine  and  Religion  (11)   (7  Con- 
sultants) VI-5 
Jack  W.  Wilkerson.  M.D.,™  CHAIRMAN 

Greenville  Clinic,  Greenville  27834 
Bruce  B.  Blackmon,  M.D.43 

P.  O.  Box  8.  Buies  Creek  27506 
John  R.  Bender,  M.D.34 

1401  S.  Hawthorne  Rd..  Winston-Salem  27103 
R.  David  Daniel,  M.D.so 
Eastgate,  Sylva  28779 
J.  Ralph  Dunn,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
Roger  A.  James,  M.D.11 

3  Brookside  Road,  Asheville  28803 
Alexander  Moffett,  M.D.2 

Box  1028,  Taylorsville  28681 
Parks  Dewitt  Trivette,  M.D.  is 

912  2nd  Ave.  NE,  Hickory  28601 
W.  Wyan  Washburn,  M.D.23 

P.  O.  Box  795,  Boiling  Springs  28017 
C.  T.  Wilkinson,  M.D.92 

209  Wilkinson  Bldg.,  Wake  Forest  27587 
Consultants: 

Rev.  Orion  Hutchinson 

630  Hawthorne  Rd.,  Winston-Salem  27104 
Rev.  T.  Max  Linnens 

Box  161,  Boiling  Springs  28017 
Rev.  Fred  W.  Reid,  Jr. 

N.  C.  Memo.  Hosp..  Chapel  Hill  27514 
Rev.   Samuel  Wiley 

Box  6637.  College  Station.  Durham  27708 
Rev.  Richard  R.  Young 

Dept.    Pastoral    Care,    Bapl.    Hosp.    Winston- 
Salem  27103 
Father  Thomas  J.  O'Donnell,  Director 

Box  7,  Hot  Springs  28743 
Rabbi  Howard  L.  Rabinowitz 

210  W.  Cameron  Ave..  Chapel  Hill  27514 
33.    Committee  on  Mental  Health  (16)  VI-6 
John  L.  McCain.  M.D. ,98  CHAIRMAN 

Wilson  Clinic,  Wilson  27893 
Allyn  B.  Choate,  M.D.60 

1012  Kings  Drive,  Charlotte  28207 
Paul  G.  Donner,  M.D.60 

2201  Randolph  Rd.,  Charlotte  28207 


William  M.  Fowlkes,  Jr.,  M.D.'1- 

Box  9494,  Raleigh  27603 
Robert  L.  Garrard,  M.D.41 

800  N.  Elm  St.,  Greensboro  27401 
Eugene  A.  Hargrove,  M.D.92 

Box  9494,  Raleigh  27603 
Charles  E.  Llewellyn,  M.D.32 

Duke  Med.  .Ctr..  Durham  27706 
Hans  Lowenbach,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27706 
Mary  Margaret  McLeod,  M.D. 53 

Drawer  1047,  Sanford  27330 
Philip  G.  Nelson,  M.D." 

Medical  Pavilion,  Greenville  27834 
Leon  W.  Robertson.  M.D.,33  (Chrmn.— NCAGP  on 
MH> 

224  Rose  St.,  Rocky  Mount  27801 
A.  H.   Zealy.  Jr.,  M.D. ,96   (Chrmn.— Adv.   Council 
SBMH) 

206  N.  Herman  St.,  Goldsboro  27530 
Charles  R.  Vernon,  M.D, 32  (Chrmn— MH  Educa- 
tion) 

1301  Cyprus  Grove  Dr.,  Wilmington  28401 
Lloyd  J.  Thompson,  M.D. ,32  (Chrmn.— MR  &  Chil- 
dren Services) 

Kings  Mill  Rd.,  Chapel  Hill  27514 
Donald  E.   MacDonald,   M.D..60   (Chrmn.— 
Alcoholism) 

2201  Randolph  Rd.,  Charlotte  28207 

Subcommittees: 

Mental  Health  Education  '12)   (3  consultants) 
Charles  R.  Vernon,  M.D. ,32  CHAIRMAN 

1301  Cyprus  Grove  Dr.,  Wilmington  28401 
Dennis  D.  Carmichael,  M.D.60 

Providence  Med.  Ctr.,  Charlotte  28204 
James  L.  Cathell,  M.D.65 

Box  494,  Wrightsville  Beach  28480 
Hans  Lowenbach,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27706 
Mary  B.  H.  Michal,  M.D.95 

Broughton  Hosp.,  Morg-anton  28655 
Philip  G.  Nelson,  M.D.74 

Medical  Pavilion,  Greenville  27834 
C.  O.  Blyler,  Jr.,  M.D.29 

1025  Randolph  Rd.,  Thomasville  27360 
Leon  W.  Robertson,  M.D.33 

224  Rose   St..   Rocky  Mount   27801 
Nicholas  E.  Stratas,  M.D.92 

Box  9494.  Raleigh  27603 
A.  Granville  Tolley.  M.D.32 

1504  Halifax  Rd..  Chapel  Hill  27514 
Robert  Whitener.  M.D.-" 

1024  Prof.  Village,  Greensboro  27401 
A.  H.  Zealy.  Jr..  M.D> 

206  N.  Herman  St..  Goldsboro  27530 
Consultants: 

Mrs.  Julian  Warren—  (Auxiliary I 

Spring  Hope  27882 
Mr.  Jack  C.  Knowles—  ( NCAGP* 

2415-D  Crabtree  Blvd..  Raleigh  27602 
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Mrs.  Robert  L.  Garrard 

101  N.  Park  Dr.,  Greensboro  27410 

Subcommittees: 

Mental  Retardation  &  Children's  Services  (16) 
Lloyd  J.  Thompson,  M.D..  32  CHAIRMAN 

Kings  Mill  Rd.,  Chapel  Hill  27514 
Robert  G.  Brame,  M.D.32 

Dept.  of  OBGyn,  Baptist  Hosp.,  Winston-Salem 

27103 
Marianne  S.  Breslin.  M.D.32 

N.  C.  Memo.  Hosp..  Chapel  Hill  27514 
Harrie  R.  Chamberlin,  M.D.32 

UNC  Sch.  of  Medicine,  Chapel  Hill  27514 
Kenneth  B.  Geddie,  M.D.41 

High  Point  Med.  Ctr.,  High  Point  27262 
Doris  B.  Hammett,  M.D.« 

104  Broadview  Rd.,  Waynesville  28786 
Harold  J.  Harris,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27706 
Victor  G.  Herring,  III,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
Alanson  Hinman,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
William  S.  Joyner,  M.D.32 

1001  S.  Hamilton  St.,  Chapel  Hill  27514 
Vernon  P.  Mangum,  M.D.96 

O'Berry  Center,  Goldsboro  27530 
Angus  M.  McBryde,  M.D.32 

809  W.  Chapel  Hill  St.,  Durham  27701 
Mary  Margaret  McLeod,  M.D.53 

Drawer  1047,  Sanford  27330 
Mary  L.  Rutledge,  M.D.60 

211  Greenwich  Rd.,  Charlotte  28211 
Theodore  D.  Scurletis,  M.D.92 

517  Darmouth  Rd.,  Raleigh  27609 
Ann  H.  Suggs.  M.D.76 

317  Ridgecrest  Rd.,  Asheboro  27203 

Alcoholism  <7>   (3  consultants) 

Donald  E.  MacDonald,  M.D.,60  CHAIRMAN 

2201  Randolph  Rd.,  Charlotte  28207 
R.  Jackson  Blackley,  M.D.92 

Box  9494,  Raleigh  27603 
William  M.  Fowlkes,  Jr.,  M.D.92 

Box  9494,  Raleigh  27603 
Thomas  T.  Jones.  M.D.32 

904  Broad  St..  Durham  27705 
Norman  Desrosiers.  M.D.39 

P.  O.  Box  62,  Butner  27509 
John  D.  Larson,  Jr.,  M.D.53 

Watson  &  Trade  St.,  Sanford  27330 
Hamilton  W.  Stevens,  M.D.n 

Box  7607,  Asheville  28807 

Consultants: 

Mr.  Myron  McBryde,  Director,  SBI 

Justice  Bldg.,  Raleigh  27602 
Norbert  L.  Kelly.  Ph.D. 

2100  Hillsboro  St.,  Raleigh  27607 
Rev.  Joseph  L.  Kellerman 

1125  E.  Morehead  St.,  Charlotte  28204 


34.  Committee  Advisory  to  N.  C.  Department  of  Motor 
Vehicles   (10)  II-7 

John  W.  Morris,  M.D.,16  CHAIRMAN 

2410  Evans  St.,  Morehead  City  28557 
James  F.  Newsome,  M.D.,32  VICE-CHAIRMAN 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Thomas  E.  Castelloe,  M.D.92 

600  Wade  Ave.,  Raleigh  27605 
Allan  B.  Coggeshall,  M.D.42 

602  Walter  Reed  Drive,  Greensboro  27403 
John  T.  Cuttino,  M.D.eo 

P.  O.  Box  2554,  Charlotte  28207 
Harold  D.  Green,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
James  T.  MacRae,  M.D.61 

117  Hospital  Drive,  Spruce  Pine  28777 
Jack  M.  Rogers,  M.D.34 

1900  S.  Hawthorne  Rd.,  Winston-Salem  27103 
C.  F.  Siewers,  M.D.26 

1669  Owen  Drive,  Fayetteville  28304 
John  A.  Wheliss,  M.D.92 

1300  St.  Mary's  St.,  Raleigh  27605 

35.  Committee  on  Necrology   (5)   III-6 

W.  Otis  Duck,  M.D.,16  CHAIRMAN 

Drawer  F,  Mars  Hill  28754 
Dan  S.  Currie,  Jr.,  M.D.,26  VICE-CHAIRMAN 

111  Bradford  Ave.,  Fayetteville  28301 
Ben  F.  Royal,  M.D.16 

Box  628,  Morehead  City  28557 
J.  Street  Brewer,  M.D.,82  (consultant! 

Box  98,  Roseboro  28382 
William  A.  Sams,  M.D.,57  (consultant I 

Box  335,  Marshall  28753 

36.  Committee  on  Negotiations  (3)  VIII-0  (6-yr.  terms) 
William  F.  Hollister,  M.D.,63  CHAIRMAN 

Pinehurst  Surgical  Clinic,  Pinehurst  28374  U973> 
Thomas  B.  Dameron.  Jr..  M.D.92 

600  Wade  Avenue,  Raleigh  27605  1 1969 ) 
Hubert  McN.  Poteat,  Jr.,  M.D.51 

Box  88.  Smithfield  27577  <  1971 1 

37.  Committee  on  Nominations   (10)   IX-0 
Charles  B.  Wilkerson.  Jr.,  M.D.,92  CHAIRMAN 

100  S.  Boylan  Ave.,  Raleigh  27603  <6th) 
John  A.  Payne,  III,  M.D.37 

Box  157.  Sunbury  27979  (1st) 
Simmons  I.  Patrick,  M.D.54 

400  Glenwood  Ave.,  Kinston  28501  (2nd) 
E.  Thomas  Marshburn,  M.D.65 

3008  Oleander  Drive,  Wilmongton  28401  i3rd> 
James  A.  Maher,  M.D.96 

511  E.  Ash  St.,  Goldsboro  27530  (4th) 
Bruce  B.  Blackmon,  M.D.43 

Box  8,  Buies  Creek  27506  ( 5th) 
Forest  M.  Houser,  M.D.36 

410  S.  Elm  St.,  Cherryville  28021  (7th) 
W.  Joseph  May,  M.D.34 

121  Prof.  Bldg.,  Winston-Salem  27103  (8th) 
Clyde  R.  Hedrick,  M.D.14 

Box  619,  Lenoir  28645  i9th) 
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Michael  F.  Keleher,  M.D.n 

311  Doctors  Bldg.,  Asheviile  28801  (10th) 

38.  Committee  of  Physicians  on  Nursing  (10)  II-8 
Frederick  C.  Hubbard,  M.D.,97  CHAIRMAN 

Box  30,  N.  Wilkesboro  28659 
John  D.  Bridgers,  St.,  M.D.« 

624  Quaker  Lane,  High  Point  27262 
John  N.  Bennett,  M.D.97 

Rt.  1,  Moravian  Falls  28654 
Elias  S.  Faison,  M.D.eo 

1012  Kings  Drive,  Charlotte  28207 
J.  Samuel  Holbrook,  M.D.49 

Davis  Hospital,  Statesville  28677 
W.  D.  James,  M.D.77 

Box  1129,  Hamlet  Hosp.,  Hamlet  28345 
Henry  LeRoy  Izlar,  Jr.,  M.D.32 

306  S.  Gregson  St.,  Durham  27701 
John  L.  McCain,  M.D.98 

Wilson  Clinic,  Wilson  27893 
Thomas  J.  Taylor,  M.D.42 

643  Roanoke  Ave.,  Roanoke  Rapids  27870 
Harry  L.  Brockmann,  M.D.,4i  I  consultant! 

500  Lindsay  St.,  High  Point  27262 

39.  Committee  on  Occupational  Health  (13)   (1  consul- 
tant) VI-7 

Donald  D.  Weir,  M.D.,32  CHAIRMAN 

UNC  School  of  Medicine,  Chapel  Hill  27514 
James  Nelson  Dawson,  M.D.24 

Box  68,  Riegelwood  28456 
Clyde  James  Dellinger,  M.D.!2 

Box  8,  Drexel  28619 
Charles  P.  Ford,  Jr.,  M.D.54 

E  I  Dupont  DeNemours  &  Co.,  Kinston  28501 
Joseph  B.  Henninger,  M.D.49 

652  Davie  Ave.,  Statesville  28677 
Ralph  C.  Lake,  M.D« 

902  N.  Elm  St.,  Greensboro  27401 
William  C.  Matthews,  M.D.60 

217  Travis  St.,  Charlotte  28204 
W.  Fred  Mayes,  M.D.32 

603  Morgan  Creek  Rd.,  Chapel  Hill  27514 
J.  L.  Northington,  M.D.19 

235  E.  Raleigh  St..  Siler  City  27344 
Clifton  G.  Payne,  M.D.ra 

Coach  Rd.,  Reidsville  27320 
Donald  B.  Reibel,  M.D.92 

600  Wade  Ave.,  Raleigh  27605 
William  P.  Richardson,  M.D.32 

UNC  Sch.  of  Medicine,  Chapel  Hill  27514 
Leonidas  Polk  Williams,  Jr.,  M.D.™ 

Albemarle  Md.  Ctr.,  Elizabeth  City  27909 
Mr.  Emil  Chanlett  I  consultant  I 

UNC  Sch.  Public  Health.  Chapel  Hill  27514 

40.  Committee  on  OCHAMPUS  (17)  IV-5 
David  M.  Cogdell,  M.D.,26  CHAIRMAN 

911  Hay  St..  Fayetteville  28305 
Glenn  E.  Best,  M.D.82 

104  Main  St..  Clinton  28328 
John  C.  Burwell,  Jr.,  M.D« 

1026  Professional  Village,  Greensboro  27401 


Daniel  S.  Currie,  Jr.,  M.D. 26 

111  Bradford  Ave.,  Fayetteville  28301 
A.  Ledyard  DeCamp,  M.D. so 

Box  4294,  Charlotte  28204 
Powell  G.  Fox,  Sr.  M.D.92 

1110  Wake  Forest  Rd..  Raleigh  27604 
Lewis  S.  Gaskins,  M.D.92 

1300  St.  Mary's  St.,  Raleigh  27605 
Nicholas  Georgiade,  M.D.32 

Duke  Univ.  .Med.  Ctr.,  Durham  27706 
William  L.  London,  M.D.32 

306  S.  Gregson  St.,  Durham  27701 
James  H.  Manly,  Jr.,  M.D.92 

1300  St.  Mary's  St.,  Raleigh  27605 
J.  Douglas  McRee,  M.D.92 

3125  Glenwood  Prof.  Village.  Raleigh  27608 
George  R.  Miller,  M.D.36 

324  N.  Highland,  Gastonia  28052 
Guy  L.  Odom,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27706 
James  H.  Owsley,  M.D.18 

18  13th  Ave.,  NE,  Hickory  28601 
Carl  N.  Patterson,  M.D.32 

1110  W.  Main  St.,  Durham  27701 
Edwin  L.  Pierce,  M.D.92 

1110  Wake  Forest  Rd..  Raleigh  27604 
Larry  Turner,  M.D.32 

1110  W.  Main  St..  Durham  27701 

41.  Committee    Liaison   to   North    Carolina    Pharmacy 
Association  (5)  V-7 

Richard  A.  Fewell,  M.D.1 

1610  Vaughn  Rd.,  Burlington  27215 
John  R.  Kernodle,  M.D.i 

Kernodle  Clinic,  Burlington  27215 
J.  P.  McCracken,  M.D.32 

609  Vickers  Ave.,  Durham  27701 
Thoman  L.  Ormand,  M.D.*" 

114  N.  Main  St.,  Monroe  28110 
John  A.  Payne  III,  M.D.*" 

Box  157,  Sunbury  27979 

42.  Committee   on   Physical    and   Vocational   Rehabili- 
tation  (9)   IV-6 

H.  Robert  Brashear,  Jr.,  M.D.,32  CHAIRMAN 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Beverly  W.  Armstrong.  M.D.60 

1600  E.  3rd  St.,  Charlotte  28204 
Stanley  S.  Atkins,  M.D.n 

283  Biltmore  Ave.,  Asheviile  28801 
Herman  Easom,  M.D.98 

Eastern  N.  C.  Sanatorium,  Wilson  27893 
George  Johnson,  Jr.,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Francis  P.  King,  M.D.25 

709  Prof.  Drive.  New  Bern  28560 
Charles  E.  Llewellyn,  Jr.,  M.D.32 

Duke  Univ.  Med.  Ctr..  Durham  27706 
Edwin  H.  Martinat,  M.D.34 

Bowman  Gray,  Winston-Salem  27103 
John  A.  Wheliss,  M.D.92 

1300  St.  Mary's  St.,  Raleigh  27605 
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43.  Committee  on  Public  Relations  (4)   (7  consultants) 

V-8 
Philip  Naumoff,  M.D.,|;"  CHAIRMAN 

1012  Kings  Drive,  Charlotte  28207  <  7th  >   '  1969 1 
Ernest  B.  Page,  Jr.,  M.D.92 

608  Wade  Ave.,  Raleigh  27605  <6thi  <1969> 
Robert  Perry  Crouch,  M.D.u 

520  Biltmore  Ave.,  Asheville  28801  (10th)  (1971) 
Ralph  B.  Garrison,  M.D.77 

Box  1169,  Hamlet  28345  (5th)  1 1970 1 
Consultants: 

Archie  Y.  Eagles,  M.D.« 

Medical  Arts  Center,  Ahoskie  27910  (1st) 
David  T.  Tayloe,  M.D7 

608  E.  12th  St..  Washington  27889.  (2nd) 
Henry  J.  Carr,  Jr.,  M.D.82 

405  Cooper  Drive,  Clinton  28328  i3rd> 
Huitt  E.  Mattox,  M.D.98 

Carolina  General  Clinic,  Wilson  27893  (4th ) 
Julian  Barker,  M.D« 

601  Walter  Reed  Drive,  Greensboro  27403  1 8th) 
Paul  McN.  Deaton,  M.D.49 

Box  1068,  StatesviUe  28677  (9th) 
George  G.  Gilbert,  M.D.u 

One  Doctors  Park,  Asheville  28801  1 10th  I 

44.  Committee  Advisory  to  N.  C.  Dept.  of  Public  Wel- 
fare (6)  IV-7 

William  T.  MacLauchlin,  M.D.,18  CHAIRMAN 

Box  774,  Conover  28613 
Leslie  M.  Morris,  M.D.,36  VICE-CHAIRMAN 

Medical  Bldg.,  Gastonia  28052 
Ralph  V.  Kidd,  M.D.eo 

1928  Randolph  Rd.,  Charlotte  28207 
Donald  McC.  Ross,  M.D.i 

1610  Vaughn  Rd.,  Burlington  27215 
Russell  L.  Smith,  M.D.34 

114  E.  3rd  St.,  Winston-Salem  27101 

45.  Retirement  Saving  Plan  Committee  (7)  1-4 
Jesse  Caldwell,  Jr.,  M.D.."i:  CHAIRMAN 

114  W.  3rd  Ave.,  Gastonia  28052  (1969) 
Wayne  J.  Benton,  M.D.41 

2320  Battleground  Ave..  Greensboro  27408  U97D 
Elias  S.  Faison.  M.D.so 

1012  Kings  Drive.  Charlotte  28207  1 1970  > 
John  R.  Kernodle,  M.D.i 

Kernodle  Clinic,  Burlington  27215  1 1969 ) 
Leonard  Palumbo,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514  (1969) 
A.  Hewitt  Rose.  Jr.,  M.D.92 

2009  Clark  Ave..  Raleigh  27605  '1970) 
Robert  W.  Williams.  M.D.65 

3008  Oleander  Dr. ,  Wilmington  28401  1 1971 ) 

46.  Committee  on  School  Health  and  State  Coordinating 
Service   (6)   VI-8 

Millard  B.  Bethel,  M.D.,92  CHAIRMAN 

Box  949,  Raleigh  27602 
Theodore  D.  Scurletis,  M.D.,92  VICE-CHAIRMAN 

517  Darmouth  Rd.,  Raleigh  27609 
John  D.  Bridgers,  M.D.41 

624  Quaker  Lane.  High  Point  27262 


James  R.  Dineen,  M.D.,ir' 

1616  Medical  Ctr.  Dr.,  Wilmington  28401 
Julius  J.  Gibbons,  M.D.U 

Dula  Hospital,  Lenoir  28645 
Emery  L.  Rann,  M.D.eu 

1001  Beatties  Ford  Rd.,  Charlotte  28208 
Subcommittee  on  Medical  Aspects  of  Sports 
1 5  *   i2  consultants  I 

James  R.  Dineen,  M.D.,65  CHAIRMAN 

1616  Medical  Ctr.  Dr.,  Wilmington  28401 
Frank  H.  Bassett,  III,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27706 
F.  Wayne  Lee,  M.D.60 

225  Hawthorne  Lane.  Charlotte  28204 
E.  H.  Stines,  M.D« 

Midway  Medical  Ctr.,  Canton  28716 
Frank  C.  Wilson.  Jr.,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Carl  S.  Blyth,  Ph.D.,  i  consultant  I 

305  Woollen  Ave.,  Chapel  Hill  27514 
Clyde  L.  Walker,  Ph.D.,  I  consultant  > 

Box  930.  Chapel  Hill  27514 

47.  Committee  on  Scientific  Works  (5)   (Section  Chair- 
men as  Consultants)  III-7 

Warner  Wells,  M.D.,32  CHAIRMAN 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Paul  F.  Maness,  M.D.i 

328  W.  Davis  St..  Burlington  27215 
William  McN.  Nicholson,  M.D.32 

Duke  Hospital,  Durham  27706 
Leonard  Palumbo,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 
Ernest  H.  Yount,  Jr.,  M.D.34 

Bowman  Gray.  Winston-Salem  27103 
Consultants: 

Jack  W.  Wilkerson,  M.D.,"-'   iGPM> 

Greenville  Clinic,  Greenville  27834 
W.  Banks  Anderson.  Jr.,  M.D.,32  iO  &  O) 

Duke  Univ.  Med.  Ctr.,  Durham  27706 
Edward  H.  Camp,  M.D.^  (S) 

Midway  Medical  Ctr..  Canton  28716 
Ted  D.  Scurletis,  M.D.,92  (Pd) 

517  Darmouth  Rd..  Raleigh  27609 
Annie  Louise  Wilkerson,  M.D.,92  iObG» 

100  S.  Boylan  Ave..  Raleigh  27603 
Caroline  H.  Callison,  M.D..82  iPH  &  E) 

Sampson  Co.  Health  Dept..  Clinton  28328 
Robert  L.  Rollins,  Jr.,  M.D.,92  (N  &  P> 

Dorothea  Dix  Hosp.,  Raleigh  27602 
Ira  E.  Bell.  M.D.,18  (R) 

18  13th  Ave..  NE.  Hickory  28601 
Arthur  E.  Davis,  Jr.,  M.D.,92  ipath> 

Rex  Hospital,  Raleigh  27605 
Kenneth  D.  Hall,  M.D.. ;-  <Anes» 

Duke  Univ.  Med.  Ctr..  Durham  27706 
Joseph  M.  Hitch.  M.D.,:i-  (D) 

415  Professional  Bldg..  Raleigh  27601 

48.  Committee  Advisory   to  Student  AMA  Chapters  in 
North  Carolina   (8)   II-9 

William  P.  J.  Peete,  M.D.,32  (Duke)  CHAIRMAN 
Duke  Univ.  Med  Ctr.,  Durham  27706 


Julv,  1968 


COMMITTEES  AND  ORGANIZATIONS 


313 


James  F.  Newsome,  M.D.,32  HJNC) 
CO-CHAIRMAN 

N.  C.  Memo.  Hosp..  Chapel  Hill  27514 
John  P.  Davis,  M.D.,34  (BG> 

Box  3199,  Winston-Salem  27102 
Julian  S.  Albergotti,  Jr..  M.D.su 

4101  Central  Ave.,  Charlotte  28205 
G.  Walker  Blair,  M.D.' 

711  Hermitage  Rd..  Burlington  27215 
J.  Ralph  Dunn,  Jr.,  M.D.33 

Tarboro  Clinic,  Tarboro  27886 
Joseph  A.  Isenhower,  M.D. is 

24  2nd  Ave.,  NE,  Hickory  28601 
Robert  H.  Shackelford,  M.D.96 

115  W.  Main  St.,  Mt.  Olive  28365 

49.  ad  hoc  Committee  Task  Force  on  Title  XIX  (SSA) 
(U)  IV-8 

George  W.  Paschal,  Jr..  M.D. ,92  CHAIRMAN 

1110  Wake  Forest  Rd.,  Raleigh  27604 
Edgar  T.  Beddingfield,  Jr.,  M.D.98 

Community  Clinic,  Stantonsburg  27883 
Bruce  B.  Blackmon,  M.D.43 

P.  O.  Box  8,  Buies  Creek  27506 
E.  Zeno  Edwards,  M.D.  23 

P.  O.  Box  1558,  Shelby  28150 
John  Glasson,  M.D.32 

306  S.  Gregson  St.,  Durham  27701 
Frank  W.  Jones,  M.D.18 

Rt.  3,  Westlake  Hills,  Newton  28658 
John  R.  Kernodle,  M.D.i 

Kernodle  Clinic,  Burlington  27215 
William  T.  MacLauchlin,  M.D.18 

Box  774,  Conover  28613 
D.  A.  McLaurin,  M.D.92 

Box  36,  Garner  27529 
Hubert  McN.  Poteat,  Jr.,  M.D."'' 

Box  88.  Smithfield  27577 
David  G.  Welton,  M.D.,60  (President!  'ex  officio' 

1012  Kings  Drive,  Charlotte  28207 

50.  Utilization  Committee  (10)  IV-9 

H.  Fleming  Fuller,  M.D, 54  CHAIRMAN 

Kinston  Clinic,  Kinston  28501 
Charles  P.  Adams,  M.D74 

1001  E.  4th  St..  Greenville  27834 
Roy  S.  Bigham,  Jr.,  M.D.6" 

1708  E.  4th  St.,  Charlotte  28204 
Andrew  J.  Dickerson,  M.D. 44 

1600  N.  Main  St.,  Waynesville  28786 
Horace  H.  Hodges.  M.D.6" 

1351  Durwood  Dr..  Charlotte  28204 
Glenn  C.  Newman,  M.D.82 

405  Cooper  Drive,  Clinton  28328 
William  J.  Senter,  M.D.92 

702  W.  Jones  St.,  Raleigh  27603 
Joe  M.  Van  Hoy.  M.D.eo 

806  Doctors  Bldg.,  Charlotte  28207 
George  F.  Verdone,  M.D.60 

1012  Kings  Drive,  Charlotte  28207 
Warner  Wells,  M.D.32 

N.  C.  Memo.  Hosp.,  Chapel  Hill  27514 


51. 


52. 


53. 


54. 


Committee  on  Relative  Value  Study   (17)  11-10 
Alfred  T.  Hamilton,  M.D.,92  <S>  CHAIRMAN 

239  Bryan  Bldg.,  Raleigh  27605 
William  T.  Berkeley,  Jr.,  M.D.,60  ,pi> 

1330  Scott  Ave.,  Charlotte  28204 
Everett  I.  Bugg,  Jr.,  M.D.,32  (Or) 

Broad  &  Englewood  Sts.,  Durham  27705 
Duwayne  G.  Gadd,  M.D..63  an 

Pinehurst  Surgical  Clinic,   Pinehurst  28674 
Horace  H.  Hodges,  M.D.,«"  (I) 

1351  Durwood  Dr.,  Charlotte  28204 
L.  B.  Holt,  M.D.,34  ,Oph) 

2240  Cloverdale  Ave.,  Winston-Salem  27103 
John  R.  Hoskins.  Ill,  M.D.,n  (Anesi 

140  W.  Doctors  Bldg.,  Asheville  28801 
Hunter  Jones,  M.D.,60  tObG) 

1012  Kings  Drive,  Charlotte  28207 
Arthur  E.  Davis.  Jr..  M.D.« 

Rex  Hosp.,  Raleigh  27605 
Hoke  S.  Nash.  Jr.,  M.D..  so  , otol > 

1600  E.  3rd  St.,  Charlotte  28204 
Charles  P.  Nicholson,  Jr.,  M.D.1"  < S > 

3108  Arendell  St..  Morehead  City  28557 
H.  Frank  Starr,  Jr.,  M.D.,41   iAdm) 

P.  O.  Box  20727,  Pilot  Life,  Greensboro  27420 
Walter  T.  Tice,  M.D.,41  d) 

624  Quaker  Lane,  High  Point  27262 
Bernard  A.  Wansker,  M.D.,60  iD> 

1331  Romany  Rd..  Charlotte  28204 
Roston  M.  Williamson,  M.D.,32  lObGi 

306  S.  Gregson  St.,  Durham  27701 
George  T.  Wolff.  M.D.,41   ,GP> 

1311  N.  Elm  St..  Greensboro  27401 
Ernest  B.  Spangler.  M.D.,41  i Ri 

3811  Henderson  Rd..  Greensboro  27410 
Advisors  To:  North  Carolina  Association  of  Medical 
Assistants   (2) 
Philip  Naumoff,  M.D.eo 

1012  Kings  Drive,  Charlotte  28207 
Hugh  E.  Tyner,  M.D.36 

815  W.  Mauney  Ave.,  Gastonia  28052 
Representative  On:   Governor's  Coordinating  Coun- 
cil  on   Aging    (1) 
Edgar  T.  Beddingfield,  Jr.,  M.D.98 

Community  Clinic.  Stantonsburg  27883  '  1969 ' 
Committee   on   Radiation    (1) 
Waldemar  C.  A.  Stembergh,  M.D.60 

Box  2554.  Charlotte  28201 


55.     Interagency  Medical  Claims  Review  Committee  (6) 

Alfred  T.  Hamilton.  M.D.,92  CHAIRMAN 

239  Bryan  Bldg..  Raleigh  27605 
William  T.  MacLauchlin,  M.D.18 

Box  774.  Conover  28613 
D.  A.  McLaurin.  M.D.92 

Box  36.  Garner  27529 
Frank  W.  Jones,  M.D.it> 

Rt.  3.  Westlake  Hills,  Newton  28658 
J.  Kempton  Jones,  M.D.32 

1001  S.  Hamilton  Rd.,  Chapel  Hill  27514 

Continued  on  page  322 
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Coming  Meetings 

Medical  Society  of  the  State  of  North  Carolina,  gen- 
eral  meeting   of   committees   and   commissioners — Mid 

Pines  Club,  Southern  Pines,  September  25-29. 

Nineteenth  Annual  Winston-Salem  Heart  Symposium 
—Robert  E.  Lee  Hotel,  Winston-Salem,  September  27. 

Eighth  Charlotte  Postgraduate  Seminar — Charlotte, 
October  2-3. 

North  Carolina  Academy  of  General  Practice  Meet- 
ing— Jack  Tar  Hotel,  Durham,  October  31— November 
2. 

North  Caro'ina  Chapter,  American  Academy  of  Pedia- 
trics, and  the  North  Carolina  Pediatric  Society — The 
Carolina,   Pinehurst,   November  22-23. 

Conference  on  Psychiatric  Emergencies  in  Private 
Medical  Practice,  sponsored  by  Cherry  Hospital  and 
the  Mental  Health  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina — Goldsboro  Motor  Hotel, 
Goldsboro,  November  7. 


News  Notes  from  the 
Duke  University  Medical  Center 

Many  former  students  and  associates  of  Dr.  Eugene 
A.  Stead,  Jr.,  a  professor  and  former  chairman  of 
the  Department  of  Medicine  at  Duke,  returned  to  the 
campus  June  7  and  8  for  a  Eugene  A.  Stead,  Jr. 
symposium.  The  symposium  included  scientific  ses- 
sions, with  participants  from  a  number  of  notable 
institutions  in  this  country  and  one  from  Oxford  Uni- 
versity in  England;  a  reception;  and  a  banquet. 

With  one  exception,  all  the  speakers  were  former 
students  or  associates  of  Dr.  Stead.  The  exception  was 
Dr.  Colin  M.  MacLeod,  vice-president  of  medical 
affairs  of  The  Commonwealth  Fund. 

Dr.  Stead  retired  as  chairman  of  the  Department 
of  Medicine,  a  position  he  had  held  for  20  years,  be- 
cause he  felt  the  job  should  pass  to  a  younger  man. 
"I'm  trying  to  do  less,"  he  admitted,  "but  it's  hard 
not  to  become  involved." 

During  a  typical  month  recently  he  was  at  Cape 
Kennedy  discussing  space  programs,  in  Washington 
working  with  National  Institutes  of  Health  people  on 
diet  and  heart  disease,  fund-raising  in  New  Jersey, 
spending  some  time  at  Duke  where  he  remains  a  pro- 
fessor, speaking  in  West  Virginia,  and  visiting  National 
Aeronautics  and  Space  Administration  laboratories  in 
California. 

At  the  same  time  the  American  Heart  Association 
appointed  him  chairman  of  its  15-member  ethics  com- 
mittee to  explore  the  moral  and  legal  implications  of 
heart  transplants  and  similar  operation.  In  addition, 
he  spends  about  a  third  of  his  time  now  in  a  New  York 
City  apartment  adjacent  to  the  Cornell  Medical  Cen- 
ter, where  he  is  a  visiting  professor. 

Looking  back  over  a  still-expanding  career  ihe 
won't  be  60  until  Oct.  6),  Dr.  Stead  said  recently, 
"I  really  have  done  what  I've  wanted  to  do.  I  wanted 


to  be  associated  with  a  major  medical  center.  I  wanted 
to  be  a  department  chairman.  I  wanted  to  make  an  im- 
pact on  men  and  watch  them  grow.  I  wanted  to  alter 
the  scene  by  altering  the  men  who  were  making  the 
scene. 

Dr.  Stead's  impact  on  the  changing  scene  by  mould- 
ing- men  was  attested  to  last  month  by  many  of  his 
former  students  and  associates  who  returned  to  the 
Duke  Medical  Center  to  do  him  honor. 

*  *    * 

Duke  University  has  received  two  grants  totaling 
$150,000  for  use  toward  construction  of  its  proposed 
Eye  Center  at  the  Duke  Medical  Center. 

The  latest  grants  included  $100,000  from  the  Seeing 
Eye  Foundation  of  Morristown.  N.  J.,  and  $50,000  from 
the  Kresge  Foundation  of  Detroit.  Mich.  Research  to 
Prevent  Blindness,  Inc.,  already  has  provided  funds 
to  help  finance  administrative  and  planning  work  in 
connection  with  the  center. 

The  $2.7  million  Eye  Center  for  clinical  ophthalmology 
and  research  will  be  designed  to  serve  the  entire  south- 
eastern United  States,  and  will  be  located  on  Erwin 
Road  opposite  the  Veterans  Administration  Hospital. 

Planners  including  Dr.  Joseph  A.  C.  Wadsworth, 
chairman  of  Duke's  Department  of  Ophthalmology,  be- 
lieve that  at  a  minimum  the  center  should  include  55 
beds  for  adult  patients  and  up  to  10  beds  for  children. 

No  definite  timetable  has  been  established  for  con- 
struction of  the  center. 

*  *    * 

Dr.  Myron  L.  Wolbarsht  has  accepted  the  position 
of  full-time  director  of  Duke  University's  Ophthalmic 
Research  Unit,  effective  this  month.  Before  coming 
to  Duke  he  was  head  of  the  biophysics  division  at  the 
Naval  Medical  Research  Institute  in  Bethesda,  Md. 

In  addition  to  the  research  directorship.  Dr.  Wol- 
barsht will  be  professor  of  ophthalmology  and  associate 
professor  of  physiology.  He  has  been  serving  as  a  con- 
sultant in  ophthalmology  at  Duke  since  last  year. 

Dr.  Wolbarsht's  principal  research  interests  involve 
the  sense  organs,  of  which  the  eye  is  the  most  com- 
plicated. To  study  the  eye.  he  works  with  goldfish, 
which,  he  explains,  have  about  the  same  mechanisms 
for  color  vision  as  human  beings.  In  his  study  of 
other  sensory  systems,  principally  taste  and  touch, 
he  works  primarily  with  insects,  including  the  common 
housefly. 

In  addition  to  his  work  for  the  Navy,  Dr.  Wolbarsht 
has  been  a  research  consultant  in  neurology  at  the 
York  i Pa.)  Hospital  since  1963.  Prior  to  that  he  worked 
in  research  at  the  University  of  Maryland  and  Johns 
Hopkins  University. 

A  native  of  Baltimore,  he  earned  his  bachelor's  de- 
gree in  liberal  arts  at  St.  Johns  College  in  Annapolis 
in  1950  and  his  Ph.D.  in  biophysics  at  Johns  Hopkins 

in  1958. 

*  *    * 

Dr.  Wolfgang  Karl  Joklik,  who  is  leaving  his  post 
as  professor  of  cell  biology  at  the  Albert  Einstein  Col- 
lege of  Medicine  in  New  York  City,  has  assumed  the 
duties  of  chairman  of  microbiology  and  immunology  at 
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Duke  University  Medical  Center.  He  succeeds  Dr.  Nor- 
man F.  Conant,  who  asked  to  be  relieved  of  his  ad- 
ministrative duties  to  devote  more  time  to  teaching 
and  research. 

Dr.  Joklik,  the  new  departmental  chairman  at 
Duke,  was  recently  elected  president  of  the  virology 
section  of  the  American  Society  for  Microbiology. 

*  *    * 

Dr.  Julian  M.  Ruffin,  professor  of  medicine  at  the 
Duke  University  Medical  Center,  has  received  the 
American  Gastroenterological  Association's  highest 
award,  the  Julius  Friedenwald  Medal. 

The  medal  has  been  presented  annually  since  1941 
to  persons  whose  significant  achievements  in  gastroen- 
terology have  contributed  outstanding  advances  to 
that  specialty,  which  deals  with  diseases  of  the  stomach 
and   intestinal  tract. 

Dr.  Ruffin  was  a  member  of  the  original  Duke  medi- 
cal faculty.  He  was  chief  of  gastroenterology  at  Duke 
from  1930-1966  and  was  director  of  the  Medical  Out- 
patient Department  until  1965. 

He  has  written  more  than  175  papers  and  sections  of 
books  dealing  with  a  wide  range  of  subjects  in  the  field 
of  gastroenterology.  Creation  of  the  gastroenterological 
section  of  the  Southern  Medical  Association  and  estab- 
lishment of  gastroenterology  as  a  subspecialty  in  the 
South  have  been  attributed  in  large  measure  to  his 
efforts. 

In  recognition  of  these  activities  and  of  Dr.  Ruffin's 
studies  on  deficiency  diseases  and  nutrition,  the  South- 
ern Medical  Association  last  year  honored  him  with  its 

Seale  Harris  Award. 

*  *    * 

Dr.  Glenn  R.  Cunningham  of  Oklahoma  City,  a  resi- 
dent in  medicine  at  Duke  University  Medical  Center, 
has  been  chosen  to  receive  Duke's  first  annual  Haskel 
Schiff  Award  in  Medicine. 

A  plaque  and  $100  cash  prize  will  be  presented  each 
year  in  memory  of  Dr.  Haskel  Schiff,  a  young  physician 
from  New  York  who  was  killed  on  Feb.  13,  1967.  in  an 
automobile  accident  while  serving  in  the  Army. 

Dr.  Schiff,  a  graduate  of  Colgate  University  and  the 
New  York  University  Medical  School,  came  to  Duke 
to  serve  his  internship  and  residency.  His  associates 
at  Duke  termed  him  "an  exemplary  medical  house  of- 
ficer who  was  admired  by  his  colleagues,  especially 
for  the  quiet,  efficient  and  intelligent  way  in  which  he 
conducted  himself  in  the  practice  of  clinical  medicine." 

*  *    * 

Dr.  Arvin  E.  Robinson,  chief  resident  in  radiology  at 
the  Duke  University  Medical  Center,  has  been  named 
by  the  National  Research  Council  to  receive  a  James 
Picker  Foundation  Fellowship  for  the  coming  year. 

His  is  one  of  the  foundation's  42  fellowships  and 
grants  awarded  internationally  this  year  and  valued 
at  approximately  $400,000.  The  Picker  Foundation,  in- 
corporated in  1947  in  New  York,  fosters  research  in  the 
field  of  radiology  and  nuclear  medicine. 

Under  the  fellowship  Dr.  Robinson  will  conduct  re- 
search at  Duke  in  pediatric  chest  diseases  in  colla- 
boration with  Dr.  M.  Paul  Capp,  associate  professor  of 


radiology,  and  Dr.  John  V.  Salzano,  associate  profes- 
sor of  physiology  and  pharmacology. 

Dr.    Robinson    also    holds    a    special    fellowship    in 
radiology  from  the  National  Institute  of  General  Medi- 
cal Sciences,  one  of  the  National  Institutes  of  Health 
*    *    * 

A  new  type  bed  featuring  a  water-filled  mattress  is 
now  in  use  at  Duke  University  Hospital.  The  mattress 
is  actually  a  thick  rectangular  block  of  polyurethane 
foam  that  is  cut  out  to  conform  to  the  general  contours 
of  the  human  body.  A  watertight  vinyl  bladder  is  placed 
in  the  hollowed  area  of  the  "mattress"  and  filled  with 
water. 

When  the  patient  lies  on  the  water  bed,  his  body 
weight  is  more  evenly  distributed  over  the  entire  sup- 
porting surface  than  if  he  were  lying  on  a  standard 
mattress.  This  reduces  pressure  at  any  specific  point  on 
the  body  and  thus  helps  to  reduce  the  incidence  of 
decubiti. 

The  bed  was  given  to  Duke  by  its  manufacturer,  the 
Medical  Products  Division  of  the  Scott  Paper  Co  It  is 
called  a  "total  floatation  therapy  unit." 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

The  National  Institute  of  Mental  Health  has  awarded 
$10,000  to  the  University  of  North  Carolina-Duke  Uni- 
versity Psychoanalytic  Institute  to  continue  its  psy- 
choanalytic training  program. 

The  new  grant  becomes  effective  July  1. 

Twenty-three  candidates  are  now  in  training,  six 
of  them  in  the  advanced  stages  of  the  program. 

Dr  Milton  L.  Miller,  UNC  psychiatrist,  is  director 
of  the  Institute.  Dr.  Bernard  Bressler  of  Duke  is  as- 
sistant director  and   Dr.   David  A.   Young  of  UNC  is 

secretary. 

*  *    * 

Dr.  Daniel  A.  Okun,  head  of  the  Department  of  En- 
vironmental Sciences  and  Engineering  at  the  School 
of  Public  Health,  has  been  elected  president  of  the 
UNC  Chapter  of  the  Sigma  Xi. 

Sigma  Xi  is  a  national  scientific  society  organized 
to  promote  excellence  in  research. 

He  succeeds  Dr.  Harold  G.  McCurdy,  Kenan  Profes- 
sor of  Psychology  and  Research  Professor  in  the  In- 
stitute for  Research  Social  Science. 

Other  new  officers  are:  vice  president.  Dr.  Claude 
Piantadosi,  School  of  Pharmacy:  secretary.  Dr.  Robert 
A.  Mah,  School  of  Public  Health:    and  treasurer.  Dr 

J    Frank  McCormick,  Department  of  Botany. 

*  *    * 

Graduation  ceremonies  were  held  on  May  31  for  four 
students  who  completed  a  course  for  operating  room 
technicians  at  N.  C.  Memorial  Hospital. 

The  course  requires  20  weeks,  the  first  10  weeks  in 
the  classroom  and  the  second  10  weeks  in  the  operating 
rooms  under  supervision  of  registered  nurse  instructors. 
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The  first  program  in  dentistry  in  the  United  States 
to  be  funded  under  the  federal  Regional  Medical  Pro- 
grams is  scheduled  to  begin  operation  in  North  Carolina 
on  July  1. 

The  program  will  be  based  at  the  University  of  North 
Carolina  School  of  Dentistry  and  will  be  conducted  in 
cooperation   with   the   state's   three   medical   schools. 

The    cost    for    the    first    three   years    will    be    about 

$230,000. 

*  *    * 

The  N.  C.  Heart  Association  awarded  $2,000  to  two 
UNC  physicians  for  research  aimed  at  finding  a  more 
objective  standard  by  which  to  select  patients  for 
heart   surgery. 

The  one-year  grant,  effective  July  1,  is  for  "a  phy- 
siological evaluation  of  patients  with  heart  disease  al 
varying  levels  of  exercise." 

Working  on  the  project  will  be  Dr.  William  P.  Hood 
Jr.,  a  research  fellow  in  medicine,  and  Dr.  Ellis  L. 
Rolett,  associate  professor  of  medicine. 

*  •    • 

It's  wrong  to  attach  a  '"poor-academic-risk"  label 
to  all  college  students  who  seek  psychiatric  treatment, 
two  UNC  psychiatrists  indicated  in  a  report  to  the 
American  Psychiatric  Association's  annual  meeting 
in  Boston. 

Students  treated  for  emotional  problems  seem  to  do 
as  well  academically  as  other  students,  according-  to  a 
study  by  Dr.  Myron  B.  Liptzin  and  Dr.  Clifford  B. 
Reifler  of  the  UNC  Student  Health  Service  and  the 
UNC  School  of  Medicine. 

In  fact,  their  study  suggested  that  students  who 
continue  their  studies  during  and  after  treatment  may 
even  do  better  than  other  students. 

*  *    * 

UNC  medical  scientists  are  searching  for  a  "mystery" 
chemical  which  may  be  the  key  to  understanding  the 
human  body's  rejection  of  transplanted  organs,  as  well 
as  holding  important  implications  for  the  field  of 
contracerjtion. 

Dr.  Jaroslav  F.  Hulka,  an  associate  professor  in  the 
departments  of  obstetrics  and  gynecology,  and  ma- 
ternal and  child  health,  and  associate  director  of  the 
Carolina  Population  Center,  is  investigating  the  mys- 
tery involved  in  a  pregnant  woman's  ability  to  tolerate 
a  genetically  foreign  organism  for  nine  months,  when 
by  all  laws  of  nature,  it  should  be  rejected. 

The  foreign  substance  under  scrutiny  is  the  tropho- 
blast  layer  of  the  placenta— the  cell  layer  responsible 
to.'  implantation,  establishment,  and  nutrition  of  the 
embryo.  Later,  the  trophoblast  separates  the  baby's 
blood  vessels  from  the  mother's  blood  in  the  placenta. 

*  *    * 

Dr.  George  P.  Hager,  dean  of  the  UNC  School  of 
Pharmacy,  has  been  selected  for  a  1968  American 
Pharmaceutical  Association  Research  Achievement 
Award. 

He  received  the  APHA  Foundation  Award  in  the 
Advancement  of  Pharmacy  at  the  association's  annual 
meeting  in  Miami  Beach. 


The  American  Fund  for  Dental  Education  has 
awarded  $6,600  to  the  UNC  School  of  Dentistry  to  help 
sponsor  a  national  conference  on  the  teaching  of  com- 
prehensive patient  care  in  dental  schools. 

All  dental  schools  in  the  U.  S.  and  Canada,  affiliated 
dental  organizations  and  federal  agencies  are  expected 
to  participate  in  the  conference. 

*  *    * 

Dr.  John  B.  Graham  has  been  appointed  to  the 
newly  created  position  of  coordinator  for  interdepart- 
mental graduate  programs  in  biology  at  UNC  in 
Chapel  Hill. 

He  is  a  pathologist  and  geneticist  at  the  UNC  School 
of  Medicine,  director  of  the  UNC  Genetics  Training 
Program,  and  former  chairman  of  the  Carolina  Popu- 
lation Center  here. 

*  *    * 

The  National  Institutes  of  Health  has  selected  two 
medical  specialists  at  the  UNC  School  of  Medicine  for 
Research  Career  Development  Awards. 

Dr.  Harold  J.  Fallon,  Jr.,  whose  interests  are  in 
liver  disease  and  fat  metabolism,  and  Dr.  Joseph  S. 
Pagano,  whose  interests  are  in  virology  and  infectious 
diseases,  are  the  recipients. 

Mental  health  scientists  attending  a  symposium  in 
late  May  compared  various  mental  diseases  and 
looked  for  common  genetic,  biochemical,  and  be- 
havioral factors. 

The  all-day  Symposium  on  the  Biological  Aspects  of 
Mental  Disease  was  sponsored  by  UNC's  Neurobiology 
Program  and  the  Research  Division  of  the  N.  C.  De- 
partment of  Mental  Health. 

With  a  single  exception,  all  the  scientific  speakers 
held  or  have  held  research  career  development  awards 

in  mental  health. 

*  *    * 

The  executive  committee  of  the  Milbank  Memorial 
Fund  at  a  meeting  in  New  York  City  approved  a 
$1,240  travel  grant  for  Dr.  Carl  B.  Lyle,  Jr.,  associate 
professor  of  medicine  and  assistant  director  of  the 
Division  of  Education  and  Research  in  Community 
Medical  Care  at  the  UNC  School  of  Medicine. 

The  travel  grant  will  be  used  to  help  defray  the 
costs  of  a  trip  to  the  United  Kingdom  to  talk  with 
medical  administrators,  practitioners  and  educators, 
and  to  study  the  role  of  the  teaching  hospital 

*  *    * 

Glen  A.  Hastings,  former  resident  of  North  Carolina 
and  a  1952  graduate  of  UNC  in  Chapel  Hill,  has  been 
appointed  president  of  the  Warner-Chilcott  Laboratories 
Division  of  Warner-Lambert  Pharmaceutical  Co. 

*  *    * 

Dr.  Charles  F.  Zukoski.  a  surgeon  at  Vanderbilt  Uni- 
versity School  of  Medicine  and  the  Veterans  Adminis- 
tration Hospital  in  Nashville,  Tenn.,  since  1961,  will 
join  the  UNC  School  of  Medicine  this  summer  as  as- 
sociate professor  of  surgery. 

He  will  develop  a  transplantation  biology  program 
at  the  medical  school.  His  major  research  interest  is 
in  organ  transplantation. 
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Dr.  Zukoski  graduated  from  the  Asheville  School 
for  Boys  in  1944  and  came  to  UNC  here  to  complete 
his  premedical  studies  in  1947.  He  was  awarded  his 
medical  degree  by  Harvard  University  in  1951. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  University 

The  Bowman  Gray  School  of  Medicine  recently  an- 
nounced the  establishment  of  a  cooperative  medical 
program  with  Kate  Bitting  Reynolds  Memorial  Hospital 
in  Winston-Salem.  The  Z.  Smith  Reynolds  Foundation 
has  awarded  a  $600,000  grant  to  the  hospital  to  support 
the  program  for  a  three-year  period. 

The  program  is  designed  to  strengthen  the  patient  - 
care  programs  of  Roynolds  Memorial  Hospital  through 
the  provision  of  medical  manpower  and  continuing  ed- 
ucation opportunities.  It  will  serve  as  a  vital  link  in  an 
overall  comprehensive  health  plan  for  the  indigent 
population  of  the  community. 

Top-level  physicians  will  be  selected  to  fill  positions 
as  chiefs  of  major  services  at  the  hospital.  These 
physicians  will  be  eligible  for  faculty  appointments  at 
the  medical  school.  The  hospital  also  will  serve  as  a 
training  site  for  residents,  interns,  medical  students, 
and  paramedical  students  from  the  medical  school. 

The  section  of  Winston-Salem  served  by  this  hospital 
has  a  population  of  48,000.  Twenty-six  physicians  prac- 
tice in  this  area,  resulting  in  a  ratio  of  approximately 
one  physician  per  1,850  persons.  Forsyth  County  has  a 
physician-patient  ratio  of  one  per  425,  and  the  national 
average  is  one  physician  per  722  patients. 

*  *    * 

The  North  Carolina  Department  of  Mental  Health 
and  the  three  university  medical  schools  in  the  state 
have  agreed  to  establish  a  cooperative  program  de- 
signed to  improve  mental  health  care  in  North  Caro- 
lina. Believed  to  be  the  first  of  its  kind  in  the  United 
States,  the  program  involves  the  psychiatry  depart- 
ments of  the  Bowman  Gray  School  of  Medicine,  Duke 
University,  and  the  University  of  North  Carolina  as 
well  as  the  schools  of  public  health  and  social  work 
at  UNC. 

Dr.  Richard  C.  Proctor,  professor  and  chairman  of 
the  Department  of  Psychiatry  at  Bowman  Gray  and 
one  of  the  signers  of  the  document  of  agreement,  said 
the  plan  includes  the  development  of  cooperative  pro- 
grams of  training,  research,  and  patient  care.  One  of 
the  first  tasks  will  be  to  initiate  an  intensive  survey  to 
determine  the  needs  for  a  strong  statewide  program. 

*  *    * 

Dr.  Courtland  H.  Davis.  Jr.,  professor  of  neuro- 
surgery, was  elected  president-elect  of  the  Neurosur- 
gical Society  of  America  at  the  21st  annual  meeting 
of  the  society  in  San  Francisco,  Calif. 

Dr.  Davis,  who  has  been  secretary  of  the  organiza- 
tion for  the  past  six  years,  will  be  installed  as  president 
in  1969.  He  will  suceed  Dr.  Frank  P.  Smith  of  Roches- 
ter, N.  Y. 


A  portrait  of  Dr.  Howard  H.  Bradshaw  recently  was 
presented  to  the  Bowman  Gray  School  of  Medicine. 
"in  recognition  of  his  outstanding  contributions  to  the 
institution  and  to  surgical  education  at  the  national 
and  international  levels.*' 

Dr.  Bradshaw  was  chairman  of  the  Department  of 
Surgery  at  the  medical  school  for  27  years.  He  re- 
linquished his  administrative  duties  July  1  but  will 
continue  as  professor  of  surgery. 

*  *    * 

Medical  students  at  the  Bowman  Gray  School  of 
Medicine  presented  Golden  Apple  Awards  for  excel- 
lence in  teaching  to  two  faculty  members  and  a  resi- 
dent May  31  at  the  school's  annual  awards  ceremony. 

Dr.  Timothy  C.  Pennell,  instructor  in  surgery,  re- 
ceived the  clinical  teaching  award.  Dr.  Robert  W. 
Prichard.  professor  of  pathology,  was  presented  the 
basic  sciences  teaching  award,  and  Dr.  Charles  F. 
Gilliam,    resident   in   pediatrics,   was   given   the   house 

staff  teaching  award. 

*  *    * 

James  L.  Self  of  Raleigh,  a  member  of  the  grad- 
uating class  of  the  Bowman  Gray  School  of  Medicine, 
was  presented  the  Outstanding  Senior  Reynolds 
Scholar  Award  recently  by  the  Z.  Smith  Reynolds 
Foundation. 

The  $1,000  award  is  presented  annually  to  the  out- 
standing Reynolds  Scholar  in  the  graduating  class. 

Self  also  was  the  recipient  of  the  Faculty  Award, 
the  highest  honor  that  can  be  bestowed  on  a  student 
by  the  faculty  of  the  medical  school. 

*  *    * 

Dr.  Henry  S.  Miller.  Jr..  associate  professor  of  medi- 
cine at  the  Bowman  Gray  School  of  Medicine,  was 
elected  president-elect  of  the  North  Carolina  Heart 
Association  at  the  19th  annual  meeting  of  the  or- 
ganization in  Winston-Salem. 

Dr.  Miller  and  six  other  members  of  the  faculty 
were  presented  awards  for  their  contributions  to  the 
heart  cause  in  North  Carolina.  Dr.  Robert  A.  Cordell. 
associate  professor  of  surgery  at  Bowman  Gray  and 
a  past  president  of  the  North  Carolina  Heart  Associa- 
tion, received  the  Silver  Medallion  Award,  the  highest 

honor  bestowed  by  the  association. 

*  *    * 

Dr.  Timothy  C.  Pennell.  instructor  in  surgery,  left 
the  medical  school  June  9  for  a  six-week  assignment 
in  Africa,  where  he  will  serve  as  visiting  lecturer  for 
the  Foreign  Mission  Board  of  the  Southern  Baptist 
Convention.  His  responsibilities  will  include  teaching 
in  mission  hospitals,  medical  centers,  and  government 
medical  schools:  participating  in  patient-care  pro- 
grams at  the  various  mission  hospitals  and  in  "bush" 
villages:  and  observing  first-hand  the  type  and  caliber 
of  missionary  medicine  being  offered. 

His  tour  will  take  him  to  Nigeria.  Kenya.  Tanzania. 

and  Israel. 

*  *    * 

The  senior  class  of  the  Bowman  Gray  School  of 
Medicine  dedicated  its  yearbook  to  Dr.  Donald  M. 
Hayes,  associate  professor  of  medicine.  In  making  the 
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dedication,  the  students  referred  to  Hayes  as  a  "gifted 
teacher  and  a  warm  friend  to  each  of  us." 

*  *    * 

Dr.  John  A.  Gergen,  associate  professor  of  phy- 
siology, is  the  recipient  of  the  Phi  Gamma  Sigma 
Award,  given  for  the  first  time  at  the  Bowman  Gray 
School  of  Medicine  for  "outstanding  contributions  to 
graduate  education  in  physiology." 

*  *    * 

Dr.  Howard  H.  Bradshaw.  professor  of  surgery,  was 
a  visiting  professor  of  surgery  at  the  University  of 
Vermont  College  of  Medicine  May  2-6.  He  spoke  on 
"Hyperparathyroidism"    and    "Portal    Hypertension." 

*  *    * 

Dr.  Carlos  E.  Rapela,  professor  of  physiology,  par- 
ticipated in  the  International  Symposium  on  Cerebro- 
spinal Fluid  and  Cerebral  Blood  Flow  May  9-11  in 
Lund.  Sweden,  and  Copenhagen,  Denmark.  He  pre- 
sented papers  on  "Autoregulation  of  Cerebral  Blood 
Flow  during  Hypercarbia  and  during  Hypercarbia  and 
Controlled  Hydrogen  Ion"  and  "Effect  of  Adenosine  on 
the  Canine  Cerebral  Vasculature." 

*  *    * 

Dr.  Quentin  N.  Myrvik,  professor  and  chairman  of 
the  Department  of  Microbiology,  presented  two  semi- 
nars May  14-15  on  "Mechanisms  of  Cellular  Immunity" 
at  the  Medical  College  of  Virginia,  where  he  was  the 
A.  S.  Williams  Visiting  Distinguished  Scholar. 

*  *    * 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
was  a  participant  in  a  conference  of  the  Sex  Information 
and  Education  Council  of  the  United  States  May  19 
in  Lake  Mohonk,  N.  J.  He  lectured  on  "Sex  Education 
in   the   Next   Ten   Years— Needs   and   Prospects."   Dr. 

Mace  is  president  of  SIECUS. 

*  *    * 

Dr.  Eben  Alexander,  professor  of  neurosurgery,  pre- 
sented papers  on  "Craniostenosis"  and  "Fracture  Dis- 
location of  the  Cervical  Spine"  May  11  during  the  an- 
nual  meeting  of   the   Florida   Medical   Association   in 

Hollywood  Beach,  Fla. 

*  *    * 

Dr.  John  R.  Ausband.  professor  of  otolaryngology, 
participated  in  a  symposium  on  Otolaryngology  for 
General  Practitioners  May  22-25  at  West  Virginia  Uni- 
versity School  of  Medicine.  He  spoke  on  "Bronchoe- 
sophagology." 


North  Carolina  Medical  Auxiliary 

The  Woman's  Auxiliary  to  the  Medical  Society  of 
the  State  of  North  Carolina  received  an  award  of 
merit  for  its  outstanding  efforts  in  the  American  Medi- 
cal Association  Education  and  Research  Foundation 
program  in  1967-1968.  -  The  presentation  was  made  in 
San  Francisco  during  the  Auxiliary's  45th  annual 
convention  in  June. 

The  North  Carolina  Auxiliary  had  the  greatest  per- 
cent of  increase  of  any  state  in  the  Southern  Region — 
64.07%  increase,  or  a  total  of  $3,990.00. 


The  entire  national  Auxiliary  contribution  was 
$357,374.78,  which  will  be  given  to  medical  schools  for 
unrestricted  use,  to  the  Institute  for  Biomedical  Re- 
search, and  to  the  student  loan  guarantee  fund.  The 
loan  fund  makes  possible  long-term  bank  loans  to  medi- 
cal students,  interns  and  residents,  with  no  payment 
due  on  either  principal  or  interest  until  five  months 
after  completion  of  all  training.  For  each  $100  con- 
tributed, $1,250  in  loans  is  made  available. 

The  1967-1968  Auxiliary  president  was  Mrs.  Eugene 
C.  Clayton,  Asheville.  Mrs.  John  L.  McCain,  Wilson, 
served  as  president-elect;  and  Mrs.  Scott  B.  Berkley, 
Goldsboro,  was  AMA-ERF  chairman. 


Regional  Rural  Health  Conference 

Two  statewide  health  planning  groups  reported  at 
a  Regional  Rural  Health  Conference  held  in  Wilson 
on  June  6.  The  Conference  heard  reports  from  the 
North  Carolina  Regional  Medical  Program  and  the 
Office  of  Comprehensive  Health  Planning  for  North 
Carolina.  Other  groups  reporting  included  the  Coastal 
Plains  Regional  Commission  and  the  Regional  Health 
Council   of  Eastern  Appalachia. 

The  day-long  Wilson  program  was  sponsored  by  the 
Medical  Society  of  the  State  of  North  Carolina  and  its 
Committee  on  Community  Health  I  Rural  &  Urban). 

Speakers  included  Dr.  Francis  L.  Land,  Department 
of  Health,  Education  and  Welfare,  Washington,  D.  C. 
and  Dr.  Edgar  T.  Bedding-field  of  Stantonsburg,  Presi- 
dent-Elect  of  the  State  Medical  Society. 


North  Carolina  Heart  Association 

The  Board  of  Directors  of  the  North  Carolina  Heart 
Association  meeting  in  Winston-Salem  on  May  29 
approved  the  proposed  budget  of  $122,500  for  research. 
These  funds  will  be  allocated  to  support  cardiovascular 
research  in  North  Carolina. 

In  addition  to  the  $122,500  Heart  Fund  dollars  desig- 
nated by  the  North  Carolina  Heart  Association,  addi- 
tional research  funds  from  the  American  Heart  Associa- 
tion will  also  be  used  in  North  Carolina. 

The  majority  of  the  funds  approved  by  the  Board  for 
research  will  be  awarded  in  Grants-In-Aid. 

The  Board  of  Directors  also  approved  a  change  in 
the  resarch  policy  of  the  North  Carolina  Heart  Associa- 
tion. Under  the  new  plan,  the  Heart  Association  will 
accept  applications  for  Grants-In-Aid  in  the  amount  of 
$2500  to  $4000.  In  the  past,  the  maximum  amount 
available  under  a  Grant-In-Aid  has  been  $2000. 

Also  receiving  Board  approval  were  the  Guiding 
Principles  in  Care  and  Use  of  Animals  as  approved  by 
the  Council  of  the  American  Physiological  Society. 
These  guidelines  are  designed  to  protect  animals  that 
are  used  in  laboratory  research  from  any  undue  dis- 
comfort. 


The  total  number  of  deaths  from  highway  accidents 
in  1967  was  300  below  the  number  killed  in  1966  and  the 
number  of  injuries  was  down  by  some  200,000. 
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North  Carolina  State  Board  of  Health 

Herbert  M.  Bateman  has  been  named  Chief.  Health 
Mobilization  Section.  Community  Health  Division,  State 
Board  of  Health,  according  to  an  announcement  by  Dr. 
Jacob  Koomen,  State  Health  Director.  This  position 
was  previously  held  by  Mr.  Samuel  J.  Hawkins,  whose 
retirement  became  effective  June  1,  1968. 

Mr.  Bateman  is  a  native  of  Plymouth  and  graduated 
from  the  University  of  North  Carolina  with  a  B.A. 
in  political  science.  After  service  with  the  United 
States  Navy  in  the  Pacific,  he  entered  the  Uinted  States 
Public  Health  Service  and  has  served  in  the  public 
health  field  since  that  time.  His  most  recent  position 
was  that  of  Chief.  Division  of  Emergency  Health 
Service,  Maryland  State  Department  of  Health. 


Charlotte  Community  Health 
Association 

The  program  of  the  Older  Persons  Center  operated 
by  the  Community  Health  Association  at  Edwin  Towers. 
Charlotte's  new  high-rise  apartment  for  the  elderly, 
was  featured  at  a  Conference  on  Extension  Program- 
ming in  Aging  held  May  22-23  at  the  Student  Union 
at  N.  C.  State  University  in  Raleigh. 

The  Charlotte  program  is  the  first  of  its  kind  in 
the  state.  The  Center  opened  on  October  1,  1967.  soon 
after  the  completion  of  the  high-rise  apartment  build- 
ing which  occupies  a  full  city  block,  in  downtown 
Charlotte. 

The  program  is  operated  with  funds  made  available 
from  the  annual  United  Appeal  and  a  special  three- 
year  grant  obtained  from  Older  Americans  Act  funds 
through  the  N.  C.  Governor's  Coordinating  Council  on 
Aging. 

Services  offered  at  the  center  include  counseling  for 
and  about  problems  of  older  persons,  classes  in  de- 
fensive driving,  crafts,  sewing,  public  affairs,  bingo 
parties,  and  dances.  It  is  utilized  by  all  of  the  agencies 
in  the  community  which  serve  the  elderly  and  serves 
as  a  planning  and  coordinating  center  in  addition  to 
providing  direct  services. 


American  College  of  Physicians 

The  American  College  of  Physicians  will  sponsor  33 
regional  scientific  meetings  during  the  coming  aca- 
demic year  for  internists  throughout  the  United 
States  and  Canada. 

The  regional  meetings,  which  started  in  North  Caro- 
lina in  1933.  serve  a  dual  purpose.  They  bring  new 
advances  in  medical  research  and  clinical  medicine 
from  major  research  centers  to  local  internists  un- 
able to  travel  extensively  because  of  their  practices: 
and  the>-  provide  a  means  for  uncovering  new  research 
and  clinical  talent  and  information  by  giving  young 
internists  a  chance  to  make  scientific  presentations. 

The  North  Carolina  regional  meeting  for  1968  will 
be  held  in  Greensboro,  Dec.  5-7.  For  information 
address  Dr.  Joseph  B.  Stevens.  1017  Professional  Vil- 
lage, Greensboro  27401. 


American  Heart  Association 

A  thorough  investigation  will  be  launched  by  the 
American  Heart  Association  into  the  scientific,  legal, 
and  ethical  problems  resulting  from  human  heart 
transplantation  in  order  to  develop  a  detailed  guide- 
line for  the  medical  profession  and  the  public.  This 
study  was  proposed  by  the  newly  named  Committee 
on  Ethics  of  the  Association,  the  chairman  of  which 
is  Dr.  Eugene  Stead  of  the  Duke  University  Medical 
Center. 

The  Ethics  Committee  expressed  its  approval  of  three 
basic  criteria  as  set  forth  recently  in  a  statement  on 
heart  transplantation  issued  by  the  Board  of  Medicine 
of  the  National  Academy  of  Science.  These  criteria  are 
summarized  as  follows: 

1.  Cardiac  transplantation,  as  a  therapeutic  trial, 
requires  careful  advance  formulation  of  an  overall 
plan  of  study,  including  provision  for  systematic 
follow-up  of  the  heart  recipient  throughout  his 
life-time. 

2.  Institutions  should  proceed  cautiously  and  permit 
the  performance  of  heart  transplantation  only 
when  the  surgical  team  can  meet  the  most 
stringent  and  exacting  criteria  of  technical  and 
scientific  cabability. 

3.  Meticulous  scientific  standards  must  be  set  for 
the  selection  of  donors  and  recipients,  which 
should  be  confirmed  by  "peer  groups"  of  phy- 
sicians and  scientists  not  directly  attached  to 
the  transplant  team. 

The  Committee  went  on  to  state  that  the  patients 
selected  as  heart  recipients  "must  be  in  a  hopeless 
state  after  all  other  forms  of  reasonably  indicated 
therapy  have  failed." 

Dr.  Lewis  E.  January.  Chairman  of  the  Heart  As- 
sociation's Committee  for  Medical  and  Community 
Program,  stated  that  the  American  Heart  Association 
has  the  mechanism  for  conducting  a  broad-scale  study 
and  plans  to  investigate,  with  the  assistance  of  the 
appropriate  scientific  councils  and  committees,  various 
aspects  of  the  problem. 


Council  of  Family  Health 

Austin  Smith.  M.D.,  board  chairman  and  president 
of  Parke,  Davis  &  Co.,  has  been  elected  to  the  board 
of  directors  of  the  Council  on  Family  Health. 

The  Council  is  a  non-profit  organization  sponsored 
as  a  public  service  by  members  of  the  drug  industry 
to  promote  home  safety  and  family  health.  The  elec- 
tion raises  the  board's  membership  to  11. 

Dr.  Smith  is  former  managing  published  and  editor 
of  the  Journal  of  the  American  Medical  Association, 
director  of  the  AMA's  Division  of  Therapy  and  Re- 
search, and  former  president  of  the  Pharmaceutical 
Manufacturers  Association. 


The  vice  monarch,  reckless  driving,  was  responsible 
for  approximately  15%  of  the  deaths  from  highway 
accidents  in  1967. 
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National  Institute  of  Allery  and 
Infectious  Diseases 

The  leaves  of  poison  ivy,  oak,  and  sumac  usually 
share  the  blame  for  causing  an  allergic  rash  and 
blisters  which  afflict  millions  of  Americans  during 
warm  weather.  Actually,  the  culprit  is  urushiol — an 
ingredient  found  in  the  sap  of  all  three  plants — 
according  to  a  new  folder  prepared  by  the  National 
Institute  of  Allergy  and  Infectious  Diseases   iNIAID). 

Urushiol  is  a  potent  substance  affecting  7  of  every 
10  persons  it  touches.  It  causes  an  allergic  contact 
dermatitis  of  a  severity  which  varies  with  individual 
sensitivity  and  amount  of  exposure.  As  with  all  aller- 
gies, it  is  not  known  why  some  people  react  to  urushiol 
while  others  do  not. 

Contact  with  urushiol  is  necessary  to  develop  an 
allergic  reaction.  Touching  a  plant  is  the  usual  method 
of  exposure.  Removing  all  urushiol  from  the  skin 
and  eliminating  indirect  contact  are  most  important 
therapeutic  procedures.  A  drying  lotion  usually  relieves 
the  rash  and  its  accompanying  itch,  although  a  par- 
ticularly susceptible  person  with  a  severe  reaction 
should,  of  course,  seek  a  physician's  care. 

The  new  folder  also  devotes  a  section  to  pointers  on 
how  to  recognize,  avoid,  and  eliminate  the  plants. 

Single  free  copies  of  "Poison  Ivy,  Oak,  and  Sumac'' 
Public  Health  Service  publication  No.  1723,  may  be  ob- 
tained from  the  Information  Office,  National  Institute 
of  Allergy  and  Infectious  Diseases,  Bethesda,  Md. 
20014.  Additional  copies  are  available  from  the  Super- 
intendent of  Documents,  U.  S.  Government  Printing 
Office,  Washington,  D.  C.  20402,  for  5  cents  each.  Bulk 
orders  are  $3.50  for  100  copies. 


Health  Service  and  Mental 
Health  Administration 

A  self -instruct  ion  publication  titled,  "Legal  Aspects 
of  PHS  Medical  Care— A  Programmed  Instruction 
Course,"  has  been  announced  by  the  Health  Services 
and  Mental  Health  Administration  of  the  Public  Health 
Service.  It  is  a  companion  piece  for  use  with  a  refer- 
ence booklet  by  the  same  title. 

The  material  is  intended  to  show  legal  obligations 
and  barriers  that  PHS  physicians  and  other  medical- 
health  personnel  face  when  they  treat  patients  in  facil- 
ities of  the  Public  Health  Service.  However,  non-Gov- 
ernmental medical  people  meet  many  of  the  same 
problems  in  the  private  practice  of  medicine.  The 
two  manuals  should  prove  helpful  to  physicians  gen- 
erally, administrators  of  all  medical  facilities,  nurses, 
other  providers  of  medical  care,  and  students  of  pub- 
lic health. 

Both  publications  are  on  sale  from  the  Superintendent 
of  Documents,  U.  S.  Government  Printing  Office.  Wash- 
ington. D.  C.  20402.  The  programmed  instruction  man- 
ual i  PHS  Publication  No.  1468-Ai  is  55  cents.  The  re- 
lated reference  booklet  'PHS  Publication  No.  1468)  is 
50  cents.  Single  free  copies  are  available  from  Public 
Inquiries  Branch,  U.  S.  Public  Health  Service,  Wash- 
ington, D.  C.  20201. 


Parsley 

(Continued  from  page  300) 
were  substandard,  or  when  customers  sent 
them  back  to  the  kitchen. 

Among  leaf  and  stem  vegetables,  parsley 
has  the  highest  content  of  vitamin  C,  potas- 
sium, and  fat,  all  by  quite  a  margin.  Having 
1'/'  fat,  it  also  has  the  highest  caloric  value 
of  its  group. 

Despite  all  the  various  uses  of  parsley 
down  through  the  years,  casual  observation 
shows  that  it  is  most  dearly  beloved  of 
fancy  cooks  as  an  ingredient  of  sauces,  just 
as  recommended  by  the  sages  of  Salerno. 
As  for  use  on  its  own,  most  diners-out  seem 
to  be  agreeing  with  the  Greek  view  holding 
it  sacred  to  oblivion  and  the  dead. 


The  Montk  in  Washington 

In  a  health  message  to  Congress,  Presi- 
dent Johnson  proposed  control  of  prices  of 
drugs  bought  for  government  programs  and 
asked  for  authority  for  the  Food  and  Drug 
Administration  to  publish  a  drug  compen- 
dium financed  by  drug  manufacturers.  He 
also  asked  for  more  money  for  health  man- 
power and  the  maternity  and  child  health 
programs. 

With  an  objective  of  lowering  costs,  he 
also  asked  for  authority  for  the  Health,  Ed- 
ucation, and  Welfare  Department  to  estab- 
lish new  formulas  for  reimbursement  of 
hospitals  and  physicians  under  medicare, 
medicaid  and  maternal  and  child  health  pro- 
grams. The  Social  Security  Administration 
immediately  announced  that  it  would  begin 
"an  experimental  program  to  find  methods 
of  reimbursing  hospitals  and  doctors  that 
will  have  built-in  incentives  to  efficiency 
and  economy. 

Under  medicare,  a  physician  now  is  reim- 
bursed on  the  basis  of  his  usual  and  cus- 
tomary fee  if  it  is  considered  reasonable. 

HEW  said  two  methods  of  reimbursement 
involving  physicians  that  might  be  tried 
are: 

— Group  practice  prepayment  plans  which 
offer  comprehensive  health  services  to 
their  members  could  be  reimbursed  on 
a  set  per  capita  rate  for  the  ensuing 
period. 
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— For  physicians'  services,  experimental 
bases  of  payment  might  be  a  single  fee 
related  to  total  illness  services  rather 
than  individual  fees  for  each  individual 
visit  and  individual  service,  agreed-upon 
fees  held  stable  for  specified  periods, 
fees  related  to  physician-time,  or  re- 
tainer or  per  capita  payments  per  year 
for  services  of  a  specified  kind. 
Commenting  on  Mr.  Johnson's  health  mes- 
sage. Dr.  Rouse  said : 

"There  is  great  need  for  expanded  health 
care  service  in  the  United  States.  Meeting 
this  need  requires  devoting  attention  to  all 
the  elements  involved  in  the  supply  of  re- 
sources and  manpower,  the  distribution  of 
health  care,  and  costs. 

"The  AMA  supports  private  and  govern- 
mental programs  that  help  those  who  need 
help.  Health  care  for  all  the  people  should 
be  expanded  in  an  orderly  way  so  resources 
and  needs  are  increased  together  and  at  com- 
parable rates  of  growth. 

"Government  can  and  should  support  the 
construction  and  renovation  of  hospitals 
and  extended  care  facilities,  and  together 
with  the  states  and  private  sources,  should 
promote  a  rapid  increase  in  medical  man- 
power. 

"As  for  drug  prices,  we  believe  that 
every  patient  should  be  able  to  buy  high 
quality  prescription  drugs  at  the  lowest 
possible  price.  The  way  to  accomplish  this 
is  to  promote  more  effective  price  compe- 
tition at  the  retail  level,  which  will  re- 
sult in  lower  prescription  drug  prices  for 
everyone.  This  should  be  the  thrust  of  gov- 
ernment programs — not  price  fixing  for  one 
group.  Everyone  should  be  encouraged  to 
be  more  price  conscious  in  buying  prescrip- 
tion drugs.  The  physician  should  include 
both  medical  and  price  considerations  in 
writing  prescriptions  and  the  patient  should 
patronize  that  pharmacy  that  can  furnish 
dependable  service  and  the  prescribed  prod- 
uct at  the  lowest  possible  price.  .  .  . 

"The  President's  message  contains  little 
essentially  new.  It  concentrates  again  on 
pouring  additional  millions  of  dollars  into 
a  health  care  system  that  is  already  facing 
requirements  well  beyond  what  it  can  now 
meet. 


"Government  expenditures  for  health 
care  should  be  moderated  during  this  period 
of  acute  shortage  to  control  rapidly  rising 
cost.  Government  can  be  most  helpful  by 
controlling  inflation  and  by  providing  tax 
dedications  and  credits  for  people  purchas- 
ing health  insurance.  .  .  . 

"The  physicians  of  this  country  will  wel- 
come a  genuine  partnership  in  health,  where 
the  federal  government  will  sincerely  and 
continually  seek  the  advice  and  active  colla- 
boration of  those  whose  special  services  lie  in 
medical  education  and  the  planning  and  pro- 
vision of  superior  quality  medical  care  for 

all  citizens." 

*     *     * 

The  Board  of  Medicine  of  the  National 
Academy  of  Sciences  stated  that  the  trans- 
plantation of  human  hearts  still  is  in  the  ex- 
perimental stage  and  proposed  three  guide- 
lines for  the  procedure. 

The  Board  said  human  cardiac  trans- 
plantation should  only  be  carried  out  in  in- 
stitutions in  which  these  three  criteria  can 
be  met: 

1.  The  transplant  teams  should  be  highly 
skilled  and  have  had  extensive  labora- 
tory experience. 

2.  The  work  should  be  carefully  planned, 
and  the  results  should  be  rapidly  com- 
municated to  others  in  the  field. 

3.  Both  the  teams  and  the  patients  should 

be  protected  by  "rigid  safeguards." 

*     *     * 

Sen.  Abraham  Ribicoff  (D.,  Conn),  chair- 
man of  the  subcommittee  holding  hearings  on 
health  care  costs,  said  that  the  emphasis 
now  should  be  on  more  immediate  solutions. 
He  said  that  his  experience  with  the  fight 
over  Medicare  had  convinced  him  that  it 
would  be  a  long  time  before  Congress  would 
accept  compulsory  national  health  insurance. 

He  said  that  the  first  week  of  the  hearings 
"made  clear  that  a  health  care  system  in 
America  must  include  everyone — public  and 
private  organizations,  insurance  companies, 
the  Blues,  the  voluntary  hospitals,  nursing 
homes,  medical  societies,  individual  private 
practitioners,  those  who  practice  medicine 
in  groups,  and  state,  local  and  federal  agen- 
cies." 
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Manufacturers  of  oral  contraceptives  are 
being  asked  by  the  Food  and  Drug  Adminis- 
tration to  revise  uniform  labeling  for  the 
products  to  reflect  findings  from  research  in 
Great  Britain  that  there  is  an  association 
between  the  use  of  oral  contraceptives  and 
thromboembolic  diseases. 

Dr.  Herbert  L.  Ley,  Jr,  director  of  the 
FDA's  Bureau  of  Medicine,  notifed  the  man- 
ufacturers of  the  the  publication  of  the  Brit- 
ish reports  in  the  April  27  issue  of  the  Brit- 
ish Medical  Journal.  He  called  the  companies 
to  a  Washington  meeting  for  discussion  of 
"prompt  revision  of  uniform  labeling." 

Proposed  labeling  changes,  based  on  pre- 
liminary results  and  unofficial  reports  of  the 
British  findings,  had  been  submitted  to  U.  S. 
manufacturers  by  the  FDA  last  month. 

The  proposed  new  FDA  labeling  would  re- 
flect the  findings  of  the  British  studies  and 
would  be  aimed  at  prescribing  physicians,  an 
FDA  spokesman  said. 

*    *   * 

A  check  is  being  made  to  determine  how 
many  alien  physicians,  dentists  and  "allied 
specialists'  are  now  subject  to  draft  laws. 
A  new  law  for  the  first  time  makes  aliens 
in  the  medical  and  dental  professions  sub- 
ject to  draft  up  to  age  of  35. 


Eighth    Edition    of    Merck    Index    Published 

The  Merck  Index,  an  encyclopedia  of  chemicals  and 
drugs  first  published  in  1889.  is  being  published  in  a 
new  Eighth  Edition  by  Merck  &  Co.,  Inc.,  Rahway, 
N.  J.  The  Seventh  Edition  was  published  in  1960. 

The  new  edition,  prepared  by  a  staff  headed  by 
Paul  G.  Stecher,  offers  descriptive  monographs  of 
more  than  9,500  chemicals  and  drugs  arranged  alpha- 
betically by  generic  or  nonproprietary  name,  and 
contains  2,000  new  entities.  They  are  illustrated  by 
nearly  5,000  chemical  structure  diagrams.  More  than 
4,800  of  the  monographs  contain  information  on  medical 
uses  and  toxicities  of  the  substances. 

In  addition  to  the  chemical  and  physical  properties 
of  compounds  listed  in  the  Monograph  Section,  the  In- 
dex includes  a  revised  Organic  Name  Reaction  Section, 
with  460  reactions,  nearly  all  of  which  are  illustrated; 
revised  tables  on  isotonic  solutions,  physical  properties 
and  medicinal  use  of  radioactive  isotopes,  and  revised 
Periodic  Table  of  Elements. 

The  Merck  Index,  Eighth  Edition,  may  be  ordered 
directly  from  technical  book  dealers  or  from  Merck  & 
Co.,  Inc..  Publications  Dept..  Rahway,  N.  J.  07065.  The 
selling  price  in  the  United  States  is  $15.00. 


Committees  and  Organizations 

(Continued  from  page  31S) 
H    Frank  Starr,  Jr.,  M.D.41 

P.  O    Box  20727.  Pilot  Life,  Greensboro  27420 

56.  ad  hoc  Committee  on  Podiatry  (3) 

Thomas  B.  Dameron,  Jr.,  M.D.,92  CHAIRMAN 

600  Wade  Ave.,  Raleigh  27605 
Roy  S.  Bigham,  Jr.,  M.D.so 

1708  E.  4th  St..  Charlotte  28204 
J.   Leonard  Goldner,  M.D.32 

Duke  Univ.  Med.  Ctr.,  Durham  27706 

57.  ad  hoc  Committee  on  Relationship  with  North  Caro- 
lina Blue  Cross  Blue  Shield.  Inc.  (9) 

John  S.  Rhodes,  M.D.,92  CHAIRMAN 

700  W.  Morgan  St.,  Raleigh  27603 
Thomas  L.  Dulin,  M.D.so 

200  Greenwich  Rd.,  Charlotte  28211 
Ladd  W.  Hamrick,  Jr.,  M.D.13 

14  Lake  Concord  Rd..  NE.  Concord  28025 
Harvey  C.  May,  M.D.so 

1524  Elizabeth  Ave.,  Charlotte  28204 
Samuel  D.  McPherson,  M.D.32 

1110  W.  Main  St..  Durham  27701 
Thomas  R.  Nichols,  M.D.12 

306-O  W.  Union  St.,  Morganton  28655 
George  W.  Paschal,  Jr..  M.D.92 

1110  Wake  Forest  Rd.,  Raleigh  27604 
William  H.  Sprunt,  III,  M.D.92 

2320  Ridge  Rd..  Raleigh  27609 
Charles  W.  Styron,  M.D.92 

615  St.  Mary's  St.,  Raleigh  27605 


Public  Health  Service  Announces  New  Film 

Is  health  care  in  the  United  States  the  best  in  the 
world  or  the  worst?  In  the  new  Public  Health  Service 
film,  "At  the  Crossroads."  Dr.  Martin  Cherkasky, 
Director  of  New  York  City"s  Montefiore  Hospital,  says 
it  is  both. 

Narrated  by  E.  G.  Marshall,  "At  the  Crossroads" 
probes  the  problems  most  U.  S.  communities  face  in 
making  adequate  health  care  accessible  to  all  its 
citizens. 

The  28-minute  color  film  was  shot  on  location  in  six 
major  cities  and  a  typical  rural  area,  taking  the  viewer 
on  a  guided  tour  of  the  urgent  problems  that  are  cur- 
rently under  investigation  by  the  federal  government 
and  private  health  organizations:  inadequate  clinics 
with  jammed  waiting  rooms,  overcrowded  hospitals 
with  incredibly  antiquated  facilities  and  equipment, 
and   drastic   shortages   of  health   manpower. 

"At  the  Crossroads"  also  shows  what  can  be  done 
about  these  problems— shows  dramatically  how  com- 
muinties  can  organize  to  remove  the  barriers  that 
keep  the  benefits  of  the  nation's  magnificent  research 
programs  from  reaching  many  members  of  our  com- 
munities. 

The  film  is  also  available  in  a  12-minute  version. 
Prints  may  be  borrowed  from  the  Information  Office, 
Room  303,  Division  of  Medical  Care  Administration, 
800  North  Quincy  Street,  Arlington,  Virginia  22203. 
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Robert  Foster  Young.  M.D. 

Dr.  Robert  Foster  Young  died  unexpectedly  on  Feb- 
ruary 21.  1968.  while  this  county  was  in  the  midst  of  a 
campaign  to  raise  funds  for  a  new  hospital.  The  loss 
to  this  county  is  irreplaceable.  Dr.  Young  was  known 
throughout  North  Carolina  as  the  best  health  officer  in 
this  state,  without  exception,  and  his  program  in  Hali- 
fax was  a  model  for  all  others  in  the  state.  It  goes 
without  saying  that  his  death  was  a  personal  loss  to  us 
as  well  as  a  professional  loss  to  the  whole  county. 

Dr.  Young  was  born  in  Hope.  Arkansas,  on  January 
27,  1909.  He  graduated  from  high  school  there  in  1927, 
received  his  B.A.  degree  from  Emory  University  in 
1933.  and  graduated  from  the  Emory  University  School 
of  Medicine  in  1937.  He  interned  at  Emory  Hospital 
from  July,  1937  to  June,  1938. 

He  attended  the  School  of  Public  Health  of  the  Uni- 
versity of  North  Carolina  on  three  occasions,  receiving 
a  master  of  public  health  degree  in  1948.  He  became  a 
diplomate  of  the  American  Board  of  Preventive  Medi- 
cine and  Public  Health  by  examination  in  1949. 

He  was  a  member  of  the  Halifax  County  Medical 
Society,  the  Medical  Society  of  the  State  of  North 
Carolina,  the  North  Carolina  Cabinet  of  Preventive 
Medicine  and  Public  Health  in  1956-1957. 

Dr.  Young  was  the  author  of  many  scientific  articles 
which  appeared  in  a  variety  of  magazines  and  journals. 

After    finishing    his    internship    in    1938.    Dr.    Young 


served  in  various  capacities  in  Georgia.  Florida.  Texas, 
and  North  Carolina.  He  was  assistant  health  officer  in 
Cabarras  County  in  1939.  and  was  public  health  director 
of  Halifax  County  from  1940  to  1942.  He  later  worked  in 
several  capacities  with  the  North  Carolina  State  Board 
of  Health  and  for  a  period  of  several  months  engaged 
in  private  practice  in  Cliffside.  In  1946  he  returned  to 
Halifax  County  where  he  remained  until  his  death. 

During  this  latter  period  he  built  the  Halifax  County 
Health  Department  into  one  of  the  most  outstanding 
departments  in  the  state — one  which  was  used  as  a 
training  base  for  a  variety  of  health  personnel  over 
a  period  of  years.  He  traveled  extensively  over  this 
country  and  abroad  in  his  capacity  as  a  health  officer, 
teaching  the  benefits  of  public  health  as  applied  to  a 
small,  rural  county  in  North  Carolina.  His  work  in 
tuberculosis  control  was  outstanding. 

In  private  life  he  was  a  devoted  husband  and  father. 
He  seized  every  opportunity  to  visit  the  children  after 
they  were  grown  and  married,  and  took  a  warm  in- 
terest in  each  grandchild  as  it  came  along.  He  had 
five  grandchildren  at  the  time  of  his  death,  and  nothing 
pleased  him  more  than  to  have  his  entire  family  with 
him.  He  had  no  particular  hobbies  except  his  family 
and  an  occasional  fishing  trip,  but  he  was  an  ex- 
tremely well-rounded  man,  and  one  that  the  county 
will  miss  for  many  years. 

T.  J.  Taylor,  M.D. 


From  the  First  Family 
of  Tetracycline-  ^' 

One  of  the  31  useful  dosage  forms 
in  the  ACHRO  Family 
ACHROSTATIN  V  Capsules 

Tetracycline  HC1  250  mg  /Nystatin  250,000  units 


The  lowest  priced 

tetracycline-nystatin 

combination 


ACHROSTATIN^ 

WJuoum  hci  :  ■ 
•*  vrsiAi 
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Internist,  broad  experience  and  background,  interested 
salaried  position  regular  hours  without  compulsory 
age  retirement  not  necessarily  internal  medicine. 
Preferably  but  not  necessarily  optional  pension  after 
10  years.  Write  25-3  P.  0.  Box  790.  Raleigh,  N.  C.    J 

"General  Practitioner  for  Minor  surgery  and  obstetrics 
in  ideal  small  city  in  North  Carolina.  Good  schools 
and  recreational  facilities.  Will  give  free  office  space 
until  practice  is  established."  Write  Box  790,  North 
Carolina  Medical  Jrl.,  Raleigh.  N.  C.  27602  J 

Staff  Physician — 3  vacancies  on  psychiatric,  alcoholic, 
or  geriatric  and  nursing  care  services.  Salary  range 
$12,000-$21,000  with  state  fringe  benefits.  Contact  R.  L. 
Rollins,  Jr.,  M.D.,  Superintendent,  Dorothea  Dix  Hos- 
pital, Raleigh,  North  Carolina.  JASOND 

Doctors  Office  and  Practice:  Adequate  for  2  G.P.'s  or 
internists.  Excellent  building,  C.A.C.  and  C.  Heat; 
Fully  equipped,  including  furnishings  and  records. 
Long  established  practice,  free — Building  for  Sale  or 
Rent  very  reasonable  —  Leaving,  account  health. 
Reply:  James  W  .Hayes,  M.D.,  605  S.  Main  St.,  Fair- 
mont, N.  C.  28340:  or  phone  803-782-2945,  Columbia, 
South   Carolina.  JA 

PHYSICIANS  WANTED:  Positions  are  available  for 
Psychiatrists,  Generalists,  Internists,  and  General 
Surgeons  in  a  2300  bed  psychiatric  hospital.  Emphasis 
on  community  outreach.  Salaries  open  and  competi- 
tive. Benefits  include  a  40-hour  work  week:  3  weeks 
vacation;  10  days  accumulative  sick  leave;  10  paid 
holidays;  liberal  retirement  and  disability  benefits. 
Conveniently  located  in  a  progressive,  small  city  28 
miles  south  of  the  Blue  Ridge  Parkway.  Close  to 
large  shopping  areas.  Contact:  J.  Iverson  Riddle, 
M.D.,  Superintendent,  Broughton  Hospital,  Morgan- 
ton,  N.   C.  28655  MJJ 

Partner  urgently  needed  to  associate  with  37  year  old 
G.P.  to  replace  partner  leaving  the  state.  Very  busy 
dual  practice  in  North  Carolina's  largest  city.  Ex- 
cellent hospital  and  office  facilities.  Fine  medical 
community.  Exceptional  financial  opportunity.  Hos- 
pital privileges  require  one  year  any  type  residency. 
Reply:  C.  O.  Chrysler,  3319  Gresham  Place,  Charlotte, 
North   Carolina.   28211  TF 


WANTED  NOW!  General  Practitioner  at  Stanleyville, 
(One  mile  North  of  Winston-Salem,  N.  C.)  Office 
space  now  available.  Call  722-6403  or  377-2244,  Martin 
Wall.  Rent  free  first  six  months.  JJA 

"Pediatrician  wanted  for  association  with  two  board 
certified  peditricians  in  their  early  40's.  Salary  first 
year  then  partnership.  Practice  is  in  Piedmont  sec- 
tion in  a  growing  active  community  of  50,000,  twenty- 
five  minutes  from  downtown  Charlotte.  Reply  to 
Garard  Marder,  M.D.,  and  Robert  E.  Chambers, 
M.D.,  224  New  Hope  Rd.,  Gastonia,  N.  C.  28052."  JSN 

PHYSICIANS  WANTED  full  time  Emergency  Room 
practice.  5  man  group,  380  bed.  general  hospital. 
Income  from  professional  fees  with  a  guaranteed 
minimum  of  $20,000  per  year.  Average  40  hour  week 
with  ample  vacation  time.  Contact  W.  A.  Robie, 
M.D.  D.M.E..  WAKE  COUNTY  HOSPITAL  SYSTEM, 
RALEIGH,    N.    C.  JAS 

NEW  APPROACH  to  psychiatric  residency  training. 
Bowman  Gray  School  of  Medicine.  Complete  Board- 
accredited,  3-year,  eclectic  program,  designed  to 
meet  the  needs  of  modern  psychiatry.  Structured  to 
prepare  the  resident  to  manage  competently  any  type 
of  problem  he  may  face  as  a  general  psychiatrist. 
Stipends  to  $12,000.  Apply  to  Richard  Proctor,  M.D., 
Chairman,  Department  of  Psychiatry,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  University,  Win- 
ston-Salem, N.  C.  JAS 

PHYSICIANS  WANTED  for  four  man  group  emergency 
room  coverage.  250  bed  hospital  expanding  to  375  beds. 
Guaranteed  minimum  income  $24,000  annually,  42 
hour  work  week,  30  days  vacation  annually,  with 
hospital  providing  relief  for  vacation  period.  Contact 
Administrator  High  Point  Memorial  Hospital.  High 
Point,  N.  C.  JJA 

Associate  urgently  needed  to  associate  with  30  year 
old  G.P.  to  replace  drafted  partner.  Very  busy  dual 
practice  in  greater  Hickory  area.  Excellent  hospital 
and  office  facilities.  Fine  medical  community.  Top 
salary  followed  by  full  association  in  one  year.  Reply: 
J.  M.  Ross,  M.D.,  P.  O.  Box  508,  Claremont,  N.  C. 
28610.  J 


Winston-Salem        Greensboro 
*      •      *  F 


Raleigh 


Charlotte, 


MATERNAL    DEATHS    REPORTED    IN    NORTH   CAROLINA 
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Each    dot  represents   one   death 


jet's  be  specific  about  Campbell's  Soups... 

and  Aedacma  dk& 


There  are  more  than  30  million  people  in  America  who  are  overweight. 
During  the  next  year,  you  probably  will  see  more  than  1,000  of  them  in 
your  own  practice. 

One  good  way  to  help  these  patients  is  to  give  them  a  reducing  diet 
based  on  ordinary  eating  patterns. 

Campbell  has  prepared  a  sensible  plan  for  weight  control  based  on 
ordinary  eating  patterns.  The  plan  consists  of  a  patient  in- 
struction booklet  and  a  set  of  menus  which  provide  approxi- 
mately 1,200  calories  daily.  The  menus  are  balanced  to 
provide  the  minimum  daily  requirements  of  nutrients. 

To  obtain  a  supply  for  your  office  write  to : 
Campbell  Soup  Company,  Box  265.  Camden,  N.J.  08101 
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[Flagyl 

rand  of 

metronidazole 

brings 

!  clinical  cures 

microscopic  cures 

culture  cures 


tablets/ inserts 


or  the  most  widespread  form  of  vagi- 
itis  the  most  widely  successful  thera- 
eutic  agent,  Flagyl,  is  clearly  indi- 
ated. 

In  trichomonal  vaginitis,  most  physi- 
ians  have  reported  a  cure-rate  of  95 
er  cent  or  more  with  Flagyl  when  in- 
scted  male  partners  are  treated  con- 
urrently  and  when  treatment  is 
speated  for  occasional  refractory  in- 

ctions  in  women. 

Among  the  few  patients  who  do  not 
sspond  to  Flagyl  are  those  who  may 
ot  have  taken  the  prescribed  dosage 
nd  those  who  may  have  been  rein- 
scted. 

This  high  rate  of  cure  obtained  with 
lagyl  is  unparalleled.  Only  systemi- 
ally  active  Flagyl  reaches  the  hidden 
sservoirs  of  reinfection  in  male  and 
5male  genitourinary  tracts. 

idications:  Flagyl  is  indicated  only  in  the 
eatment  of  trichomoniasis  in  both  the  male 
ad  female. 

ontraindications:  Pregnancy;  disease  of  the 
mtral  nervous  system;  evidence  or  history  of 
lood  dyscrasia. 

recaution:  Complete  blood  cell  counts  should 
i  made  before,  during  and  after  therapy,  es- 
2cially  if  a  second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1  per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A  vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 


SEARLE 


Research  in  the  Service  of  Medicine 


a  comprehensive  hematinic 


S^TS 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 150       mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin    7.5  meg. 

(The  total  vitamin  B,i  activity  In  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 
15  micrograms) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110      mg. 

Ascorbic  Acid  (Vitamin  C) 75       mg. 

Folic  Acid 1       mg. 

Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a  multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a  manifestation  that  requires  appropn. 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequs 
vitamin  B,i  therapy  may  result  in  hematologic  remission  but  n* 
rological  progression.  Adequate  doses  of  vitamin  B12  (parentei; 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematii 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,! 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistart 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potent, 
tion  of  absorption  of  physiological  doses  of  vitamin  Bu.  If  resit 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-call; 
massive  doses  of  vitamin  B12,  may  be  necessary.  No  single  re 
men  fits  all  cases,  and  the  status  of  the  patient  observed  I 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periot 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  mu  Itil actor  hematinic 


* 


\(C 


% 
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Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 


y  tion  syndromes. 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


nical  and  laboratory  studies  are  considered  essential  and  are 
commended. 

.Iverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 

toduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
tion.  Reducing  the  dose  and  administering  it  with  meals  will 

'nimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 

lowed  oral  administration  of  liver-stomach  material.  Instances 

■  apparent  allergic  sensitization  have  also  been  reported  after 

lal  administration  of  folic  acid. 

>sage:  One  Pulvule  twice  a  day.  (Two  Pulvules  daily  produce  a 
:*ndard  response  in  the  average  uncomplicated  case  of  perni- 
':)us  anemia.) 

iw  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
jrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [oa^s] 


Additional  information 

available  to  physicians 

upon  request. 

Eli  Lilly  and  Company, 

Indianapolis,  Indiana  46206. 


Tower 
of  Babble 


Are  your  patients  confused  by  ad  claims? 
by  shapes  and  sizes?  by  strange- 
sounding  ingredients? 
When  they  need  fast 
relief  from  pain,  you 
can  reassure  them  that 
aspirin  is  still  the 
strongest  analgesic  they 
can  buy  without  your 
prescription.  And 
Bayer  is  100%  aspirin. 
No  wonder  Bayer  works  wonders. 


solved 


aluminum  and     ^K      magnesium  hydroxides  plus  simethicone 

'will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.I.  gas  distress. 

"will  this  one  taste  O.  K.?" 

The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a  total  of  20,459 
documented  days  of  therapy.*    *Danhof.  i.  e.:  Report  on  me. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


I  Stuart  I 

\  /  Division/Pasadena,  Calif. 

ATLAS  CHEMICAL  INDUSTRIES,  INC. 


ou  hear  ♦ ♦ 


OMNI*TUSSs     bd.d. 


.  .  .  because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 
The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a  unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8  to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 
Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


'Omni  Tuss'  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5  mg. 
phenyltoloxamine,  3  mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 
Available  on  prescription  only.  Class  X  exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1  teaspoonful  (5  cc.)  ql2h. 
Children  (6-12 years):  lA  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  &  Tiernan  Inc.,  Rochester,  N.Y. 
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Some  U.R.I,  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine* 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride,  25  mg.:  and  chlorpheniramine  maleate. 
4  mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine  hydrochloride,  40  mg.;  chlorpheniramine 
maleate,  8  mg.;  and  acetaminophen.  500  mg. 


Whether   you    prescribe    Novahistine    LP   or    Novahistine 

Singlet,   a  total   daily  dose   of   3   or   4   tablets  will   usually 

provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 

mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company. 
Indianapolis 


"Nothing  else  I've  tried  seems  to  work,  so  I  decided  to  give  you  a  crack  at  it. 
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"Everything  looks  fine, 
but  we  should  do  something  about  that  extra  weight  you're  putting  on. 


July,  1968 


ADVERTISEMENTS 


XLIX 


Get  them  while 
they're  easily  reversible. 

Obesity  doesn't  happen  suddenly.  This  insidious  process  has  its  beginning— and  the 
chances  of  reversing  it  are  better— during  the  first  10  to  15  pounds  of  weight  gain. 
When  a  new  dietary  pattern  must  be  established,  consider  the  adjunctive  use  of 
BAMADEX  SEQUELS.  Combining  the  proven  anorexigenic  action  of  d-ampheta- 
mine  with  the  tranquilizing  effect  of  meprobamate,  BAMADEX  SEQUELS  controls 
appetite  throughout  the  day,  usually  with  a  single  capsule  daiiy. 


Contraindications:  Dextroamphetamine  sulfate:  In 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextroamphetamine  sulfate:  Excessive  use  by 
unstable  individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence  on  the  drug. 
Where  excessive  dosage  has  continued  for  weeks 
or  months,  reduce  dosage  gradually.  Sudden  with- 
drawal may  precipitate  recurrence  of  preexisting 
symptoms  such  as  anxiety,  anorexia,  or  insomnia; 
or  withdrawal  reactions  such  as  vomiting,  ataxia, 
tremors,  muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dosage  and  avoid 
operation  of  motor  vehicles,  machinery  or  other 
activity  requiring  alertness.  Effects  of  excessive  al- 
cohol consumption  may  be  increased  by  meproba- 
mate. Appropriate  caution  is  recommended  with 
patients  prone  to  excessive  drinking.  In  patients 
prone  to  both  petit  and  grand  mal  epilepsy  mepro- 
bamate may  precipitate  grand  mal  attacks.  Pre- 
scribe cautiously  and  in  small  quantities  to  patients 


with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitabil- 
ity, and  increased  motor  activity  are  common  and 
ordinarily  mild  side  effects.  Confusion,  anxiety, 
aggressiveness,  increased  libido,  and  hallucina- 
tions have  also  been  observed,  especially  in  men- 
tally ill  patients.  Rebound  fatigue  and  depression 
may  follow  central  stimulation.  Other  effects  may 
include  dry  mouth,  anorexia,  nausea,  vomiting, 
diarrhea,  and  increased  cardiovascular  reactivity. 
Meprobamate:  Drowsiness  may  occur  and  can 
be  associated  with  ataxia;  the  symptom  can  usu- 
ally be  controlled  by  decreasing  the  dose,  or  by 
concomitant  administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapular 
rash,  acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever,  transient  leukopenia.  A  case  of  fatal  bullous 
dermatitis,  following  administration  of  meproba- 
mate and  prednisolone,  has  been  reported.  Hyper- 
sensitivity has  produced  fever,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypoten- 
sive crises  (1  fatal  case),  anuria,  stomatitis,  proc- 
titis (1  case),  anaphylaxis,  agranulocytosis  and 
thrombocytopenic  purpura,  and  a  fatal  instance  of 
aplastic  anemia,  but  only  when  other  drugs  known 
to  elicit  these  conditions  were  given  concomitantly. 
Fast  EEG  activity,  usually  after  excessive  dosage. 
Impairment  of  visual  accommodation.  Massive 
overdosage  may  produce  drowsiness,  lethargy,  stu- 
por, ataxia,  coma,  shock,  vascmctcr  and  respira- 
tory collapse. 


Bamadex  Sequels 


Dextroamphetamine  Sulfate  (15  mg.) 
with  Meprobamate  (300  mg.) 


Sustained  Release  Capsules 


LEDERLE  LABORATORIES 

A  Division  of  American  Cyanamid  Company 

Pearl  River,  New  York 
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When  asthmatic 

bronchitis 

is  complicated 

by  an  "epicurean  taste" 


Prescribe   ELIXOPHYLLIN®-KI.    It 

pleasant  fruit-flavored  vehicle  disguise 
the  bitter  taste  of  potassium  iodide.  More 
over,  ELIXOPHYLLIN-KI  won't  mak 
young  patients  jittery  or  keep  them  awak 
at  night.  Unlike  most  bronchodilators 
ELIXOPHYLLIN-KI  does  not  contai 
ephedrine-like  drugs.  Other  advantages 
rapid  and  sustained  bronchodilation 
convenient,  adjustable  dosage;  less  ris 
of  gastric  upset.  ELIXOPHYLLIN-K 
contains  free  and  soluble  theophylline 
which  is  so  quickly  absorbed  that  gastri 
irritation  is  rarely  a  problem. 

Pediatric  dosage:  0.2  ml.  per  pound  o 
body  weight  on  arising;  at  3  P.M.;  and  o 
retiring.  Adjust  dosage  to  patient  response 

CAUTION :  Do  not  use  other  xanthin 
preparations  concurrently.  In  sorr 
patients  prolonged  use  of  iodides  can  lea 
to  hypothyroidism. 

Contraindicated  in  patients  with  hype 
thyroidism  or  known  sensitivity  to  iodide: 
May  be  contraindicated  in  peptic  ulce 

Side  effects  include  possible  erythenu 
slight  rhinitis,  mild  sore  throat.  If  thes 
symptoms  develop,  discontinue  use. 

ELIXOPHYLLIN-K 

Each  15  ml.  contains:  theophylline  (anhydroui 
80  mg.,  potassium  iodide  130  mg.,  alcohol  10"/ 

SHERMAN 

LABORATORIES,  INC. 

Detroit.  Michigan  <3B211 
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He  is  elderly, 

he  is  on  corticosteroids, 

when  he  needs  an  antibiotic 

he  may  be  a  candidate  for 

DECLOSTATIN  300 


Demelhylchlorlf Iracycline  HC1 300  rag 
and  Nystatin  500,000  units 
CAPSULE-SHAPED  TABLETS  Lederle 


b.i.d. 


guard  susceptible  patients  against  intestinal  monilial  over- 
wth  during  broad-spectrum  therapy  — the  protection  of 
itatin  is  combined  with  demethylchlortetracycline  in 
GLOSTATIN. 

'or  your  susceptible  candidates,  prescribe  DECLOSTATIN 
id  broad-spectrum  therapy  that  prevents  monilial 
rgrowth. 

traindication:  History  of  hypersensitivity  to  demethylchlortetracy- 


'.  or  nystatin. 

ning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  accumu- 
■n  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
indicated,  and,  if  therapy  is  prolonged,  serum  level  determinations 
be  advisable.  A  photodynamic  reaction  to  natural  or  artificial  sun- 
:  has  been  observed.  Small  amounts  of  drug  and  short  exposure  may 
luce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
la  to  severe  skin  manifestations.  In  a  smaller  proportion,  photo- 
gic  reactions  have  been  reported.  Patients  should  avoid  direct 
'sure  to  sunlight  and  discontinue  drug  at  the  first  evidence  of  skin 
imfort.  Necessary  subsequent  courses  of  treatment  with  tetracy- 
'S  should  be  carefully  observed. 
autions:  Overgrowth  of  nonsusceptible  organisms  may  occur.  Con- 


stant observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.         ' 

In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon 
cessation  of  treatment. 

Side  Effects:  Gastrointestinal  system— anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis,  pruritus  ani.  Skin— niaculopap- 
ular  and  erythematous  rashes;  a  rare  case  of  exfoliative  dermatitis  has 
been  reported.  Photosensitivity:  onycholysis  and  discoloration  of  the 
nails  (rare).  Kidney— rise  in  BUN,  apparently  dose  related.  Transienlj 
increase  in  urinary  output,  sometimes  accompanied  by  thirst  (rare)J 
Hypersensitivity  reactions— urticaria,  angioneurotic  edema,  anaphylaxis] 
Teeth— dental  staining  (yellow-brown)  in  children  of  mothers  given  th 
drug  during  the  latter  half  of  pregnancy,  and  in  children  given  the  i 
during  the  neonatal  period,  infancy  and  early  childhood.  Enamel  hypol 
plasia  has  been  seen  in  a  few  children.  If  adverse  reaction  or  idiosynl 
crasy  occurs,  discontinue  medication  and  institute  appropriate  therapy.) 
Average  Adult  Daily  Dosage:  150  mg  ij.i.d.  or  300  mg  b.i.d.  Should 
given  1  hour  before  or  2  hours  after  meals,  since  absorption  is  impaired 
by  the  concomitant  administration  of  high  calcium  content  drugs,  foodi 
and  some  dairy  products.  Treatment  of  streptococcal  infections  sho 
continue  for  10  days,  even  though  symptoms  have  subsided. 

LEDERLE  LABORATORIES,  A  Division  of  American  Cyanamid  Compj 
Pearl  RiverjNew  York 


bronchodilation  in  asthma... without  "jitters" 

Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN- never  did.  So,  ELIXOPHYLLIN 

will  not  cause  nervousness,  palpitations,  insomnia,  or  other  undesirable  side  effects  of  ephedrine-like  products. 

Other  advantages  of  ELIXOPHYLLIN:  rapid  and  sustained  bronchodilation  •  convenient,  adjustable  dosage 

•  h)  poallergenic  •  adrenergic  abuse  eliminated. 

ELIXOPHYLLIN  is  theophylline  in  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption  with 

less  risk  of  gastric  irritation. 

Adult  maintenance  dosage  in  bronchial  asthma:  one  ounce  (30  ml.  I  t.i.d.  on  arising,  at  3  P.M.,  and  on  retiring. 

Adjust  dosage  to  patient  response.  This  average  dosage  provides  -_-.-_-   TimrkTTI  7"T  T  TTVT* 

continuous   bronchodilation.   Do  not  administer  other  xanthine  wi   I     I  JUl    IK^I- 1  \  I  j|  jl  I  1 

preparations  concurrentlv.  Mav  be  contraindicated  in  peptic  ulcer.   Each  15  mi.  contains  theophylline  (anhydrous)  eo  mg.;  aicohoi  20% 
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TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 

7  (Rosenthal 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  act've 
tuberculosis.  Available  in  5's  and  25's. 


330-^/6135 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  190U 

A  DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF 
DUKE  UNIVERSITY 

Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified 

for  Medicare 

Complete  facilities  for  evaluation  of  and  intensive  treatment  of  psychiatric 
patients,  including  individual  psychotherapy,  group  therapy,  psychodrama, 
electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social 
service  work  with  families,  family  therapy,  and  an  extensive  and  well  or- 
gainzed  activities  program,  including  occupational  therapy,  art  therapy, 
athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that 
the  therapeutic  needs  of  each  patient  may  be  realized. 
Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded 
grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 

Contact:  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

Area  Code  704  253-2761 

Charles  W.  Neville,  Jr.,  M.D. 

Assistant  Professor  of  Psychiatry  and  Medical  Director 


The  lowest  priced 
tetracycline-nystatin  combination 

ACHROSTATIN  V  Capsules 

Tetracycline  HC1 250  mg  /Nystatin  250,000  units 


One  of  the  31  useful 
dosage  forms 
in  the  ACHRO  Family 
-the  First  Family 
of  Tetracycline 


328-8/6094 


ACHROSTATrN®  V 

^TRACYIUNF.   HCI  250  •*• 

**  KYSTATIN   250,000  U- 

CAPSULES 

•"•■mi  •itbotii  p™« — " 


MORNING  STIFFNESS 

EASED 
LAST  NIGHT 


(She  took  Persistin 
instead  of  aspirin) 


Persistin  treats  morning  stiffness  and  pain  the 

"testis  a  unique  salicylate  which  .cm- 
bines  the  prompt  analgesic  action  of  asp.r.n  to 
encourage  early  sleep  with  the  proven,  persist- 
ent action  of  salicylsalicylic  acid  to  perm,  un- 
interrupted sleep.  Three  Persian  table*  £ 
bedtime  yield  therapeutic  serum  sahcylate 
ievels  on  arising  which  are  well  Within  he 
range  of  effective  salicylate  therapy  for  the 
relief  of  pain  and  stiffness  in  arthritis. 

Thus,  therapy  with  Persistin  allows  many  ar- 
thritic* to  dress  more  quickly  and  easily,  and 
face  the  morning  optimistically. 

Persistin  is  also  valuable  for  day-long  control 
of  the  pain  and  discomfort  of  arthritis. 
DOSAGE-  To  relieve  morning  stiffness  and  pain.- 
when  salicylates  have  not  been  taken  dunng 
The  day,  an  adult  dose  of  three  tablets  at  bed- 
time  is  suggested.  ,. 

For  24-hour  control  of  pain:  Adults  up  to  160 
lbs.,  one  tablet  after  each  meal  and  one  at  bed- 
time. Adults  over  160  lbs.,  one  tablet  after  each 
meal  and  two  at  bedtime. 
PRECAUTION:  Other  salicylates  should  not  be 
taken  concurrently.  Do  PFDQIQTIM 
not  exceed   recom-    JH2&g}s 

mended  dOSeS.  (485   mg.J-aspmn    2V2  gr- 


(160  mg.) 
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Whenever  anxiety  induces  or  intensifies  clinical  symptoms 

Librium 

(chlordiazepoxide  HCl) 

Quickly  relieves  anxiety -Helps  improve  response  in 
psychophysiologic  disorders -Seldom  impairs 
mental  acuity  or  physical  coordinations  proper  dosage- 
Has  wide  margin  of  safety 


t 


Before  prescribing,  please  consult  complete 
product  information,  a  summary  of  which 
follows : 

Indications:  Indicated  when  anxiety,  tension 
and  apprehension  are  significant  components 
of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 
Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving) .Though  physi- 
cal and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates,  have 
been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest  effec- 
tive dosage  (initially  10  mg  or  less  per  day)  to 
preclude  ataxia  or  oversedation,  increasing 


gradually  as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  gener- 
ally not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating 
drugs  such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children. 
Employ  usual  precautions  in  treatment  of  anxi- 
ety states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not 
been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the  elderly 
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Roche1 


LABORATORIES 
Division  of  Hoffmann  -  La  Roche  Inc. 
Nutley,  New  Jersey  07110 


and  debilitated.  These  are  reversible  in  most 
instances  by  proper  dosage  adjustment,  butar 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a  few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor  men- 
strual irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  de- 
creased libido— ail  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood  dys- 
pasias (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  pro- 
tracted therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi 
mum  beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5  or  10  mf 
t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  5  mg  b.i.d.  to 
q.i.d.  (See  Precautions.) 

Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5  mg,  10  mg  and  25  mg— bottles  of 
50.  LibritabsTM'  (chlordiazepoxide)  Tablets, 
5  mg,  10  mg  and  25  mg-bottles  of  100.  Witl 
respect  to  clinical  activity,  capsules  and  tablet: 
are  indistinguishable. 


Also  available:  Libritabs1  (chlordiazepoxide)  5-mg,  10-mg,  25-mg  tabk 
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Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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bronchodilation  for  asthmatic  children.  ..without "jitters" 

Most  anti-asthmatic  products  contain  ephedrine-like  drugs.  ELIXOPHYLLIN®  never  did.  So,  ELIXOPHYLLIN 
will  not  cause  jitters,  tachycardia,  or  cither  undesirable  side  effects  of  ephedrine-like  products. 
Other  advantages  of  ELIXOI'lH  LLI!\  :  rapid  and  sustained  bronchodilation  •  convenient,  adjustable  dosage 
•  h\  poallergenir  •  pleasant-tasting  liquid  •  well  accepted  by  children. 

ELIXOPEHl  LLIN  is  theophylline  in  its  free  and  soluble  form— resulting  in  rapid  and  dependable  absorption 
u  ith  less  risk  of  gastric  irritation. 

In  pediatric  bronchial  asthma,  the  recommended  maintenance  dosage  is  0.2  ml.  per  pound  of  body  weight  on 
arising,  at  3  P.M..  and  on  retiring.  Adjust  dosage  to  patient  response.  This  average  dosage  provides  continu- 
ous bronchodilation.  Do  not  administer  other  xanthine  T^T  T"%/r^"~~KT~fcW~T~%  7"T  T  TIVT^ 
preparations   concurrently.    May  be  contraindicated  in      W\  I    ,  I  ^ I    1  f^l   I     |     I  i  I  J  I       i 

peptic   ulcer.  Each  15  ml.  contains  theophylline  (anhydrous)  80  mg.;  alcohol  20% 
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IgA    Deficiency:    Family    Studies 

Carolyn  C.  Huntley,  M.D.  and  Robert  L.  Stephenson,  M.D.i! 


In  the  course  of  an  investigation  of  serum 
immunoglobulins  in  juvenile  rheumatoid 
arthritis  (RA)  2  of  23  patients  were  found 
to  have  a  complete  absence  of  IgA  together 
with  normal  or  increased  IgG  and  IgM  con- 
centrations.''- The  association  of  RA  and 
isolated  IgA  deficiency  was  intriguing  in 
view  of  the  high  incidence  (30%)  of  RA  in 
agammaglobulinemia  patients,  all  of  whom 
lack  IgA  as  a  part  of  their  total  immuno- 
globulin defect.  Other  investigators  have  re- 
ported IgA  deficiency  in  children  with  RA.3'1 

For  the  above  reasons,  a  family  study  was 
carried  out  in  an  attempt  to  determine  the 
nature  of  the  inheritance  (if  any)  of  this  de- 
fect and  to  explore  further  the  association 
of  RA  and  IgA  deficiency. 

Part  I 

Materials  and  Method 

Serum  samples  and  medical  histories  were 
obtained  from  225  relatives  (177  blood  rela- 
tives and  48  in-laws)  of  one  of  the  IgA-de- 
ficient  patients,  a  15-year-old  girl  with 
psoriasis  and  mild  but  definite  RA.  Sera  were 
screened  for  IgA  deficiency  by  means  of  a 
double  diffusion  technique,  and  quantitative 
IgA  determinations  were  carried  out  by  a 
single  gel-diffusion  method7  using  a  commer- 
cial antiserum  (Hyland  Laboratories)  mono- 
specific for   alpha  chains   of   IgA.   Normal 
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medical  students,  hospital  personnel,  and 
children  from  a  local  children's  home  served 
as  controls.  Only  adults  and  children  aged 
12  years  and  older  were  used  to  calculate  the 
mean  and  standard  deviation  for  the  control 
group  (Fig.  3) .  The  lower  limit  of  sensitivity 
for  this  method  was  5  mg  100. 

Results 

A  condensed  pedigree  of  the  kindred  is 
shown  in  Figures  1  and  2.  One  maternal  and 
3  paternal  cousins  were  found  to  be  com- 
pletely lacking  in  IgA,  and  two  other  pater- 
nal cousins  had  only  trace  amounts,  6  mg,' 
100ml.  In  addition  to  the  proband,  there 
were  six  IgA-deficient  persons  in  this  family, 
all  of  whom  were  related  to  the  proband 
through  the  two  grandmothers.  Three  indi- 
viduals in  one  sibship  were  affected,  but  all 
other  cases  were  sporadic. 

We  did  not  find  additional  cases  of  RA 
among  IgA-deficient  persons,  but  there  ap- 
peared to  be  an  increased  incidence  of  RA 
in  the  kindred  as  a  whole.  It  is  of  interest 
that  the  proband's  maternal  grandmother 
and  one  of  the  grandmother's  brothers  had 
RA.  This  brother  also  had  psoriasis,  and  it 
was  his  grandson  who  was  the  IgA-deficient 
maternal  cousin.  A  number  of  family  mem- 
bers, both  blood-related  and  in-laws,  had 
elevated  IgA  values  (Figs.  1  and  2). 

It  appeared  from  this  family  study  that 
IgA  deficiency  was  not  only  a  fairly  common 
defect  but  that  it  might  be  transmitted  as 
a  recessive  trait.  In  order  to  test  this  hypo- 
thesis we  decided  to  screen  a  large  number 
of  patient  sera  for  IgA  deficiency  and  then 
study  the  first  degree  relatives  of  the  new 
index  cases.  This  experiment  was  carried  out 
as  described  in  Part  II. 
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Fig.  1.  Paternal  relatives  of  a  patient  with  rehumatoid  arthritis,  (RA)  psoriasis  and  IgA  deficiency.  Five 
relatives  (all  cousins)  were  found  to  be  IgA  deficient.  Seven  relatives  and  three  inlaws  had  increased  serum  IgA>2 
SD  above  the  normal  control  mean.  Four  relatives  had   probable   RA  and   two  had  psoriasis. 
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Part  II 

Materials  and  Method 

The  sera  of  5,764  patients  were  screened 
for  IgA  deficiency.  The  specimens  were  ob- 
tained from  the  North  Carolina  Baptist  Hos- 
pital (NCBH)  clinical  laboratories  (5,377) 
and  from  our  own  serum  bank  (387).  All 
blood  specimens  sent  to  the  NCBH  serology 
laboratory  for  a  routine  serologic  test  for 
syphilis  during  a  set  period  of  time  were 
included.  This  group  was  therefore  unse- 
lected  and  included  both  inpatients  and  out- 
patients. The  sera  from  our  laboratory 
freezers  were  obtained  from  patients  with 
various  disease  states,  but  the  group  was 
weighted  in  favor  of  allergic  problems, 
chronic  or  recurrent  infections,  and  connec- 
tive-tissue disorders. 

D.  H.    MATERNAL    RELATIVES 


All  sera  found  to  be  IgA  deficient  were 
examined  by  Immunoelectrophoresis8  with 
an  antiserum  to  human  serum  and  with  anti- 
sera  to  IgG,  IgM,  and  IgA  (Hyland  Labora- 
tories). This  was  done  in  order  to  detect 
paraproteins  and  to  rule  out  deficiencies  of 
other  immunoglobulins.  Quantitative  IgG 
and  IgM  determinations  were  carried  out  as 
well. 

A  second  serum  sample  was  collected  from 
each  IgA-deficient  individual  so  that  the 
abnormality  could  be  confirmed.  The  first- 
degree  relatives  of  all  new  index  cases  as 
well  as  those  of  our  second  original  case  of 
RA  and  absent  IgA  were  interviewed. 
Family  members  were  questioned  concerning 
a  personal  history  of  RA  or  psoriasis,  and  a 
blood  sample  was  collected  for  quantitative 
immunoglobulin      determinations.      Family 
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Fig.  2.  Maternal  relatives  of  a  patient  with  rheumatoid  arthritis.   (RA)  psoriasis  and  IgA  deficiency.  One  rela- 
tive (a  cousin)  was  wound  to  be  IgA  deficient.  Eight  relatives  and  three  in-laws  had  increased  IgA.  Four  relatives 
had  probable  RA  and  one  had  RA  and  psoriasis. 
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MULTIPLE     CASES    IN    A    SINGLE    SIBSHIP 
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NS  Not  studied 

Normal  mean     216  mg%   (82  Adult  Controls) 
±   2  SD    64-368  mg% 
Fig.    3.    Family    B    is   from    the    large    kindred.   See 
Figure  1. 

studies  could  not  be  completed  in  one  case 
because  of  the  patient's  psychiatric  prob- 
lems. 

Results 

Twelve  new  cases  of  isolated  IgA  defic- 
iency (agammaglobulinemia  A)  were  found 
by  screening  5,764  sera,  an  incidence  of 
0.2%  in  a  patient  population.  Ten  of  these 
cases  were  found  among  the  unselected  clin- 
ical laboratory  specimens,  and  two  were 
found  in  our  serum  bank. 

Four  additional  cases  of  absent  IgA  were 
found  among  the  first  degree  relatives  of  the 
new  index  cases.  The  secondary  cases  in- 
volved two  sons,  one  daughter,  and  one  sis- 
ter (Figs.  3  and  4).  One  of  the  affected  sons 


CASES    IN    MORE    THAN     ONE    GENERATION 
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Fig.  4.  Note  the  presence  of  IgA  deficiency  in  only 
one  of  identical  twins  and  in  the  non  twin  sibling. 
(Family  G)  See  Figure  3  for  key  to  symbols. 

was  an  identical  twin  (Table  1)  whose  twin 
was  normal  and  whose  older  brother  was  af- 
fected (Fig.  4). 

In  addition  to  the  four  secondary  cases 
of  absent  IgA,  another  relative   (a  father) 
was  found  to  have  a  very  low  level  (15  mg 
100ml)   (Fig.  4). 

Among  the  first  degree  relatives  of  the 
new  index  cases  of  agammaglobulinemia  A 
there  was  one  case  of  RA  (Fig.  5)  and  two 
individuals  with  elevated  IgA  (Fig.  6). 
It  is  interesting  that  two  of  the  spouses  of 
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Fig.  5.  Note  elevated  IgA  in  the  spouse  of  the  pro- 
band (Family  K).  See  Figure  3  for  key  to  symbols. 

IgA-deficient  persons  had  elevated  IgA 
levels  (Figs.  5  and  6).  Following  Immuno- 
electrophoresis the  IgA  precipitin  arcs  of 
the  sera  with  increased  IgA  were  seen  to 
have  normal  contours  and  were  not  sugges- 
tive of  paraprotein  components. 

The  24  individuals  with  isolated  IgA  de- 
ficiency found  to  date  are  listed  in  Tables  2 

OTHER     SPORADIC    CASES 


and  3.  Serum  concentrations  of  IgM  and 
IgG  and  associated  diseases  found  in  these 
patients  are  indicated. 

Discussion 

The  incidence  of  agammaglobulinemia  A 
(0.2%)  in  our  patient  group  was  not  too 
different  from  that  found  in  two  large  Swed- 
ish studies  of  unselected  individuals  (0.14%) 
and  blood  donors  (0.33  a ).10  Levin"  report- 
ed a  much  higher  incidence  (2. 3'^)  in  a 
small  series,  details  of  patient  selection  not 
given  (Table  4).  This  defect  is  therefore  by 
all  odds  the  most  common  of  the  immunoglo- 
bulin deficiency  states. 

Attempts  to  analyze  the  genetic  aspects 
of  the  data  resulted  in  some  confusion.  When 
the  large  pedigree  alone  was  considered 
(Figs.  1  and  2),  the  evidence  suggested  an 
autosomal  recessive  inheritance.  Both  males 
and  females  were  affected.  In  no  instance 
was  the  defect  found  in  more  than  one  gen- 
eration of  the  same  family,  and  the  percent- 
age of  affected  siblings  was  as  expected  for 
a  recessive  trait.  Omitting  the  index  case 
from  each  involved  sibship,  two  of  eight  or 
25 %  of  the  siblings  were  affected  (Table  5) . 
Unfortunately,  because  of  the  small  number 
of  cases  and  the  limited  number  of  siblings 
of  affected  persons,  no  definite  conclusions 
could  be  drawn  in  this  regard. 
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Twin  A 
Twin  B 

Twin  A 
Twin  B 


Twin  A 


Twin  B 


145  Mg% 
Undetectable 


Table  1 

Twins  in  Family  G 

Serum  IgA  Concentration 

Blood  Typing 

MNCDEceK 

+      -      +      +       ++     +      - 

+  -—      +     +       +      +      +      - 

Fingertip  Patterns  and  Ridge  Counts 

Left 


k 

+ 
+ 


5 

U 
0-15 

U 
0-19 


4 

W 
11-17 

W 
12-20 


Patterns — concordant  for 
Total  ridge  counts 
Twin  A 
Twin  B 


3 

U 
0-14 

U 
0-18 

Left 

96 
105 


2 
U 

0-17 
R 
14-0 

Right 

127 

131 


1 

U 

0-22 
U 
0-22 


1 

W 
29-12 

W 
24-17 


2 

U 
18-0 

W 
22-10 


Fya 


Right 
3 

U 

17-0 

U 

14-0 


4 

w 

20-14 

W 

18-19 


5 

U 

17-0 
U 
17-0 


"This  pair  of  twins  meets  the  usual  requirements  for  diagnosis  of  monozygosity  (identical  blood 
groups,  palm  print  and  finger  print  patterns  compatible  with  monozygosity,  essentially  indis- 
tinguishable facial  features  and  physical  habitus).  The  only  characteristic  in  which  they  appear 
to  be  discordant  is  the  serum  level  of  IgA." — Dr.  C.  Nash  Herndon.  professor  of  medical  genetics. 
Bowman  Gray  School  of  Medicine. 

There  have  been  few  family  studies  of 
IgA-deficient  persons  (Table  6).  Bachmann12 
studied  15  relatives  of  one  patient,  and 
Rockey  and  Kunkel18  studied  13  relatives  of 
two  patients  without  finding  additional 
cases.  Axelson  and  Bachmann14  recently  ex- 
amined 29  relatives  of  10  patients  and  found 
one  secondary  case  in  a  brother. 

The  information  obtained  from  this  study 
suggested  the  existence  of  more  than  one 
pattern  of  inheritance  for  IgA  deficiency. 

The  large  number  of  relatives  with  ele- 
vated IgA  concentrations  was  of  interest 
and  pointed  to  some  defect  in  the  immuno- 
globulin control  mechanisms  in  these  per- 
sons. 

Table  7  summarizes  the  24  IgA-deficient 
individuals  found  in  the  course  of  this  study. 
There  were  11  males  and  13  females,  for  an 
approximately  equal  sex  ratio.  Four  patients 
had  RA,  our  two  original  cases  plus  two 
cases  found  by  survey.  This  represents  an 
incidence  of  17%  in  a  group  of  IgA-deficient 
individuals,  in  contrast  to  the  30%  inci- 
dence15'16 of  RA  in  agammaglobulinemic  pa- 
tients. 


Table  2 

Cases  of  Isolated  IgA  Deficiency 

from 

Large 

Kindred 

Immunog 

obulin 

Concentrations 

in  mg/lOOml 

Age 

IgA 

IgM 

IgG 

Clinical  Condition 

'yrs) 

15* 

UDf 

155 

3000t 

JRA  &  psoriasis 

5 

UD 

235 

2000 

No  disease 

§    6 

UD 

125 

2200 

No  disease 

9 

UD 

175 

2200 

No  disease 

5 

UD 

138 

1600 

No  disease 

35 

6% 

132 

2200 

"Allergic  sinusitis" 

57 

6 

138 

1000 

No  disease 

^Proband 

fUD  =  undetectable 

§Siblings 

J>   2  SD  above  normal  control  mean 

The  data  from  the  screening  study  did  not 
fit  with  autosomal  recessive  inheritance. 
Only  1  of  45  siblings  of  the  index  cases  was 
affected,  whereas  3  of  20  children  of  index 
patients  were  found  to  have  the  defect.  In 
addition,  1  of  12  parents  was  found  to  have 
markedly  reduced  though  not  absent  serum 
IgA  (Fig.  4).  In  some  of  these  families  a 
dominant  gene,  assuming  reduced  pene- 
trance, seemed  likely.  A  simple  genetic  in- 
heritance without  the  influence  of  environ- 
mental factors  was  unlikely  in  one  family 
because  of  the  presence  of  twins,  presumed 
to  be  identical,  who  were  discordant  for  the 
trait  (Table  1). 


Two  patients  had  severe  sinopulmonary 
disease  and  two  had  a  mild  form  of  sinusitis 
thought  by  the  patient  to  be  allergic.  There 
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Table  3 
Cases  of  Isolated  IGA  Deficiency  from  Screening  Study 
Concentrations  in  mg/lOOnil 
Immunoglobulin 


Family  Pedigree 

Age 

IgA 

IgM 

IgG 

Clinical  Condition 

No. 

(yrs) 

F 

1-2 

43 

UD* 

101 

1500 

Headaches,  ?  Sinusitis 

1-3 

50 

UD 

260 

2000 

No  disease 

G 

1-3 

72 

UD 

96 

2000 

GI  complainst;   history  of  R.  A 

11-10 

44 

UD 

448t 

2200 

No  disease 

11-12 

45 

UD 

175 

2000 

No  disease 

H 

1-5 

48 

UD 

132 

2700J 

No  disease 

11-13 

28 

UD 

175 

2700J 

No  disease 

I 

II-6 

20 

UD 

82 

2200 

JRA 

J 

II-8 

36 

UD 

59 

2000 

Sinopulmonary  disease 

K 

11-10 

41 

UD 

260 

1700 

Ca  of  cervix 

L 

1-3 

46 

UD 

248 

2000 

Polycythemia  vera 

M 

II-4§ 

15 

UD 

115 

1700 

JRA 

N 

1-1 

45 

UD 

87 

2000 

Blood  donor 

0 

II-3 

7 

UD 

168 

1500 

RF  suspect,  no  disease  found 

P 

1-2 

54 

UD 

175 

2200 

Diabetes,    history    of    tendonitis 
allergic  sinusitis 

Q 

III-2 

4 

UD 

125 

1500 

Sinopulmonary  disease 

R 

Family 

not 
studied 

35 

UD 

64 

1500 

Convulsive  disorder 
psychiatric  problem 

*UD 

—  undetectable 

■{-IgM  elevated  ^>  2  SD  above  normal  control  mean 
JIgG  elevated  >  2  SD  above  normal  control  mean 

§One  of  original  cases  of  R  and  IgA  deficiency — other  original  case  is  the  proband  of  the  large 
kindred 


Table  4 
Incidence  of  Isolated  IgA  Deficiency 


Fre- 

No. 

Type 

Absent 

quency 

Author 

Studied 

No.  Cases 

IgA 

% 

Bachmann  1965 

6,995 

Unselected 

10 

0.14 

Johannson  1967 

3,903 

Blood  donors 

13 

0.33 

279 

Gravid 

1 

Present  study 

5,764 

Hospital  in- 
inpatients  and 
outpatients 

12 

0.21 

Total 

16,941 

36 

0.21 

Levin  1963 

400 

No  details 

9 

2.3 

Table  5 

Family  Studies  of  IgA-Deficient  Patients 

Genetic  Analysis 

Large  Kindred 

Relatives  of  index  cases 

No.  siblings  of  index  cases  8* 

No.  affected  2* 

Percent  affected  25% 

No.  parents  of  index  cases  7 

No.  affected  0 

No.  children  of  index  cases  2 

No.  affected  0 


was  one  patient  with  each  of  the  following 
conditions :  carcinoma  of  the  cervix,  seizures, 
polycythemia  vera,  and  diabetes. 

Twelve  individuals  remain  asymptomatic. 
A  number  of  these  are  still  in  the  pediatric 
age  group,  however,  and  the  final  word  on 
their  normality  will  await  follow-up. 

Our  survey  was  conducted  with  patient 
sera.  We  would  therefore  assume  the  inci- 
dence of  disease  among  these  IgA-deficient 
persons  to  be  higher  than  in  a  group  of  IgA- 
deficient  individuals  detected  by  way  of  a 
general     population     survey.     All     of     our 


Screening  Study 


No.  siblings  of  index  cases 

No.   affected 

Percent  affected 
No.  parents  of  index  cases 

No.  affected 

Percent  affected 
No.  children  of  index  cases 

No.  affected 

Percent    affected 


45 
1 

2.2% 

12 

It 

8.3% 

20 

3 

15% 


The  incidence  of  affected  siblings  of  index  cases  was 
as  expected  for  an  autosomal  recessive  trait  in  the 
large  kindred.  However,  in  the  screening  study  such 
was  not  the  case. 

*Index  case  omitted  from  each  affected  sibship 

jlgA  not  absent  but  markedly  reduced    (15  mg/100  ml) 
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Table  6 

Family  Studies  of  IgA-Deficient  Patients 
Comparison  of  Data  with  Other  Reports 


Table  7 
Summary  of  IgA-Defieient  Individuals 


No.  of 

No.  of 

Relatives  Cases 

New  Cases 

Rockey  &  Kunkel 

U964) 

13 

2 

0 

Bachmann  <1965> 

15 

1 

0 

Axelson  &  Bachmann 

(1967) 

29 

10 

1  (brother) 

Present  study 

Large  kindred 

177 

1 

6  (cousins) 

Screening  study 

83 

12 

4*  (1  sister 

1st  degree 

(2  sons) 

No. 
24 


(1  daughter) 

*ln  addition  to  the  4  secondary  cases  of  absent  IgA 
another  relative  (a  father)  had  markedly  decreased  serum 
IgA   (15   mg/100  ml). 

secondary   cases   found    in   the   families    of 
index  patients  were  indeed  asymptomatic. 

Summary 

Families  of  individuals  with  an  isolated 
deficiency  of  immunoglobulin  A  were  ex- 
amined. In  one  large  kindred  six  cousins 
were  found  to  have  the  defect  and  the  evi- 
dence suggested  an  autosomal  recessive  in- 
heritance. In  several  other  families,  how- 
ever, this  type  of  inheritance  seemed  un- 
likely, and  in  one  family  a  pair  of  identical 
twins  were  discordant  for  the  trait. 

The  incidence  of  isolated  IgA  deficiency  in 
a  large  group  of  patients  (5,764)  was  0.2^  - 
This  defect  is,  therefore,  the  most  common 
of  the  immunoglobulin  deficiency  states.  Of 
the  24  IgA-deficient  individuals  found  in  the 
course  of  this  study  12  were  asymptomatic,  2 
had  severe  sinopulmonary  disease,  and  4  had 
rheumatoid  arthritis.  The  17%  incidence  of 
rheumatoid  arthritis  in  individuals  with 
IgA  deficiency  is  compared  with  the  30 ', ■'< 
incidence  in  patients  with  agammaglobu- 
linemia. 
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Incidence    of    Social    and    Psychiatric    Problems    in    a 
Group    of    Hemophiliac    Patients 

Roger  F.  Spencer,  M.D. 


An  understanding  of  the  social  and  psy- 
chological problems  of  hemophiliacs  is  im- 
portant to  anyone  who  becomes  responsible 
for  their  medical  care.  It  is  virtually  impos- 
sible to  be  involved  only  in  problems  of  co- 
agulation and  not  in  the  many  other  prob- 
lems of  living  that  bleeders  encounter.  Fur- 
thermore, behavioral  regression  and  mood 
disturbances  may  occur  during  acute  bleed- 
ing episodes  and  long-term  hospitalization 
for  orthopedic  or  other  reasons.  When  these 
emotional  complications  of  hemophilia  occur, 
they  are  usually  due  to  a  combination  of  fac- 
tors which  include  actual  physical  discom- 
fort, realistic  anxiety,  irrational  factors  de- 
termined by  the  patient's  particular  emo- 
tional predisposition,  and  concurrent  social 
circumstances.  The  latter  are  the  main  focus 
of  this  study. 

Material  and  Method 

Twenty-six  patients  were  intensively  in- 
terviewed by  the  author  or  a  medical  student 
under  his  supervision,*  using  an  interview 
schedule.  The  areas  covered  were  as  follows : 

I.  Evaluation  of  the  clinical  severity  of  the 
disease,  based  on  the  number  and  nature  of 
bleeding  episodes,  transfusions,  and  residual 
disability. 

II.  Educational  and  occupational  history. 

III.  Social  and  environmental  history  in- 
cluding marital  status,  use  of  drugs  and  al- 
cohol, and  legal  problems. 

IV.  Family  history. 

V.  General  psychiatric  evaluation. 
Three  patients  of  the  group  were  referred 

because  of  psychiatric  symptoms  or  unusual 
behavior.  The  rest  were  seen  fortuitously, 
since  they  were  in  the  hospital,  in  the  Clin- 
ical Research  Unit,  or  visiting  the  Dental 
Clinic. 


Presented  in  part  at  the  Dental  Hemophilia  Institute 
sponsored  by  the  National  Hemophilia  Foundation,  Chapel 
Hill,  N.  C  January  19,  1968. 

From  the  Department  of  Psychiatry,  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill,  N.  C.  27514. 

*J.  Lewis  Sigmon,  Jr.,  M.D..  Captain.  Medical  Corps, 
United  States  Air  Force. 


Table  1  shows  an  arbitrary  division  of  the 
patients  into  four  groups,  corresponding  to 
vocational  status.  For  example,  group  1  con- 
sists of  full-time  students  in  high  school  or 

Table  1 

Age,  Severity  of  Bleeding,  Educational  Level 
and  Social  Class 


Unem- 

Employed 

ployed 

Full- 

Part- 

and 

Students 

Time 

Time 

Retired 

Total 

Number 

8 

6 

5 

7 

26 

Age  (years) 

Mean 

19 

28 

35 

42 

30 

Range 

15-31 

19-39 

19-47 

27-62 

15-62 

Severe 

bleeding 

100% 

50% 

100% 

100% 

Mean  education 

level 

11th 

10th 

6th 

7th 

grade 

grade 

grade 

grade 

Social    class 

50<IV> 

56(  IV) 

67(V) 

65<V) 

college,  who  are  about  10  years  younger  on 
the  average  than  patients  in  group  2,  who 
are  employed  full-time  and  average  28  years 
in  age.  Group  3  includes  patients  who  work 
part-time,  usually  on  an  irregular  basis,  and 
group  4  contains  unemployed  and  retired  pa- 
tients. The  average  age  increases  succes- 
sively, but  the  range  is  quite  wide. 

A  severe  bleeding  disorder  was  present  in 
all  but  3  patients,  who  fell  into  the  full-time 
employed  group.  In  other  words,  only  3 
severe  bleeders  of  this  group  of  26  were  out 
of  school  and  engaged  in  full-time  work. 
Bleeding  was  usually  considered  severe  if  the 
plasma  assay  level  was  5%  of  normal  or  be- 
low, though  the  presence  of  joint  limitation, 
frequency  of  bleeding,  and  a  history  of  in- 
ternal bleeding  were  also  considered  in  judg- 
ing a  case  as  "severe." 

Educational  Level 

The  level  of  education  is  distinctly  higher 
in  the  student  and  full-time  employed  groups 
(average  of  10th  or  11th  grade)  than  in  the 
part-time  and  unemployed  groups  (average 
of  6th  or  7th  grade) .  This  holds  true  also 
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if  the  3  mild  cases  are  excluded.  Obviously, 
educational  achievement  is  high  in  many 
bleeders,  especially  when  one  considers  that 
some  in  the  student  group  have  several  years 
of  school  remaining. 

Regardless  of  the  severity  of  bleeding, 
part-time  employment  and  unemployment 
seem  to  be  associated  with  an  educational 
level  at  or  below  junior  high  school.  The  im- 
plication is  that  the  younger  group  of  stu- 
dents, with  an  average  age  of  19,  may  come 
into  the  full-time  employed  group  after  com- 
pleting school,  because  of  their  superior  ed- 
ucational achievement.  It  may  be,  therefore, 
that  together  with  an  increased  life  expec- 
tancy, modern  treatment  of  hemophilia  is 
making  possible  a  reduction  of  vocational 
and  educational  disability. 

Social  Class 

Social  class  was  determined  by  the  Hol- 
lingshead  Index,1  which  is  based  on  the  ed- 
ucation and  occupation  of  the  head  of  the 
household.  The  larger  the  number,  the  lower 
the  social  class.  The  Roman  numerals  in 
parentheses  are  arbitrary  divisions  into 
classes,  IV  representing  lower  middle  class 
or  skilled  and  clerical  workers,  and  V  lower 
class  including  semi-skilled  and  unskilled 
workers.  Table  1  shows  that  social  class  fol- 
lows the  same  pattern  as  educational  level, 
and  students  have  the  highest  average  level 
even  though  it  is  based  on  their  fathers'  ed- 
ucation and  occupation,  not  their  own. 

When  non-students  are  divided  into  lower 
middle-class  (IV)  and  lower  class  (V),  the 
lower  middle-class  patients  are  found  to  have 
a  better  employment  record  than  the  lower 
class  group.  Almost  half  are  fully  employed 
as  against  only  one-fourth  of  the  lower  class 
patients.  This  probably  reflects  the  greater 
job  security  and  lighter  physical  demands  of 
clerical  and  skilled  work. 

Marital  and  Psychiatric  Problems 
Table  2  shows  data  pertaining  to  marital 
and  psychiatric  status.  The  differences  in 
per  cent  of  married  persons  among  the  four 
groups  probably  reflects  the  age  differential, 
but  even  when  3  patients  under  18  are  ex- 
cluded, only  11  patients  out  of  the  remaining 
23,  or  less  than  50  %,  are  married. 


The  next  line  shows  the  frequency  of  ob- 
vious sexual  or  marital  problems  in  the  four 
groups.  By  this  is  meant  either  complete  lack 
of  interest  or  inability  to  form  satisfying  re- 
lationships with  members  of  the  opposite 
sex  in  the  case  of  bachelors,  or  a  history  of 
separation  or  divorce  in  the  case  of  married 
patients.  About  the  same  proportion  of  mar- 
ried and  unmarried  patients  fell  into  the 
category  of  "obvious  difficulty" — that  is, 
about  one-half  of  each. 

Table  2 
Marital  and  Psychiatric  Problems 


Unem- 

Employed 

ployed 

Full- 

Part- 

and  Re- 

Students 

Time 

Time 

tired 

Total 

Married                       0 

507c 

60% 

70% 

42% 

Obvious  sexual  or 

marital  problems   25% 

33% 

100%. 

43% 

46% 

Frank  psychiatric 

symptoms*               0 

16% 

80% 

14% 

23% 

Alcoholism 

1  case    3  cases 

Depression 

2 

1 

Anti-social  behavior 

2 

Psychosis 

1 

Drug  addiction 

1 

*More  than  one  symptom 

was  present  in  4 

patients 

In  the  married  group,  the  separations  and 
divorces  usually  reflected  the  difficulties 
these  patients  had  in  maintaining  the  role  of 
breadwinner  and  head  of  the  household, 
rather  than  being  directly  related  to  their 
bleeding  tendencies.  In  fact,  the  marital  dif- 
ficulties often  arose  during  periods  when 
there  was  relatively  little  bleeding. 

On  the  other  hand,  there  was  considerable 
evidence  in  individual  cases  to  indicate  that 
the  choice  of  mate  was  made  largely  on  the 
basis  of  expected  fulfillment  of  dependent 
needs,  predisposing  the  couple  to  marital  dif- 
ficulties. For  example,  one  divorced  man  was 
married  for  the  second  time  to  a  girl  whom 
he  hardly  knew,  but  who  nursed  him  through 
an  acute  bleeding  episode  just  before  the 
marriage.  After  a  few  years  in  which  the 
wife  was  the  main  support  of  the  family, 
she  left  him  after  his  mother  came  to  live 
with  them.  The  patient  had  always  been 
"babied"  as  a  child  by  his  mother  and  a  sis- 
ter, and  never  achieved  the  educational  or 
vocational  status  of  the  rest  of  the  family. 
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He  was  still  inordinately  attached  to  his 
mother  and  could  not  make  the  necessary  ef- 
forts to  win  back  his  wife. 

The  high  frequency  of  sexual  and  mari- 
tal problems  (100'  i  )  in  partly  employed  pa- 
tients also  suggests  a  conection  between  fail- 
ure in  marriage  and  irregular  employment. 
A  common  pattern  is  a  partial  reversal  of 
roles,  with  the  wife  taking  over  the  role  of 
breadwinner.  Extramarital  relationships  on 
both  sides  are  frequently  reported  by  these 
patients. 

Notice  the  smaller  proportion  of  difficul- 
ties in  "unemployed  and  retired"  patients. 
This  group  is  older,  the  average  age  being 
42  years,  and  several  individuals  in  the  group 
had  a  satisfactory  work  history  in  their  early 
years.  Although  they  retired  at  a  younger 
age  than  usual  for  non-bleeders,  they  ap- 
parently weathered  the  early,  more  critical 
years  of  marriage. 

In  the  unmarried  patients  with  a  lack  of 
interest  in  young  women,  this  also  seemed 
to  be  only  a  part  of  a  larger  pattern  which 
usually  included  irregular  employment  and 
excessive  dependence  on  the  mother.  In  a  few 
instances  there  was  a  history  of  recklessness, 
repeated  auto  accidents  or  violations,  and  ' 
or  consumption  of  alcohol  to  excess.  Sexual 
relationships  were  transient.  There  was  a 
general  quality  of  rebelliousness  and  am- 
bivalence to  women  which  seemed  to  be  car- 
ried over  from  the  relationship  with  the 
mother.  The  same  pattern  is  seen,  of  course, 
in  non-bleeders,  especially  in  teen-agers.  It 
may  be  that  this  behavior,  if  transient,  is 
only  a  phase  of  growth  and  is  preferable  to 
continued  passivity  and  dependency.  Agle2 
has  suggested  that  possibility  in  describing 
this  dare  devil  or  "counterphobic"  personal- 
ity in  hemophiliacs. 

Psychiatric  Disorders 
There  was  considerable  overlap  between 
obvious  sexual  and  marital  problems  and  the 
next  category,  frank  psychiatric  symptoms. 
Of  6  patients  with  a  history  of  psychiatric 
symptoms,  5  also  had  sexual  or  marital  dif- 
ficulties. The  psychiatric  symptoms  noted 
most  often  were  alcoholism  and  depression. 
One  reason  for  the  relatively  low  incidence 
of  these  symptoms  is  the  exclusion  of  dis- 


turbances involving  only  personality  traits, 
for  example,  passive-dependent  or  passive- 
aggressive  personalities.  Virtually  all  pa- 
tients, including  hemophiliacs,  can  be  put 
into  one  of  these  categories,  and  they  are 
not  very  meaningful. 

Anxiety :  Another  interesting  finding  is 
the  infrequency  of  overt  anxiety  in  these 
patients,  at  least  to  their  own  awareness. 
Anxiety  is  certainly  present  during  acute 
bleeding  episodes,  but  does  not  seem  to  be  a 
chronic  problem,  whereas  depression  of  a 
low-grade  or  moderate  degree  is  frequent. 
The  depressions  were  typically  recurrent,  us- 
ually closely  related  to  external  situations 
such  as  disappointments  or  losses,  and  easily 
managed  by  environmental  manipulation  or 
brief  hospitalization  on  a  general  ward. 
Sometimes  an  extended  or  recurrent  hospital 
stay  itself  seemed  to  be  a  factor  in  the  de- 
pression. 

Depression  was  usually  accompanied  by 
somatic  symptoms — for  example,  weakness 
or  headaches — making  diagnosis  more  dif- 
ficult. Two  of  the  three  patients  who  were 
referred  because  of  psychiatric  symptoms 
were  depressed,  and  one  of  these  was  border- 
line or  psychotic  at  times.  He  also  had  or- 
ganic brain  damage  due  to  alcoholism,  and  a 
long  history  of  antisocial  behavior.  The  sec- 
ond patient  was  chronically  depressed  but 
less  aggressive  and  extremely  ineffectual. 
Both  had  severe  marital  conflicts  and  divor- 
ces. 

Alcoholism:  Several  of  the  patients  who 
drank  to  excess,  or  had  hemophiliac  relatives 
who  did,  stated  that  they  drank  in  order  to 
tolerate  chronic  pain  resulting  from  bleed- 
ing into  joints.  However,  it  was  noted  that 
some  of  these  alcoholics  had  non-hemophiliac 
fathers  and  brothers  who  had  no  such  ra- 
tionale but  were  also  alcoholic.  It  seems  that 
the  incidence  of  alcoholism  is  no  greater  in 
the  bleeders  than  in  their  non-bleeding  rela- 
tives, but  this  impression  would  have  to  be 
confirmed  in  a  larger  study. 

One  patient  had  a  history  of  narcotic  ad- 
diction, and  several  mentioned  occurrence  of 
addiction  in  hemophiliac  relatives.  Bleeders 
may  be  especially  vulnerable  to  the  habituat- 
ing  effects   of   analgesic   drugs   because   of 
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their  recurrent  physical  discomfort  and  dis- 
ability. Confinement  in  bed  or  at  home,  loss 
of  employment  and  of  self-esteem  facilitates 
regression.  In  that  state  one  is  more  childish 
and  anxiously  demanding,  and  less  concerned 
with  others  and  with  the  future.  Pain  is  like- 
to  be  more  intense,  especially  at  night.  Al- 
though most  patients  quickly  "snap  out  of 
it"  after  a  brief  acute  illness,  in  chronic  con- 
ditions or  multiple  recurrent  episodes  some 
regression  is  likely  to  persist  and  the  optimal 
level  of  mature  functioning  is  harder  to  re- 
gain. 

Like  Mattsson3  we  have  found  a  relatively 
low  incidence  of  psychiatric  symptoms  in 
this  group  of  26  patients,  considering  the 
early  onset  and  severity  of  their  physiologic 
disability.  However,  in  virtually  all  of  the 
patients  the  presence  of  the  bleeding  disorder 
had  very  important  effects  on  their  develop- 
ment, their  relationships  to  their  siblings, 
parents  (especially  the  mother),  and  even 
grandparents.  The  most  frequently  expres- 
sed view  of  their  own  condition  was  "God's 
curse"  on  them,  and  some  related  it  to  sins 
or  transgressions  of  their  ancestors.  This 
mixture  of  guilt  and  a  feeling  of  being  "spe- 
cial" or  "different'  was  very  common. 

Summary 

In  this  study,  there  seemed  to  be  a  rela- 
tionship between  irregular  employment,  low 
educational  achievement,  and  a  high  rate  of 
sexual,  marital,  and  psychiatric  disturbance. 


Many  severe  bleeders  made  impressive  ed- 
ucational achievements,  but  only  three  were 
currently  holding  full-time  jobs.  Some  had 
a  good  work  history  and  then  retired  or  were 
permanently  disabled  in  middle  age.  The 
vocational  outlook  for  the  younger  hemo- 
philiacs was  more  optimistic,  because  in  gen- 
eral their  educational  level  was  higher  than 
that  of  the  older  groups. 

The  high  incidence  of  sexual  and  marital 
difficulties  seems  to  be  related,  in  part,  to 
early  hostile-dependent  attitudes  towards 
women  as  well  as  the  problem  of  being  the 
head  of  a  family,  with  all  that  that  role  im- 
plies, including  the  possibility  of  producing 
more  bleeders  in  subsequent  generations. 
The  precursors  of  these  sexual  problems  in 
the  early  development  of  the  bleeder  ob- 
viously need  further  exploration  by  more  in- 
tensive study  of  individual  patients. 
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A    Need    to    Acknowledge    Progress: 

Efficacy     of     Typhoid     Vaccine     and     a     Reappraisal     of     Its 
Value     in     North     Carolina 

Peter  E.  Schrag,  M.D. 


Typhoid  immunization  was  introduced  in 
1897  and  was  first  used  widely  among  Brit- 
ish troops  in  the  Boer  War.  This  coin- 
cided with  the  use  of  more  sanitary  water 
supplies,  and,  although  the  incidence  of  ty- 
phoid in  the  British  Army  declined  mark- 
edly, this  decline  cannot  be  definitely  attri- 
buted to  the  introduction  of  typhoid  vac- 
cine.' In  the  70  years  since  the  Boer  War  the 
efficacy  of  the  vaccine  has  repeatedly  been 
questioned,  and  numerous  investigators  have 
studied  it.as  Meanwhile  generations  of  pa- 
tients and  physicians,  especially  in  the  pre- 
antibiotic  era,  became  accustomed  to  annual 
typhoid  vaccinations.  The  purpose  of  the 
present  paper  is  to  review  the  evidence  for 
the  efficacy  of  typhoid  vaccine,  to  discuss  the 
current  indications  for  its  use  and  the  extent 
to  which  it  is  actually  used,  and  to  consider 
problems  in  the  diagnosis  and  prevention  of 
typhoid  fever  in  North  Carolina. 

Typhoid  bacteria  differ  from  other  species 
of  Salmonella  in  that  they  are  adapted  to 
man  and  do  not  inhabit  the  intestinal  tract 
of  other  animal  species.  Experimental  in- 
fections can  be  produced  in  chimpanzees,  al- 
though the  resulting  disease  is  not  typical 
typhoid  fever."'  Therefore,  typhoid  vaccine 
must  be  evaluated  by  studying  the  effect  of 
the  vaccine  in  chimpanzees,  by  performing 
field  trials  in  parts  of  the  world  where  ty- 
phoid is  still  widely  prevalent,  or  by  produc- 
ing typhoid  fever  in  human  volunteers.  All 
three  approaches  have  been  used. 

Studies  in  Animals  and  Human  Subjects 
Studies  in  chimpanzees  have  demonstrated 
that  bacterial  vaccines  are  effective  in  re- 
ducing the  incidence  of  typhoid  fever.6 
Studies  of  the  naturally  acquired  disease  in 
man  were  performed  in  Yugoslavia  among 
10,000  volunteers  under  the  auspices  of  the 
World  Health  Organization.3-4  The  incidence 


From  the  Com.nunicable  Disease  Control  Section,  Division 
of  Epidemiology,  North  Carolina  State  Board  of  Health, 
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of  typhoid  fever  was  3.9  per  1,000 
and  5.9  per  1,000  in  persons  vaccinated 
with  acetone  and  phenol-prepared  vaccine 
respectively.  These  results  compared  favor- 
ably with  the  rate  of  12.9  per  1,000  observed 

Editorial  comment  on  page  348 

in  the  control  group,  which  received  tetanus 
toxoid.  Of  considerable  interest  is  that  the 
incidence  of  typhoid  among  the  10,000  per- 
sons not  volunteering  for  the  study  was  81 
per  1,000.  This  is  six  times  greater  than  the 
incidence  among  those  who  received  no  vac- 
cine but  were  sufficiently  concerned  about 
typhoid  and  preventive  measures  to  volun- 
teer for  the  study.  From  these  studies  it  was 
concluded  that  typhoid  vaccine  is  70%  ef- 
fective in  preventing  typhoid  fever. 

Studies  of  typhoid  vaccine  were  performed 
at  the  University  of  Maryland  by  using  hu- 
man volunteers.2  An  advantage  of  using  vol- 
unteers to  whom  typhoid  bacilli  were  fed 
was  that  the  challenging  dose  of  typhoid 
bacilli  could  be  controlled.  These  studies  re- 
vealed that  the  currently  available  typhoid 
vaccines  protect  persons  against  typhoid 
fever  when  the  dose  of  typhoid  bacilli  is  10r> 
organisms  or  less.  With  exposure  to  this 
dose  of  bacilli,  27%  of  the  unvaccinated  con- 
trols became  ill,  as  compared  with  9%  of 
the  vaccinated  group.  There  was  no  differ- 
ence in  the  incidence  of  subsequent  illness 
among  vaccinated  as  opposed  to  unvaccinated 
persons  when  higher  doses  of  typhoid  bacilli 
were  given. 

Of  considerable  significance  is  that  75% 
of  unvaccinated  persons  ingesting  10r'  or- 
ganisms and  50%  of  persons  ingesting  107 
organisms  did  not  become  ill.  Evidently  in- 
gested bacteria  must  overcome  a  variety  of 
local  factors  to  produce  disease.  These 
factors  probably  include  the  type  of  organ- 
ism already  present  in  the  intestinal  tract, 
the  pH  of  the  intestinal  lumen,  and  the  pres-* 
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ence  of  local  antibodies.  These  factors  seem 
to  be  as  important  as  the  circulating  anti- 
body induced  by  the  vaccine.  Also  of  interest 
is  the  observation  that  previous  vaccination 
does  not  predispose  the  individual  to  milder 
symptoms  if  the  disease  does  occur  after 
oral  ingestion  of  typhoid  bacilli.2  Neverthe- 
less, one  may  conclude  that  typhoid  vaccine 
does  protect  persons  who  ingest  a  relatively 
low  dose  of  bacilli  with  67 '<   effectiveness. 

A  recent  survey  in  British  Guiana  dis- 
closed results  among  children  who  had  re- 
ceived typhoid  vaccine  seven  years  previous- 
ly." This  study  confirms  the  observations  of 
others  that  the  vaccine  is  effective.  Acetone- 
killed  and  phenol-prepared  vaccine  gave  88% 
and  65  %  protection,  respectively,  against 
bacteriologically  proven  typhoid  fever.  The 
authors  carefully  point  out  that  these  figures 
may  prove  merely  that  the  vaccine  prevents 
bacteriologic  diagnosis  rather  than  actual 
morbidity.  These  observations  also  depend 
on  the  previous  exposure  of  the  population 
to  typhoid,  the  intensity  of  exposure  to  ty- 
phoid during  the  survey  period,  and  the 
thoroughness  of  bacteriologic  study  of  sus- 
pected cases.  The  results  therefore  may  not 
provide  an  accurate  estimate  of  the  effective- 
ness of  typhoid  vaccine  in  a  non-endemic 
area. 

Children  who  received  only  one  injection 
of  vaccine  were  found  to  be  protected  as 
adequately  and  for  as  long  a  period  as  were 
children  who  received  two  or  more  injections. 
This  finding  is  perhaps  somewhat  sur- 
prising. But  the  only  rationale  for  giving 
two  or  three  injections  of  the  vaccine  was 
that  it  results  in  higher  levels  of  circulating 
antibody.  It  has  been  shown,  however,  that 
antibody  levels  do  not  correlate  well  with  the 
degree  of  protection  against  typhoid  fever.2 
There  is  no  additional  evidence  that  more 
protection  is  obtained  by  two  or  three  doses 
of  vaccine  than  is  obtained  by  one.8 

The  results  of  the  field  trials  in  British 
Guiana  indicate  not  only  that  typhoid  vac- 
cine is  effective  but  also  that  the  acetone- 
killed  vaccine  is  more  effective  than  the 
phenol-prepared  product  currently  in  use  in 
the  United  States.  It  should  be  noted,  more- 
over, that  the  efficacy   of  typhoid   vaccine 


has  been  demonstrated  only  when  the  injec- 
tions were  given  subcutaneously.  There  is 
no  evidence  that  intradermal  typhoid  vacci- 
nation is  effective. - 

Typhoid  Fever  in  North  Carolina 

Recommendations  for  vaccination 

At  the  present  time  typhoid  vaccine  is 
recommended  by  the  American  Academy  of 
Pediatrics  and  the  Advisory  Committee  on 
Immunization  Practices  of  the  United  States 
Public  Health  Service  for  the  following  con- 
ditions :3-10 

1.  For    persons    who    have    intimate    ex- 
posure to  a  known  typhoid  carrier  as 

would  occur  with  continued  household 
contact 

2.  For  persons  who  travel  to  foreign  areas 
where  typhoid  fever  is  endemic 

3.  For  persons  in  the  presence  of  a  com- 
munity or  institutional  outbreak 

Only  the  first  two  of  these  seem  relevant 
to  the  situation  in  North  Carolina  today. 
No  common  source  or  institutional  outbreak 
of  typhoid  fever  has  occurred  in  North 
Carolina  in  many  years.  No  doubt  this  is 
mainly  because  of  the  excellent  water  sup- 
plies that  are  now  available  throughout  the 
state.  There  is  also  a  constantly  diminishing 
number  of  new  typhoid  cases  in  North  Caro- 
lina. At  the  present  time  less  than  a  dozen 
new  cases  are  reported  annually.11  Although 
typhoid  fever  may  not  always  be  reported, 
it  is  probable  that  new  cases  are  indeed  in- 
frequent. In  the  entire  United  States  the 
number  of  new  cases  of  typhoid  fever  has 
declined  from  more  than  3,000  annually  in 
1946  to  less  than  500  annually  in  1965.  Cases 
are  sporadic  and  are  primarily  related  to 
contact  with  carriers  rather  than  to  common 
source  exposure.12 

Carriers 

Fifty  typhoid  carriers  are  presently 
known  to  the  North  Carolina  State  Board  of 
Health.13  The  average  age  of  these  persons  is 
66  years  and  one-third  are  more  than  70 
years  old.  These  persons  are  visited  by  pub- 
lic health  nurses.  They  are  advised  to  avoid 
food-handling  occupations,  are  educated  in 
the   importance   of  handwashing   and   stool 
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precautions,  are  required  to  submit  stool 
specimens  at  regular  intervals,  and  must 
maintain  contact  with  the  local  health  de- 
partment. Only  five  persons  were  considered 
uncooperative.  There  is  no  reliable  way  to 
estimate  the  number  of  typhoid  carriers 
not  included  on  this  list.  But  the  low  inci- 
dence of  new  cases  of  typhoid  and  the  as- 
sociation of  new  cases  with  previously  known 
rather  than  with  unsuspected  new  carriers 
suggests  that  no  more  than  several  hundred 
persons  are  carriers  at  the  present  time. 

Im m u n ization  policies 

The  limited  indications  for  typhoid  vac- 
cine probably  deserve  more  widespread 
recognition.  Typhoid  vaccine  is  still  given 
in  numerous  situations  where  it  is  of  ques- 
tionable value.  A  survey  made  in  1966  re- 
vealed that  27%  of  our  county  health  de- 
partments required  an  annual  vaccination 
against  typhoid  from  food-handlers  and 
other  applicants  for  a  health  certificate.13 
Five  counties  required  typhoid  vaccination 
prior  to  school  entrance.  Thirty-nine  percent 
of  county  health  departments  gave  typhoid 
vaccine  as  part  of  the  routine  immunization 
program  for  children.  In  1966  the  Labora- 
tory Division  of  the  North  Carolina  State 
Board  of  Health,  which  supplies  certain  bio- 
logicals  to  county  health  departments,  was 
requested  to  distribute  82,000  doses  of  ty- 
phoid vaccine  to  county  health  departments.13 
Whether  more  typhoid  vaccine  is  given  in 
county  health  departments  than  by  private 
practitioners  is  difficult  to  determine. 

More  recently  efforts  have  been  made  to 
discourage  requiring  a  typhoid  vaccination 
for  entrance  to  college.  Poultry  plant  work- 
ers are  another  large  group  of  persons  in 
North  Carolina  who  have  been  given  typhoid 
vaccine  regularly.  The  assumption  is  that 
they  would  be  made  less  susceptible  to  Sal- 
monella infectious  (for  example,  Salmonella 
gallinarum — "fowl  typhoid").  There  is  no 
evidence,  however,  that  typhoid  vaccine  of- 
fers protection  against  other  types  of  Sal- 
monella. Even  paratyphoid  vaccine,  which 
has  usually  been  incorporated  into  typhoid 
vaccine  preparations,  has  never  been  shown 
to  be  of  any  value.9 

The  impression  that  typhoid  is  still  a  com- 


mon disease  is,  to  some  extent,  due  to  the 
numerous  cases  of  illness  which  resemble 
typhoid  and  which  can  only  be  distinguished 
from  typhoid  fever  by  laboratory  proced- 
ures. Most  of  the  specimens  of  stool  or  blood 
which  are  taken  from  persons  suspected  of 
having  typhoid  fever  and  which  are  received 
at  the  Laboratory  Division  of  the  North 
Carolina  State  Board  of  Health  contain  other 
types  of  Salmonella.  It  is  not  unusual  for  a 
person  to  be  clinically  ill  with  a  typhoid-like 
picture,  for  the  local  laboratory  to  isolate  a 
Salmonella  organism  from  the  patient's 
blood  and  stool,  for  the  patient  to  be  treated 
and  cured  with  chloramphenicol,  for  the 
county  health  department  to  be  informed 
with  a  case  report,  and  for  the  family  to  be 
vaccinated  against  typhoid  fever.  When  the 
organism  is  identified  as,  for  example,  Sal- 
monella typhimiuinm  by  serologic  typing  at 
the  North  Carolina  State  Board  of  Health, 
several  days  later,  an  immediate  benefit  is 
that  suspicion  is  redirected  away  from  the 
water  supply.  But  such  an  episode  is  not 
conducive  to  the  impression  that  typhoid 
fever  is  a  rare  disease.  Because  many  hos- 
pital laboratories  can  only  identify  an  or- 
ganism as  Salmonella  and  do  not  further 
define  the  serologic  type,  most  cases  of  sus- 
pected typhoid  fever  are  treated  and  cured 
before  a  definite  bacteriologic  diagnosis  is 
made.  Of  interest  is  that  the  number  of  new 
bacteriologically  confirmed  cases  of  sal- 
monellosis in  North  Carolina  in  1966  ex- 
ceeded 300 ;  the  number  of  new  cases  of  bac- 
teriologically confirmed  typhoid  fever  was 
five.11'13  This  is  merely  one  indication  that 
salmonellae  other  than  typhoid  are  still 
widely  prevalent  in  poultry  and  other  ani- 
mals and  that  species  of  Salmonella  other 
than  typhoid  are  more  likely  to  produce  dis- 
ease in  man  at  the  present  time. 

When  the  diagnosis  of  typhoid  is  based 
entirely  on  serologic  titers  to  O  and  H  agglu- 
tinins, it  is  necessary  to  consider  that  a 
Salmonella  organism  other  than  typhoid  may 
be  responsible  for  the  illness.  Although  a 
four-fold  rise  in  the  O  agglutinin  titer  is  sug- 
gestive of  typhoid,  cross-reactions  with  the 
O  and  H  antigens  of  salmonellae  other  than 
typhoid   do   occur.14   When   the  patient  has 
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been  previously  immunized  with  typhoid 
vaccine,  the  agglutination  tests  are  quite 
unreliable.14 

Conclusion 

The  various  measures  which  are  available 
to  prevent  and  cure  typhoid  fever  include 
sanitary  measures  to  protect  water  supplies, 
vaccination  of  exposed  susceptibles,  the 
identification  and  isolation  of  carriers,  and 
prompt  diagnosis  and  treatment  of  actual 
cases.  In  an  era  when  antibiotics  were  not 
available  for  treatment  and  when  typhoid 
bacilli  were  frequently  found  in  public  water 
supplies,  vaccination  of  the  population  un- 
questionably gave  additional  protection 
against  typhoid  fever  to  many  persons.  To- 
day typhoid  fever  is  a  rare  disease  and  ef- 
fective treatment  is  now  possible.  Further- 
more, typhoid  vaccine  is  not  nearly  as  ef- 
fective as  are  vaccines  against  measles, 
smallpox,  whooping  cough,  polio,  diphtheria, 
and  tetanus.  Typhoid  vaccine,  which  may 
once  have  played  an  important  role  in  North 
Carolina,  should  probably  now  be  recog- 
nized as  only  one  of  several  measures  cur- 
rently available  to  prevent  or  cure  this  dis- 
ease. Although  the  vaccine  itself  may  be 
80  *%  effective,  its  importance  for  the  protec- 
tion of  persons  in  North  Carolina  has  been 
overemphasized. 
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Initial  conservative  management  of  most 
incarcerated  inguinal  hernias  in  infants  and 
children  has  been  favored  by  the  majority  of 
writers  on  the  subject.11'  It  has  been  re- 
ported- that  as  many  as  80  '■'<  can  be  reduced 
in  this  manner,  and  operation  performed 
later  when  the  edematous  tissues  have  re- 
turned to  more  normal  condition.  Other 
authors1-1  have  disagreed  with  this  plan  of 
management,  however.  This  paper  reports 
the  experience  with  the  conservative  ap- 
proach at  this  institution  during  the  last 
seven  years. 

Material 

From  1961  through  1967,  536  patients  less 
than  15  years  of  age  were  treated  for  in- 
guinal hernia  at  the  Mayo  Clinic."''"  Among 
these,  incarceration  or  a  history  of  it  was 
encountered  in  65  cases  (12%) — not  count- 
ing 4  such  cases  in  which  orchidopexy  also 
was  performed  and  4  in  which,  though  sur- 
gery was  undertaken,  the  diagnosis  of  in- 
carceration was  incorrect.  The  age  distribu- 
tion is  given  in  Table  1. 

Table  1 

Age   Distribution   of   Incarceration   in 

Surgical  Cases  of  Inguinal  Hernia 

Surgical  Cases  Incarceration  or 

Age  of  Inguinal  History  of  It 

(yrs)  Hernia  No.  % 

<1  138  36  26 

1  56  4  7 

2  75  9  12 
3-4  89  8  9 
5-9  136  6  4 
10-14                       42                          2  5 

Total  536  65  12 

Management 

If  a  history  of  incarcerated  inguinal  her- 
nia was  recorded,  operation  was  performed 
on  the  next  scheduled  operating  day,  provid- 


From  the  Mayo  Clinic  and  Mayo  Foundation:  Section  of 
Pediatric  Surgery  (Dr.  Lynn),  and  of  Anesthesiology  (Dr. 
Dawson).  Mayo  Graduate  School  of  Medicine  (University 
of  Minnesota),  Rochester:  Resident  in  Surgery  (Dr.  Simp- 
son). 


ing  there  was  no  contraindication  to  surgery. 
Patients  presenting  with  incarceration  were 
seen  in  the  emergency  room,  where  a  very 
gentle  attempt  was  made  to  reduce  the  in- 
carceration without  sedatives.  All  were  ad- 
mitted to  the  hospital,  and  those  in  whom 
reduction  was  accomplished  underwent  sur- 
gery on  the  next  operating  day. 

Those  with  irreducible  hernia  were  sedated 
with  pentobarbital  (1  mg  lb  rectally  or  in- 
tramuscularly) or  meperidine  (0.5  mg  lb 
intramuscularly),  or  both.  Then,  after  place- 
ment in  the  Trendelenburg  position,  further 
gentle  attempts  at  reduction  were  made. 
Frequently,  however,  the  hernia  reduced 
spontaneously.  If  reduction  was  obtained  by 
these  means,  these  patients  also  were  sche- 
duled for  elective  surgery  on  the  next  operat- 
ing day.  If,  after  a  few  hours  of  trial,  the 
hernia  was  not  reduced,  urgent  surgery  was 
performed  to  release  the  incarceration  and 
repair  the  hernia.  Anesthetic  management 
for  these  procedures  has  been  described.-1"7 
Endotracheal  intubation  and  intravenous 
fluid  therapy  wrere  preferred  in  urgent  cases. 

Table  2 
Management  of  Present  or  Prior 
Incarcerated  Hernia 
Reduced 
History  in         Reduced 

Only,       Emerg.  in 

Age      Elective       Room      Hospital      Urgent 
(yrs)       Repair     Repair  in  24-48  hrs.  Operation   Total 
<1  9  5  10  12  36 

1  3  0  0  14 

2  15  12  9 
3-421148 
5-930216 
10-14           0                10                12 

Total     18  12  14  21  65 

Results 
Our  results  with  this  management  are 
given  in  Table  2.  Among  the  21  cases  of  ur- 
gent surgery,  the  contents  of  the  sacs  were 
omentum  in  8,  small  bowel  in  6,  ovary  in  6, 
and  undetermined  in  1  (wherein  the  hernia 
reduced  during  the  induction  of  anesthesia). 
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Bowel  resection  was  not  necessary  in  any 
case.  There  were  no  deaths  in  the  series. 
Eight  of  the  patients  underwent  bilateral 
repair,  which  we  routinely  perform  in  elec- 
tive cases. •"'•';  In  the  other  13,  bilateral  repair 
seemed  not  to  be  indicated  because  of  the 
time  required  for  release  of  the  incarceration 
and  repair  of  the  obvious  hernia. 

Comment 

The  presence  of  any  inguinal  hernia  is 
an  indication  for  repair,  providing  there 
are  no  contraindications  to  surgery.5>6>8  A 
history  of  incarceration  increases  the  urg- 
ency of  repair  because  of  the  possibility  of 
re-incarceration.  The  presence  of  an  incar- 
cerated hernia  that  does  not  reduce  with 
conservative  management  is  an  indication 
for  urgent  surgery.  This  is  to  avoid  the  risk 
of  strangulation  of  the  bowel  or  damage  to 
an  incarcerated  ovary.  Neither  complication 
was  encountered  in  our  series. 

Initial  conservative  management  permits 
correction  of  dehydration  and  lowering  of  an 
elevated  temperature.  It  seems  this  would 
be  advantageous  in  the  management  of  in- 
carcerated inguinal  hernia.  The  results  in 
this  series  and  those  reported  by  others  sup- 
port this  view. 

Summary 

Review  was  made  of  the  experience  at  this 
institution   with    65    patients   less   than    15 


years  of  age  who  presented  with  incar- 
cerated inguinal  hernia  or  a  history  of  it 
during  the  seven-year  period  1961  through 
1967.  Of  the  47  incarcerations  presented,  26 
were  reduced  by  conservative  means ;  and 
elective  surgery  was  done  afterward  in  those 
cases.  Urgent  surgery  was  required  by  ir- 
deducible  hernias  in  21  cases.  No  bowel  re- 
section was  necessary  nor  were  there  any 
deaths.  A  trial  of  conservative  management 
appears  indicated  in  incarcerated  inguinal 
hernia  in  infants  and  children. 
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The  coammon  practice  in  country  places  of  inviting  great  numbers  of  people  to  funerals, 
and  crowding  them  into  the  same  apartment  where  the  corpse  lies,  is  another  way  of 
spreading  infection.  The  infection  does  not  always  die  with  the  patient.— William  Buchan: 
Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.,  Philadelphia,  Richard  Folwell,  1799,  p.  86. 
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M.D., 


in    Alcoholics 

AND  S.  J.  CEFALU,  M.D. 


Although  there  have  been  no  articles  on 
bromide  intoxication  in  the  North  Caro- 
lina Medical  Journal  during-  the  past  five 
years,  both  ethical  and  patent  medicines  con- 
taining- bromides  are  still  available.  In  this 
area,  according  to  Peter  N.  Witt,  M.D.  (writ- 
en  communication.  May  1968),  the  five  most 
commonly  used  medications  containing  signi- 
ficant amounts  of  bromide  are  Miles  Nervine, 
Neurosine,  Alva  Tranquil,  Bromo  Seltzer, 
and  Peacock's  Bromides. 

Studies  from  1930-1963,  as  reviewed  by 
Ewing  and  Grant,  show  a  steady  decline  in 
the  number  of  patients  who  have  ingested 
these  drugs.1  In  1930  Diethelm  reported  that 
40%  of  the  patients  admitted  to  the  psychia- 
tric wards  of  Johns  Hopkins  Hospital  had  in- 
gested bromides,  but  that  only  2%  had  toxic 
symptoms.-  At  John  Umstead  Hospital,  But- 
ner,  North  Carolina,  E.  Vitols  found  that 
8r/o  of  the  patients  admitted  to  the  hospital 
in  1952  had  serum  bromide  levels  of  more 
than  50  mg  100  ml.3  Ewing  and  Grant 
showed  that  9%  of  the  patients  admitted  to 
North  Carolina  Memorial  Hospital  in  1963 
had  ingested  bromides,  with  0.5%  showing 
a  blood  level  of  65  mg  100  ml.4  Our  study  at 
Dorothea  Dix  Hospital  indicates  that  bro- 
mide ingestion  is  more  likely  in  alcoholic- 
patients  than  in  other  psychiatric  patients. 

Materials  and  Methods 

For  this  study,  blood  bromide  determina- 
tions were  made  in  100  consecutive  male  and 
female  patients  admitted  to  Dorothea  Dix 
Hospital  from  Harnett,  Cumberland,  Robe- 
son, Bladen,  and  Columbus  counties ;  all  test 
results  were  negative.  On  the  other  hand,  re- 
sults were  positive  in  7%  of  100  consecutive 
male  alcoholic  patients  coming  from  12  coun- 
ties in  the  South-Central  region  of  North 
Carolina.  In  a  second  series  of  100  cases, 
results  were  positive  in  5%. 

During  1967  three  additional  patients  ad- 
mitted to  Dorothea  Dix  Hospital  were  found 


to  have  bromide  blood  levels  of  24,  167,  and 
187  mg  100  ml.  There  were  4,429  admis- 
sions, but  blood  bromide  determinations  are 
not  routinely  obtained  on  admission.  One  of 
the  three  patients  was  the  wife  of  an  al- 
coholic patient  included  in  the  previous  re- 
port. 

Symptoms  of  Bromide  Intoxication 
According  to  Goodman  and  Gillman,1  the 
presence  of  mental  or  neurologic  symptoms 
and  a  serum  bromide  value  of  72  mg  100 
ml  or  more  should  arouse  suspicion  that  bro- 
mide is  the  main  or  a  contributory  cause  of 
the  symptoms.  Elderly,  arteriosclerotic,  de- 
hydrated, or  malnourished  patients,  however, 
can  have  significant  symptoms  at  lower 
levels  of  the  drug.4  Noyes  and  Kolb  report 
that  symptoms  of  bromide  intoxication  can 
develop  with  a  dose  of  45-60  grains  a  day  for 
two  to  three  weeks/'  This  would  amount  to 
5  or  6  teaspoonfuls  of  Miles  Nervine  per  day 
(9.5  grains  bromides /teaspoon) .  Bromide  in- 
toxication, however,  depends  on  the  intake  of 
other  salts  (NaCl,  KG)  at  the  same  time; 
the  smaller  the  intake  of  other  salts,  the 
smaller  the  bromide  dose  required  to  reach 
critical  blood  levels. 

Symptoms   of  mild   bromide   intoxication 
are  as  follows  :5 


Inability  to  concentrate 
Poor  memory 
Drowsiness 

Impaired  attention  span 
Confusion 
Symptoms  of  severe  bromide  intoxication 
are:5 


Tiredness 
Weakness 

Emotional  instability 
Sleep  disturbance 


Confusion 

Delirium 

Cloudy    consciousness 

Stupor 

Disorientation 


Excitement 
Slurred   speech 
Hallucinations 
Depression 
Paranoid  thinking 


From 
27602. 


Dorothea    Dix    Hospital,    Raleigh,    North    Carolina, 


Treatment 
The  treatment  of  bromide  intoxication 
utilizes  the  administration  of  sodium  chloride 
in  large  amounts — at  least  6  gm  daily  in 
divided  doses.  Because  of  its  diuretic  effect, 
ammonium  chloride  is  frequently  substituted 
for  sodium  chloride  if  it  is  desired  to  avoid 
a  positive  balance  of  sodium  and  if  there  is 
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Table  1 


Blood   Bromide 

Levels 

in  Alcoholic  Patients 

First  Series 

Second  Series 

(mg/100  ml) 

(mg/100  ml) 

18 

15 

19 

34 

30 

49 

43 

93 

67 

285 

73 

154 

no  danger  of  uncompensated  acidosis.  En- 
teric-coated tablets  may  reduce  gastric  irri- 
tation. In  addition,  a  diuretic  such  as  an  or- 
ganic mercurial  or  thiazide  hastens  bromide 
excretion.  Hemodialysis  will  also  remove 
bromide,  but  this  procedure  is  seldom  neces- 
sary.4'5 

Case  Reports 

Case  1:  A  56-year-old  man  was  admitted  by  legal 
commitment  for  alcoholism.  The  referring  physician  de- 
scribed intermittent  heavy  drinking  for  many  years. 
The  patient  did  not  appear  to  be  intoxicated  on  ad- 
mission, and  he  denied  having  taken  any  medications. 
The  major  symptoms  noted  were  tremulousness,  im- 
pairment of  orientation,  and  a  blood  bromide  level  of 
154  mg/100  ml. 

Case  2-  The  50-year-old  wife  of  the  above  patient  was 
admitted  at  the  same  time  on  an  alcoholic  legal  com- 
mitment. She  gave  a  15-year  history  of  intermittent 
drinking,  but  again  there  was  no  history  of  bromide 
ingestion.  The  referring  physician  noted  frequent  falls, 
poor  appetite,  vomiting,  and  irrational  behavior.  The 
blood  bromide  level  of  the  patient  was  167  mg/100  ml. 

Discussion 
Of  the  ten  patients  admitted  to  Dorothea 


Dix  Hospital  during  1967  who  were  known 
to  have  ingested  bromides,  only  one  revealed 
this  history  to  the  referring  physician.  Our 
study  indicates  that  alcoholic  patients  have 
a  higher  incidence  of  bromide  ingestion  than 
other  psychiatric  patients. 

As  both  bromide  intoxication  and  acute 
alcoholism  represent  acute  brain  syndromes, 
the  former  is  likely  to  be  overlooked  when 
the  latter  is  present  or  suspected.  Such  pa- 
tients are  unlikely  to  mention  bromide  in- 
gestion unless  asked,  and  usually  not  even 
then.  Acute  alcoholism  and  bromide  intoxica- 
tion may  co-exist. 

Summary 

Studies  of  100  psychiatric  admissions 
showed  no  evidence  of  bromide  ingestion. 
Six  per  cent  of  200  alcoholic  patients  showed 
evidence  of  bromide  ingestion.  Thus  bro- 
mides may  contribute  to  or  be  the  primary 
etiologic  agent  in  the  symptomatology  of 
some  patients  presenting  as  alcoholics. 
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Such  as  wait  upon  the  sick  in  infectious  diseases  run  very  great  hazard.  They  should 
stuff  their  noses  with  tobacco,  or  some  other  strong  smelling  herb,  as  rue,  tansy,  or  the 
like.— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Philadelphia,  Richard  Folwell,  1799,  p.  88. 


344 


August,  1968 


North    Carolina    Regional    Medical    Program 
Coronary    Care    Training    and    Development    Project 


James  A.  McFarland,  M.D.: 


In  the  little  more  than  a  year  of  its  exis- 
tence, the  North  Carolina  Regional  Medical 
Program's  Coronary  Care  Training  and  De- 
velopment Project  has  extended  expert  as- 
sistance in  establishing  or  improving  acute 
coronary  care  units  in  widely  scattered 
parts  of  the  state. 

First  as  a  pilot  project  and  then  as  a  fully 
operational  program  beginning  in  March, 
1968,  the  project  has  responded  to  better 
than  350  requests  for  consultation  and  a 
variety  of  other  services,  has  conducted  a 
training  course  for  nurses  and  scheduled 
a  second  course,  and  has  given  a  three-day 
intensive  refresher  course  for  physicians 
who  are  participating  in  another  Regional 
Medical  Program  project. 

With  the  blessings  of  operational  status, 
the  pace  of  this  project's  activities  has  step- 
ped up,  and  a  full-time  nursing  coordinator 
has  been  appointed  to  develop  and  conduct 
training  courses,  to  encourage  and  support 
the  continuing  education  of  coronary  care 
nurses,  and  to  serve  as  a  nursing  consultant 
to  hospitals  requesting  such  a  service. 

This  project  provides  assistance  to  com- 
munity hospitals  in  two  ways :  through  those 
technical  consultation  services  that  are  es- 
sential to  the  planning  and  establishment  of 
acute  coronary  care  units ;  and  through  edu- 
cation and  training  programs  for  physicians 
and  nursing  personnel  directing  and  manag- 
ing such  units. 

A  related  objective  of  the  program  is  the 
design  .and  evaluation  of  a  computer-based 
system  of  medical  record-keeping,  data  col- 
lection, and  data  analysis,  which  will  pro- 
vide information  for  the  evaluation  of  the 
medical  quality  of  coronary  care  units  on  a 
regular  basis. 

Help  from  the  North  Carolina 
Heart  Association 

The  North  Carolina  Heart  Association  has 


*Pro.ject  Director  and  Assistant  Professor,  Community 
Health  Sciences,  Duke  University  School  of  Medicine,  Dur- 
ham, N.  C.  27706. 


been  and  continues  to  be  the  marshalling 
point  for  a  variety  of  the  activities  asso- 
ciated with  the  project. 

A  kit  of  materials  and  publications  has 
been  assembled  and  made  available,  through 
the  Heart  Association,  to  any  hospital  need- 
ing advice  about  the  establishment  and  op- 
eration of  a  coronary  care  unit.  By  the  end 
of  June,  149  kits  had  been  requested  and 
supplied. 

A  half-time  employee  is  maintained  in  the 
Heart  Association  offices  in  Chapel  Hill  for 
coordination  of  services  of  consultants  in  the 
fields  of  law,  hospital  architecture  and  engi- 
neering, electronics,  hospital  administration, 
and  the  medical  staff  policies  of  coronary 
care  unit  operation.  As  of  June  30,  there 
have  been  31  requests  for  consultation :  4  for 
general  consultation,  6  on  architectural 
problems,  5  on  electronic  matters,  2  on  hos- 
pital administration,  10  on  legal  matters,  and 
4  on  medical  staff  matters. 

A  special  electrocardiogram  teaching  ma- 
chine, purchased  by  the  Regional  Medical 
Program,  has  been  made  available  through 
the  Heart  Association  to  hospitals  for  use 
as  an  automatic  refresher  course  in  arrhyth- 
mia-recognition for  nurses.  Requests  for 
the  teaching  machine  have  kept  it  in  the 
field  and  in  use  for  more  than  201  days 
since  it  first  became  available  last  Septem- 
ber. 

Moreover,  the  Heart  Association  has  re- 
sponded to  many  requests  with  materials 
from  its  own  supply  and  has  made  available 
a  number  of  films,  slides,  and  teaching  de- 
vices, such  as  a  training  mannequin.  To  date, 
there  have  been  42  requests  for  the  special 
training  films  and  33  requests  for  the  man- 
nequin. A  total  of  72  requests  has  been  made 
for  the  various  pamphlets  and  other  ma- 
terials supplied  by  the  Heart  Association. 

Educational  Programs  for  Nurses 
and   Physicians 

This  spring  the  project  sponsored  its  first 
formal  nursing  course,  which  was  attended 
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by  32  nurses  from  throughout  the  state.  Mrs. 
Emma  Ray,  R.N.,  led  a  one-week  didactic 
program  for  the  nurses  at  the  Moses  H.  Cone 
Memorial  Hospital  in  Greensboro.  This  was 
followed  by  a  three-week  preceptorship  for 
the  nurses  in  eight  cooperating  hospitals. 

Among  the  nurses  taking  this  training 
course  were  eight  from  hospitals  in  the  State 
of  Franklin — a  seven-country  area  in  the 
mountainous  extreme  southwest  corner  of 
the  state.  It  is  in  these  hospitals  that  another 
Regional  Medical  Program  project — a  feasi- 
bility study — will  be  conducted.  Under  the 
direction  of  Dr.  Robert  H.  Headley  of  the 
Bowman  Gray  School  of  Medicine,  acute 
coronary  care  units  of  one  to  four  beds  will 
be  established  in  these  small  community 
hospitals.  The  training  of  nursing  personnel 
was  preparatory  to  the  opening  of  these 
units. 

A  second  phase  of  preparation  for  the 
feasibility  study  was  a  three-day  intensive 
program  for  physicians  who  will  be  directing 
the  coronary  care  units  in  the  State  of  Frank- 
lin. This  was  held  in  Sylva  in  early  June. 

Mrs.  Ray  has  been  appointed  the  nursing 
coordinator  for  the  project.  In  addition  to 
conducting  the  first  formal  course  in  Greens- 
boro, she  has  been  in  constant  contact  with 
the  nurses  who  participated  in  that  course 
as  students,  with  the  preceptor-nurses  in  the 
cooperating  hospitals,  and  with  physicians 
who  are   eager   to   maintain    continuity    of 


training  in  order  that  nurses  who  will  be 
operating  coronary  care  units  under  their 
direction  may  be  assured  of  up-to-date 
knowledge  and  capability. 

In  the  area  of  physician  education,  plans 
are  being  developed  for  the  training  of  phy- 
sician-directors of  coronary  care  units.  When 
the  plans  are  completed,  the  format  for  this 
course  will  be  reviewed  by  the  Advisory 
Council's  Subcommittee  for  Heart  Disease. 

In  addition  to  a  continuing  program  for 
the  training  of  coronary  care  unit  nurses, 
seminars  will  be  designed  and  conducted  for 
nurses  who  are  engaged  in  the  supervision 
of  units  and  who  are  holding  training  pro- 
grams at  the  local  level. 

Data   Collection 

Meanwhile,  in  the  area  of  data  collection, 
an  appropriate  group  of  physicians  is  deter- 
mining the  exact  type  of  information  desired 
from  coronary  care  unit  records  and  data. 
This  undertaking  requires  extensive  consul- 
tation with  personnel  at  the  U.N.C.  School 
of  Public  Health  who  have  special  knowl- 
edge of  epidemiologic  data  collection  and 
handling. 

It  is  expected  that  once  a  system  is  devel- 
oped, it  will  be  introduced  into  a  few  regional 
coronary  care  units  for  evaluation.  If  its 
feasibility  and  utility  are  demonstrated  by 
such  a  trial,  it  will  be  viewed  for  possible 
use  as  a  uniform  system  throughout  the 
Region. 


"Monthly    Sabbaticals"    for 

Louis  G.  Welt,  M.D. 


Internist* 


The  program  of  "monthly  sabbaticals" 
was  designed  to  provide  an  opportunity  for 
a  mutually  beneficial  interaction  between 
practicing  internists  in  North  Carolina  and 
the  University  of  North  Carolina  Medical 
Center  in  Chapel  Hill. 

The  program  envisages  a  month's  sojourn 
at  the  University  teaching  hospital  (North 
Carolina  Memorial),  where  the  community 
internist  will  participate  in  the  program  of 


*Project  director  and  chairman.  Department  of  Medicine. 
University  of  North  Carolina  School  of  Medicine.  Chapel 
Hill,  N.  C.  27514. 


the  Department  of  Medicine.  This  program 
will  include  ward  rounds,  which  will  be  es- 
tablished in  a  new  format  so  that  two  at- 
tending physicians  will  be  on  the  ward  at  a 
time — one  a  full-time  member  of  the  Depart- 
ment of  Medicine,  and  the  other  the  com- 
munity internist  on  "sabbatical  leave."  Every 
other  day  of  the  week  these  physicians  will 
make  rounds  with  the  house  staff  alone  and 
then  with  the  students  alone,  and  once  a  week 
they  will  all  make  rounds  together  for  a 
mutual  discussion  of  problems  of  differen- 
tial  diagnosis,   disposition   of  patients,   etc. 
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In  this  fashion  students  and  house  staff  will 
be  exposed  to  the  attitudes  and  skills  not  only 
of  full-time  members  of  the  Department  of 
Medicine,  but  of  physicians  practicing  in- 
ternal medicine  in  an  extramural  context. 

This  program  has  several  advantages.  It 
will  provide  both  students  and  house  staff 
a  perspective  from  both  the  full-time  aca- 
demician and  the  responsible  physician  who 
is  trained  to  care  for  patients  in  the  common 
setting  of  the  community.  It  will  provide  the 
private  physician  with  the  opportunity  to 
spend  a  month  in  a  university  teaching  hos- 
pital, where  he  will  not  only  reap  the  bene- 
fits that  accrue  from  attending  rounds  on 
the  wards,  but  will  have  free  afternoons  and 
evenings  to  spend  in  the  library,  to  have  con- 
tact with  highly  trained  specialists  in  the 


Department  of  Medicine  and  elsewhere  in 
our  School  of  Medicine,  and  to  attend  those 
specialty  clinics  and  special  rounds  and  ses- 
sions which  he  feels  will  be  best  suited  to 
his  individual  needs.  Finally,  he  will  bring 
back  the  knowledge  gained  from  the  month's 
experience  to  his  community,  to  the  benefit 
of  his  colleagues  and  hence  to  the  patients 
they  see. 

Conclusion 

In  a  very  real  sense,  we  see  this  program 
as  an  important  approach  to  a  meaningful 
exchange  of  ideas  and  skills  from  which 
both  the  University  and  the  community  will 
benefit,  toward  the  end  that  we  will  help 
bring  better  medical  care  to  the  citizens  of 
North  Carolina. 
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Gotta  make  a 
pit  stop  to  take 
my  cough  syrup. 


Full  speed  ahead, 
Fred.  These  solid 
Cough  Calmers 
can  control  that 
cough  for  6  to 
8  hours. 
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THE  HEADQUARTERS  BUILDING 
DISCUSSION 

Lest  anyone  wonder  whether  our  members 
ever  pay  attention  to  Society  actions,  and 
respond  to  them  meaningfully,  they  need  on- 
only  look  into  the  affair  of  the  headquar- 
ters building.  In  this  issue  of  the  Journal 
(p.  351)  the  text  of  a  petition  for  a  special 
session  of  the  House  of  Delegates  appears, 
together  with  the  formal  reply  of  the  Presi- 
dent. By  the  time  this  editorial  appears  a 
special  session  of  the  Executive  Council  will 
have  considered  the  matter  on  August  11, 
together   with   other   business.   All    this   in 


three  months  is  impressive  speed  for  an  or- 
ganization as  large  as  ours. 

Although,  as  Dr.  Welton  pointed  out  in  his 
June  message,  the  House  of  Delegates  has 
approved  the  financing  and  construction  of 
a  headquarters  building  strictly  according  to 
the  rules,  many  of  our  members  feel  they  are 
not  sufficiently  well  informed  at  present  to 
support  all  aspects  of  the  project.  Informa- 
tion has  appeared  on  the  subject  for  many 
years,  here  in  the  Journal  and  elsewhere, 
but  apparently  has  not  gotten  across.  Ac- 
cordingly, the  entire  subject  will  be  reviewed 
by  several  duly  constituted  bodies,  and  most 
important,  it  is  to  be  hoped  it  will  be  review- 
ed by  the  members.  The  Journal  will  publish 
detailed  material  on  the  subject.  Members 
of  the  Executive  Council  will  hear  a  great 
deal  about  it  and  be  available  for  discussions 
back  home.  The  delegates  will  have  another 
opportunity  to  bring  the  wishes  of  the  mem- 
bers to  a  meeting  for  a  thorough  discussion. 
Nothing  could  be  more  democratic  or  con- 
ducted in  a  more  genuine  spirit  of  inquiry. 
When  a  decision  is  reached,  we  hope  it  will 
be  supported  by  all  members. 

NORTH  CAROLINA  SCORES  AT 
SAN  FRANCISCO 

As  the  smoke  of  battle  cleared  atop  Nob 
Hill,  history  will  record  that  for  the  first 
time  a  North  Carolina  physician  had  been 
elected  to  the  Board  of  Trustees  of  the 
A.M.A. 

On  June  20  Dr.  John  Robert  Kernodle  of 
Burlington  was  accorded  this  honor  by  de- 
cision of  the  House  of  Delegates.  Dr.  Win- 
gate  Johnson,  initial  and  long-time  editor  of 
this  Journal,  was  the  first  and  only  other 
North  Carolina  physician  to  serve  on  the 
A.M.A.  Board,  having  been  appointed  in 
1947  to  serve  two  years  of  an  unexpired 
term. 

One  sensed  a  mood  for  change  in  the  meet- 
ing at  San  Francisco.  As  a  result  of  the  elec- 
tion three  new  faces  will  appear  on  the 
Board  of  Trustees.  The  addresses  of  Dr. 
Dwight  L.  Wilbur,  the  first  son  of  a  former 
A.M.A.  President  to  be  elected  to  the  office, 
were  in  keeping  with  this  changing  policy. 
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Focusing  on  the  development  of  leadership  in 
finding  solutions  to  health  problems,  econom- 
ic as  well  as  scientific.  Dr.  Wilbur  placed 
emphasis  on  community  planning  within 
county  medical  societies.  He  stressed  the  sig- 
nificance of  an  annual  federal  outlay  of  $10 
billion  for  health  and  the  necessity  for  the 
profession  to  become  involved  in  planning 
and  steering  Federal  programs. 

The  House  of  Delegates  convened  on  June 
16  with  100%  of  the  242  delegates  in  their 
seats.  This  speaks  well  for  the  vitality  of 
the  organization.  A  total  of  143  items  were 
presented  for  consideration,  including  84 
resolutions  and  59  reports  from  the  Board 
of  Trustees  and  councils. 

After  referral  to  and  discussion  by  nine 
reference  committees,  62  items  were  ap- 
proved, 31  were  referred  to  the  Board  of 
Trustees  or  to  a  council  or  committee  for 
further  study,  and  the  remainder  were  sub- 
stituted, rejected,  or  withdrawn. 

Action  was  taken  to  strengthen  the  policy 
of  nondiscrimination.  The  Council  on  Consti- 
tution and  By-Laws  was  directed  to  prepare 
an  amendment  to  be  acted  upon  at  the  next 
meeting  which  would  deny  constituent  mem- 
bership in  the  American  Medical  Association 
to  any  society  found  by  the  Judicial  Council 
to  have  denied  membership  to  any  physician 
because  of  race,  color,  creed  or  religion.  Pre- 
vious AMA  policy  has  strongly  opposed  such 
discrimination  but  has  imposed  no  penalty 
for  failure  to  comply.  A  resolution  relative 
to  government  support  of  group  practice  was 
adopted,  opposing  the  use  of  federal  funds  to 
subsidize  any  one  form  of  medical  practice. 
Approval  was  given  to  tax  credits  for  health 
insurance  premiums  and  incurred  expenses 
for  medical  care.  Also  adopted  was  a  resolu- 
tion endorsing  voluntary  health  insurance 
coverage  for  outpatient  x-ray  and  laboratory 
services  when  rendered  prior  to  scheduled 
hospital  admission  in  an  effort  to  reduce  the 
cost  of  care. 

A  Council  on  Health  Manpower  was  creat- 
ed to  consider  physician  availability,  rela- 
tionships of  medicine  with  allied  professions, 
the  status  of  a  new  category  of  physician 
assistants,  and  problems  related  to  foreign 
medical  graduates. 


A  Judicial  Council  reported  on  "Ethical 
Guidelines  for  Organ  Transplantation."  This 
document  will  aid  State  Medical  Society  leg- 
islative committees  concerned  with  enact- 
ment of  statutes  covering  tissue  and  organ 
transplants. 

Finally,  additional  recognition  came  to 
North  Carolina  at  San  Francisco  through  the 
election  of  Executive  Director  James  T. 
Barnes  to  the  State  Medical  Journal  Adver- 
tising Board  of  Directors. 

J.S.R. 
*     *     * 

TYPHOID  FEVER 

Between  typhoid  fever  and  "cholery  mor- 
bus" a  North  Carolinian  of  years  past  was 
fortunate  to  make  it  through  the  summer. 
Cholera  has  been  gone  a  lot  longer  than  ty- 
phoid, yet  folk  lore  on  these  ailments  pei'- 
sists  with  sufficient  strength  that  they  still 
worry  the  public,  and  will  for  a  long  time  to 
come.  There  are  many  articulate  grand- 
parents still  about  to  pass  along  the  dread 
word,  and  though  the  cortex  be  swept  clean, 
the  echoes  resound  among  the  deeper  connec- 
tions. 

Dr.  Schrag's  paper  provides  the  physician 
with  the  latest  news  about  typhoid  immuni- 
zation, and  other  typhoid  matters  of  general 
medical  interest.  This  should  be  a  big  help 
in  answering  the  questions  of  patients,  not 
only  in  the  present  season,  but  year  round 
now  that  we  are  a  nation  of  travelers.  One 
comforting  item  that  physicians  often  for- 
get to  pass  along  to  their  patients  is  that 
typhoid  is  not  usually,  a  diarrheal  disease; 
hence  when  Montezuma's  revenge  begins  one 
midnight  in  Mexico,  they  can  feel  some  as- 
surance that  at  least  they  haven't  got  ty- 
phoid. 

Leaving  aside  our  local  problems,  in  which 
typhoid  is  hardly  visible,  the  problem  is  still 
a  major  one  for  those  areas  of  the  world 
where  drinking  of  untreated  sewage  is  still 
the  order  of  the  day.  Our  treated  sewage 
might  not  make  the  solution  we  drink  as 
water  much  more  pleasant,  but  it  is  com- 
forting to  know  that  its  fangs  have  been 
drawn,  and  that  one  can  go  anywhere  in  the 
state  and  not  fear  a  return  home  to  a  bout 
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with  typhoid.  Green-apple  two-step  and  as- 
sociated passing  seizures  in  the  colon,  yes, 
but  not  the  scourge  of  yesteryear. 

Wake  County  cholera  morbus,  a  nonspecific 
but  often  lethal  disorder,  is  characterized  by 
severe  abdominal  pain,  sometimes  with  loose 
and  sometimes  with  locked  bowels.  Many  of 
the  cases  were  what  is  now  called  acute  ap- 
pendicitis with  perforation. 

It  was  neither  Asiatic  nor  hog  cholera. 

I.  L.  HOLLEMAN,  M.D. 


MOLIERE   AND  THE  DOCTORS 

The  contemporary  medical  professional 
feels  himself  beset  by  hostile  writers,  and 
able  to  look  annually  for  some  new  "expose" 
of  supposed  evil-doing  by  physicians  as  a 
whole,  with  daily  doses  of  bad  acts  by  indi- 
vidual practitioners.  Although  he  may  not 
realize  it,  this  same  man  can  account  himself 
fortunate  to  be  in  this  century,  not  a  Paris- 
ian physician  of  the  mid-1600s,  when  Moliere 
took  out  after  doctors.  Perhaps  no  other 
playwright  in  history  has  devoted  so  much 
of  his  production  to  lampooning  the  medicine 
of  his  day,  and  one  must  grant  that  the 
posing,  disputatious  physicians  of  the  Paris 
faculty  were  ideal  targets.  To  see  that  much 
hot  air  clone  up  in  such  outlandish  costumes 
would  be  more  than  a  satirist  could  stand. 
A  reading  of  Moliere — "The  Imaginary  In- 
valid" or  "The  Doctor  in  Spite  of  Himself," 
is  worth  the  time  if  one  has  no  broken  ribs 
to  protect. 

Leaving  the  genius  of  Moliere  aside,  the 
profession  of  his  day  presents  an  insight 
into  a  continuing  aspect  of  the  physician's 
role.  As  Brown1  comments,  the  part  played 
by  physicians  in  the  court  of  the  Sun  King 
was  "unobtrusive  and  behind  the  scenes."  In 
society  they  "retained  in  some  degree  the 
position  of  officials  or  domestics."  Such  was 
the  physician's  position  in  many  societies — 
for  example,  that  of  ancient  Rome,  for  the 
most  part.  Perhaps  Moliere's  contemporaries 
among  the  doctors  knew  full  well  their  place, 
and  perhaps  their  often  silly  posturings  were 


an  attempt  to  rise  out  of  their  appointed  spot 
in  the  French  scheme  of  things.  Because 
their  efforts  were  not  based  on  a  soiid  back- 
ground of  progressive  scholarship  (much  of 
the  Faculty's  effort  was  devoted,  and  skill- 
fully, to  proving  Harvey  in  error)  they  did 
not  succeed,  and  went  ridiculed  into  history. 
There  is  much  for  us  to  learn  from  their 
situation,  if  we  can  stand  it. 

Reference 

1.    Brown,    A.    M.:    Moliere    and    his    Medical    Associations, 
London,   The   Cotton   Press,   1897. 
*       *       * 

SOUTH  CAROLINA  CATCHES  UP 
ALMOST 

Back  in  March,  1965  Dudley  and  Pool1 
reported  two  cases  of  sparganosis  in  North 
Carolina  patients,  the  first  such  event  in  our 
state.  An  editorial  in  the  same  issue  took 
some  perverse  pleasure  in  our  having  defied 
the  traditional  position  of  the  state  and 
bested  South  Carolina  in  the  matter  of  this 
particular  worm,  no  cases  having  been  re- 
ported among  our  Southern  neighbors.  Now, 
Cox  has  turned  up  a  case  of  sparganosis  in 
a  lifelong  resident  of  the  coastal  regions  of 
that  state2 — no  "Golden  Strand"  puffery  was 
attached  to  the  description  of  the  patient's 
residence.  Similarly,  our  two  patients  came 
from  the  eastern  part  of  the  state. 

While  South  Carolinians  can  now  feel 
somewhat  relieved  at  having  sparganosis 
verified  in  their  state,  we  can  take  some 
pride  in  the  fact  that  the  author  of  the  paper 
in  question  had  a  year  of  his  training  in  the 
North  Carolina  laboratory  which  turned  up 
our  cases,  and  also,  we  still  have  a  100 '/f 
edge  in  the  number  of  reported  cases.  There 
is  now  no  reason  to  shun  North  Carolina 
beaches  for  South  Carolina  beaches  on  the 
grounds  of  avoiding  the  dread  Spargamtm; 
in  fact,  there  is  no  reason  to  shun  North 
Carolina  beaches. 

References 

1.  Dudley,  J.  B.  and  Pool,  R.  S.:  Sparganosis  in  North 
Carolina— Report  of  Two  Cases,  NCMJ  26:95-97,  March. 
1965. 

2.  Cox,  E.  C.  "Sparganosis  in  South  Carolina,"  J  S  Carolina 
Med  Assoc  64:233-235,  June.  1968. 
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North  Carolina  Regional  Medical  Program 


"What's  Ahead  for  the  Regional  Medical 
Program  in  North  Carolina" 

Increasing  awareness  of  the  Regional 
Medical  Program  in  North  Carolina  has 
elicited  a  comparable  increase  in  questions 
about  it. 

The  attention  of  the  physician  is  directed 
to  careful  persual  of  recent  articles  in  this 
journal  relative  to  the  Regional  Medical 
Program.  Specific  information  regarding  the 
relation  of  the  Medical  Society  of  the  State 
of  North  Carolina  and  the  Regional  Medical 
Program  was  given  in  an  article  by  imme- 
diate past  president  Robert  A.  Ross  in  which 
he  highlighted  the  leadership  and  close  co- 
operation of  the  physicians  of  the  state  in  the 
program.  There  followed  an  article  worthy 
of  the  attention  of  every  physician.  It  was 
written  by  Executive  Director  of  the  Asso- 
ciation of  the  North  Carolina  Regional  Med- 
ical Program,  Dr.  Marc  Musser.  In  it,  he 
told  of  the  projects  that  are  currently  under 
way  throughout  the  state.  A  reduplication  of 
even  the  listings  are  not  necessary  here. 
However  each  physician  for  a  better  under- 
standing of  the  Regional  Medical  Program 
should  study  this  and  the  articles  that  fol- 
lowed it. 

From  these  the  doctor  will  gain  an  aware- 
ness that  here  is  a  program  designed  to  help 


him — and  more  important  to  help  his  patient. 
This  is  the  present — and  what  of  the  future? 

The  future  of  the  Regional  Medical  Pro- 
gram is  limitless.  Its  ability  to  act  as  a  cata- 
lyst to  all  existing  facets  of  medical  and 
paramedical  phenomena  places  it  in  a  uni- 
que position.  Recent  articles  have  shown 
that  this  program  is  physician-oriented.  That 
programs  of  the  future  will  also  be  phy- 
sician-guided seems  obvious. 

The  weath  of  brain  power  among  the  doc- 
tors of  North  Carolina  should  furnish  many 
ideas  for  future  planning. 

Each  doctor  should  then  aske  himself: 
What  would  I  like  to  see  the  Regional  Medi- 
cal Program  accomplish?  What  future  aims 
can  I  suggest  to  furnish  direction  for  this 
program? 

Rest  assured  that  the  Regional  Medical 
Program  in  North  Carolina  with  its  strong 
leadership  and  direction  welcomes  this.  The 
North  Carolina  Regional  Medical  Program 
has  advanced  itself  to  its  present  high  level. 
It  is  manifestly  aware  of  the  need  to  de- 
cide :  Where  do  we  go  from  here? 

Doctor,  what  are  your  thoughts? 

'Editors  Note:  This  article  was  prepared  by  Dr. 
Mark  Lindsey  at  the  request  of  President  David  G. 
Welton. ) 


Nothing  is  more  common  than  for  people,  merely  to  avoid  some  trifling  inconveniency, 
to  hazard  their  lives,  by  inhabiting  a  house  almost  as  soon  as  the  masons,  plasterers,  etc. 
have  done  with  it:  Such  houses  are  not  only  dangerous  from  their  dampness,  but  likewise 
from  the  smell  of  lime,  paint,  etc.  The  asthmas,  consumptions,  and  other  diseases  of  the 
lungs,  so  incident  to  people  who  work  in  these  articles,  are  sufficient  proofs  of  their  being 
unwholesome— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and 
Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Philadelphia,  Richard  Folwell, 
1799,  p.  101. 
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Committees  &  Organizations 

Forsyth  County  Medical  Society 

Petition  to  the  President  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  to  Call 
a  Special  Meeting  of  the  House  of  Delegates 
to  Reconsider  Methods  of  Financing  a  Head- 
quarters Facility 

1.  Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  North  Carolina  on  May 
14,  1968,  in  Pinehurst,  N.  C,  approved  an 
increase  in  dues  for  each  member  of  $60 
per  year  for  five  years  beginning  in  1969 
or  an  alternate  option  of  a  $250  assess- 
ment payable  in  January,  1969,  for  fin- 
ancing the  construction  of  a  Headquar- 
ters Facility,  and  also  approved  that  this 
additional  dues  or  assessment  would  ap- 
ply to  all  new  members  admitted  after 
January,  1989,  BUT 

2.  Whereas,  no  delegates  had  advance  no- 
tice of  this  proposal  prior  to  the  morning 
of  May  14,  1968,  when  it  was  first  pre- 
sented to  the  Executive  Council,  and 

3.  Whereas,  alternate  proposals  were  not 
presented  in  detail  to  the  delegates,  nor 
were  any  considered  by  a  reference  com- 
mittee of  the  House  of  Delegates  prior  to 
the  meeting,  and 

4.  Whereas,  delegates  had  no  opportunity 
prior  to  a  vote  to  consult  with  or  ascer- 
tain the  wishes  of  the  members  of  the 
component  societies  which  they  repre- 
sented, and 

5.  Whereas,  members  of  the  Forsyth  Coun- 
ty Medical  Society  on  May  21,  1968,  ex- 
pressed serious  objections  to  the  above 
action  of  the  House  of  Delegates,  namely : 

(1)  That  its  membership  and  dele- 
gates had  no  advance  notice  of  the 
proposal  to  be  presented ; 

(2)  That  paying  cash  for  capital  fin- 
ancing of  a  headquarters  facility 
in  an  inflationary  economy  is  not  a 
prudent  financial  move ;  and  that 
financing  with  a  mortgage  would 
be  better  under  the  circumstances ; 

(3)  That  assessing  new  members  with 
low  income  and  high  capital  ex- 
penses would  be  an  unfair  burden 


on  them  and  would  discourage 
young  physicians  from  applying 
for  membership ; 

(4)  That  construction,  maintenance, 
and  operation  of  a  building  are  not 
proper  functions  of  the  Medical 
Society  and  would  require  addi- 
tional personnel,  equipment,  and 
expense  for  management  of  such  a 
building; 

(5)  That  additional  and  appropriate 
space  needed  for  the  headquarters 
operations  and  adequately  identi- 
fiable as  the  Headquarters  of  the 
Society  can  be  alternately  obtain- 
ed by  using  the  presently  owned 
property  and  other  assets  of  the 
Society  in  an  arrangement  where- 
by others  would  build  an  appro- 
priate building  and  rent  space  to 
the  Society;  and 

6.  Whereas,  The  Forsyth  County  Medical 
Society  on  May  21,  1968.  by  formal  motion 
instructed  its  delegates  to  initiate  a  pe- 
tition for  a  special  meeting  of  the  House 

of  Delegates  to  consider  alternate  methods 
of  financing  a  headquarters  facility  and 
to  invite  all  other  members  of  the  House 
of  Delegates  to  join  in  this  petition,  and 

7.  Whereas.  The  Forsyth  County  Medical 
Society  has  also  moved  that  it  shall  meet 
again  prior  to,  and  shall  instruct  its  dele- 
gates how  they  shall  vote  on  alternate 
proposals  at,  any  such  special  meeting  of 
the  House  of  Delegates,  therefore 

I.  Be  it  resolved,  That  we,  the  under- 
signed delegates  representing  the  For- 
syth County  Medical  Society,  together 
with  other  delegates  whose  signatures 
are  appended  hereto,  all  totaling  forty 
or  more  delegates,  and  in  accordance 
with  Chapter  II.  Section  2.  (page  10) 
of  the  By-Laws,  do  hereby  petition  the 
President  of  the  Medical  Society  of  the 
State  of  North  Carolina  to  call  a  special 
meeting  of  the  House  of  Delegates  no 
later  than  December  1,  1968,  for  the 
purpose  of  reconsideration  of  the 
method  of  providing  for  and  financing 
adequate    space    for    a     Headquarters 
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Facility  and  consideration  of  any  other 
matters  specifically  related  thereto,  and 

II.  Be  it  further  resolved,  That  we  here- 
by request  that  prior  to  this  meet- 
ing The  Executive  Council,  the  Fin- 
ance Committee,  the  Headquarters  Fac- 
ility Committee,  and  such  management 
consultants  deemed  appropriate  by  the 
Council  give  consideration  to  the  objec- 
tions raised  in  paragraph  5  of  the  pre- 
amble to  these  resolutions  and  to  alter- 
nate proposals  which  would  remove  or 
ameliorate  such  objections,  and 
III.  Be  it  farther  resolved,  That  we  here- 
by request  that  specific  alternate 
proposals,  with  detailed  supporting 
data  including  the  proposed  use  of 
the  currently  owned  property  and  other 
assets  of  the  Society,  be  distributed  well 
in  advance  of  the  meeting  to  the  entire 
membership  of  the  Society,  to  the  end 
that  the  membership  of  each  component 
society  shall  have  time  to  study  the  pro- 
posals and,  at  its  option,  to  instruct  its 
delegate (s)  as  to  its  wishes  prior  to  the 
meeting. 

Signature  and  Date : 

William  Alsup,  M.D.,  6-4-68 

Kenneth  Carlson,  M.D..  6-5-68 

Frank  Greiss,  M.D.,  6-1-68 

Charles  Gunn,  M.D.,  6-6-68 

(Alternate  for  R.  L.  Vann,  M.D.) 

W.  Joseph  May,  M.D.,  6-3-68 

Richard  T.  Myers,  M.D.,  6-1-68 

William  McCall,  M.D..  6-11-68 

William  Rabil,  M.D.,  6-4-68 

Louis  deS.  Shaffner,  M.D..  6-1-68 

R.  L.  Smith,  M.D.,  6-13-68 

J.  R.  Jones,  M.D.,  6-6-68 
(for  Stokes  County) 

The  President's  Reph/ 

Fred  G.  Pegg.  M.D. 
Secretary-Treasurer  of  the 

Forsyth  County  Medical  Society 
1020  East  Seventh  Street 
Winston-Salem,  North  Carolina  27101 
Dear  Doctor  Pegg: 

This  acknowledges  the  receipt  on  June  27, 
1968.  of  a  "Petition  to  the  President  of  the 
Medical  Society  of  the  State  of  North  Caro- 


lina to  Call  a  Special  Meeting  of  the  House 
of  Delegates  to  Reconsider  Methods  of  Fin- 
ancing a  Headquarters  Facility."  My  ab- 
sence from  the  city  has  made  it  impossible 
for  me  to  acknowledge  this  sooner. 

I  have  studied  the  petition  and  I  note  that 
there  are  signatures  by  seventy  delegates, 
representing  thirty-five  counties.  The  re- 
quirements of  our  by-laws.  Chapter  II,  Sec- 
tion 2  have  therefore  been  met  and  I  will  be 
glad  to  call  a  special  meeting  of  the  House  of 
Delegates  "no  later  than  December  1,  1968, 
for  the  purpose  of  reconsideration  of  the 
method  of  providing  for  and  financing  ade- 
quate space  for  a  Headquarters  Facility  and 
consideration  of  any  other  matters  specif- 
ically related  thereto." 

Efforts  are  already  underway  to  put  to- 
gether a  comprehensive  package  of  informa- 
tion for  each  member  of  the  State  Society 
which  will  include  data  mentioned  in  your 
Petition's  paragraph  III.  It  is  hoped  that  we 
will  be  able  to  distribute  this  to  the  entire 
membership  before  the  end  of  the  summer. 

Furthermore,  it  is  anticipated  that  there 
will  be  a  called  meeting  of  the  Executive 
Council  this  summer  at  which  time  the  mem- 
bers of  the  Council,  members  of  the  Finance 
Committee  and  members  of  the  Headquar- 
ters Facility  Committee  and  such  "manage- 
ment consultants  deemed  appropriate  by  the 
Council"  will  give  consideration  to  the  objec- 
tions raised  in  paragraph  (5),  Section  I  of 
your  Petition  and  to  "alternate  proposals." 

Respectfully  yours, 
David  Goe  Welton,  M.D. 


New  Film  Slide  Series 
Depicts  Bone  Infections 

A  new  medical  film  slide  series,  36  slides  on  Infec- 
tions of  Bone  'Catalog  Number  6-7A),  is  now  available 
from  the  Medical  Film  Slide  Division  of  Micro  X-ray 
Recorder,  Inc. 

Compiled  by  Drs.  Howard  L.  Steinbach  and  R.  H. 
Gold  of  the  University  of  California,  the  new  slide 
series  is  invaluable  as  a  teaching  aid,  a  reference  tool 
for  school  and  hospital  libraries,  or  for  individual  re- 
search. Price  of  the  series  is  $16.50. 

For  free  catalogue  and  further  details,  write:  the 
Medical  Film  Slide  Division,  Micro  X-ray  Recorder, 
Inc..  3755  West  Lawrence  Avenue,  Chicago.  111.  60625. 
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COMMITTEE  ADDENDA— 1968-69  COMMITTEES 


7.    Committee  on  Scientific  Awards 

F.  M.  Simmons  Patterson,  M.D.23 
1402  Rhem  Ave.,  New  Bern  28560 
12.    Committee  on  Child  Health  &  Infectious  Diseases 

William  Leslie  McLeod,  M.D.lilJ 

1524  Elizabeth  Ave.,  Charlotte  28207 
18.    Committee  on  Scientific  Exhibits 

Chalmers  R.  Carr,  M.D.,°"  Chairman 
1822  Brunswick  Ave.,  Charlotte  28207 
21.    Committee  on  Developing  Federal  Health  Programs 
Subcommittee  on  Appalachia  &  State  of  Franklin 
William  H.  Burch,  M.D.'5 
Lake  Lure  28746 

26.  Insurance  Industry  Committee 
Jack  E.  Mohr,  M.D.7" 

Box  431,  Lumberton  28358 
William  R.  Hudson,  M.D.32 

Duke  University  Medical  Center,  Durham  27706 
Jesse  H.   Meredith,   M.D.34 

Bowman  Gray,  Winston-Salem  27103 

27.  Committee  on  Professional  Insurance 
Angus  G.  Mclnnis,  M.D.70 

1123  S.  Main  Street,  Reidsville  27320 

28.  Committee  on  Legislation 
Consultants: 

John  R.  Ashe,  Jr.,  M.D." 

33  Lake  Concord  Rd.,  NE,  Concord  28025 
William  H.  Burch,  M.D.45 

Lake  Lure  28746 
Kenneth  E.  Cosgrove,  M.D.45 

510  7th  Ave..  W,  Hendersonville  28739 
James  E.  Davis,  M.D.32 

1200  Broad  Street,  Durham  27705 
John  R.  Kernodle,  M.D.1 

Kernodle  Clinic.  Burlington  27215 
Donald  B.  Koonce.  M.D.05 

408  N.  11th  Street,  Wilmington  28401 
Mark  McD.  Lindsey.  M.D." 

Box  1029,  Hamlet  28345 
H.  D.  Mabe,  Jr.,  M.D.™ 

Erwin  28339 
William  W.  McLendon,  M.D." 

Cone  Memorial  Hospital,  Greensboro  27402 
George  W.  Paschal,  Jr.,  M.D.»2 

1110  Wake  Forest  Rd.,  Raleigh  27604 
Louis  de  S.  Shaffner,  M.D.34 

300  S.  Hawthorne  Rd.,  Winston-Salem  27103 
Delford  L.  Stickel,  M.D.32 


29. 


41. 


14. 


IS. 


50. 


51. 


58. 


VA  Hospital,  Fulton  Street  Durham  27705 
J.  David  Stratton,  M.D.80 

1012  Kings  Drive,  Charlotte  28207 
Committee  on  Maternal  Health 
Clifford  C.  Byrum,  M.D.»2 

230  Bryan  Bldg.,  Raleigh  27605 
Committee  Liaison  to  North  Carolina  Pharmacy 
Association 
John  A.  Payne,  III,  M.D.,37  Chairman 

Box  157,  Sunbury  27979 
Charles  W.  Byrd,  M.D.'3 

Box  708,  Dunn  28334 
John  T.  Dees,  M.D.115 

Box  815.  Burgaw  28425 
Committee    Advisory    to    N.    C.    Dept.    of    Public 
Welfare 
Allyn  B.  Choate,  M.D.°" 

1012  Kings  Drive,  Charlotte  28207 
Committee  Advisory  to  Student  AMA  Chapters  in 
North  Carolina   (SAMA) 
Robert  G.  Brame,  M.D." 

Bowman  Gray,  Winston-Salem  27103 
Utilization  Committee 
Nicholas  A.  Love,  M.D.32 

UNC  Infirmary,  Chapel  Hill  27514 
Committee  on  Relative  Value  Study 
Arthur  E.  Davis,  Jr..  M.D.42  (Path) 

Rex  Hospital,  Raleigh  27605 
ad  hoc  Committee  on  Drug  Abuse 
Hamilton  W.  Stevens,  M.D.,11  Chairman 

Box  7607,  Asheville  28807 
Edgar  T.  Beddingfield,  Jr.,  M.D.98 

Commuinty  Clinic,  Stantonsburg  27883 
Eugene  D.  Maloney,  M.D.30 

623  E.  2nd  Ave.,  Gastonia  28052 
Horace  W.  Miller,  Jr.,  M.D.26 

907  Hay  Street,  Fayetteville  28305 
John  W.  Morris,  M.D.10 

2410  Evans  Street,  Morehead  City  28557 
Charles  P.  Nicholson,  Jr.,  M.D.10 

3108  Arendell  St.,  Morehead  City  28557 
John  A.  Payne,  III,  M.D.37 

Box  157,  Sunbury  27979 
Thomas  H.  Wright,  Jr.,  M.D.«o 

207  Doctors  Bldg.,  Charlotte  28807 
Lt.  Col.  E.  C.  Guy  (Consultant) 

N.  C.  Dept.  Motor  Vehicles,  Raleigh  27610 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  the  State  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   L-7(Basic> 

SEMI-ANNUAL  PREMIUMS 
Lifetime  Accident 

and 
7  years  Sickness 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum   for 

Accidental 

Death 

Premium  Age 
40  and  Over 

t  Reduced  Premium 
To   Age  40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up    to   $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up   to   $30,000.00 

$5,000.00 

$148.50 

$111.50 

$ioo.o"oi 

Up    to   $20,000.00 

$5,000.00 

$100.50 

$  75.50 

PLAN    L-65(LonirTerm) 


SEMI-ANNUAL  PREMIUMS 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Age  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  for 

Accidental 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up   to   $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up   to    $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up    to    $20,000.00 

$5,000.00 

$119.50 

$  89.75 

The  premiums  for  Plan  L-65  will  be  reduced  to  the  same  premium  as  for  Plan  L-7  at  age  58. 

Note:  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 
State  Mgr. 

J.  Slade  Crumpton,  Assistant  State  Manager 

Professional  Group  Disability  Division 

COMMERCIAL   INSURANCE  COMPANY  OF  NEWARK,  N.  J. 

Member,  Continental  Insurance  Companies  Group  of  New  York 

Box  147,  Durham,  N.  C. 

If  more  information  is  needed  or  help  desired  in  completing  your  enroll- 
ment, please  call  us  collect: 

Area  Code  919— Phone  682-5497. 
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Bulletin  Board 

Coming  Meetings 

Medical  Society  of  the  State  of  North  Carolina,  gen- 
eral  meeting   of   committees   and   commissioners — Mid 

Pines  Club,  Southern  Pines,  September  25-29. 

Nineteenth  Annual  Winston-Salem  Heart  Symposium 
—Robert  E.  Lee  Hotel,  Winston-Salem.  September  27. 

Eighth  Charlotte  Postgraduate  Seminar — Charlotte, 
October  2-3. 

North  Carolina  Academy  of  General  Practice  Meet- 
ing—Jack Tar  Hotel.  Durham.  October  31— November 
2. 

North  Carolina  Chapter.  American  Academy  of  Pedia- 
trics, and  the  North  Carolina  Pediatric  Society — The 
Carolina,  Pinehurst,  November  22-23. 

Conference  on  Psychiatric  Emergencies  in  Private 
Medical  Practice,  sponsored  by  Cherry  Hospital  and 
the  Mental  Health  Committee  of  the  Medical  Society 
of  the  State  of  North  Carolina— Goldsboro  Motor  Hotel, 
Goldsboro,  November  7. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Wesley  C.  Bloom,  a  medical  illustrator  at  Bowman 
Gray  School  of  Medicine  in  Winston-Salem  for  the  past 
year,  has  joined  the  Department  of  Medical  Illustra- 
tions at  the  UNC  School  of  Medicine. 

He  has  been  an  instructor  and  medical  illustrator  at 
the  University  of  Illinois  Medical  Center,  a  free-lance 
medical  ilustrator  in  Chicago  and  a  medical  illustrator 
at  the  University  in  Chicago. 


Dr.  Floyd  W.  Denny,  Jr.,  Chairman  of  the  Depart- 
ment of  Pediatrics  at  UNC  School  of  Medicine,  was 
elected  president  of  the  Society  for  Pediatric  Research 
at  the  annual  meeting  in  Atlantic  City,  N.  J. 

He  succeeds  Dr.  Norman  Kretcher  of  the  Stanford 
University  Medical  School. 


The  story  of  the  treatment  and  recovery  of  a  pa- 
tient with  a  severe  hand  injury  will  be  told  in  a  22- 
minute  color  movie  being  produced  for  UNC's  unique 
Hand  Rehabilitation  Center. 

The  U.  S.  Social  and  Rehabilitation  Service  has 
agreed  to  contribute  $5,000  to  the  movie  to  help  pro- 
mote the  work  of  the  regional  center  here. 


Eight  of  the  13  Tar  Heel  physicians  named  to  mem- 
bership in  the  Fifty  Year  Club  of  the  State  Medical 
Society  this  year  are  alumni  of  the  University  of  North 
Carolina  School  of  Medicine. 

All  of  the  eight  new  club  members  are  1918  grad- 
uates of  the  two-year  medical  school  in  existence  at 


UNC  at  that  time.  Four  went  to  Jefferson  Medical  Col- 
lege in  Philadelphia  for  their  medical  degrees,  three 
went  to  the  University  of  Pennsylvania,  and  one  went 
to  the  University  of  Maryland. 

Awarded  50-year  pins  and  named  to  membership  in 
the  Fifty  Year  Club  were  Dr.  Henry  Lilly  Cook,  Jr., 
otolaryngologist  at  Greensboro;  Dr.  Vonnie  Monroe 
Hicks,  an  ophthalmologist  from  Raleigh;  Dr.  Daniel 
Lamont  Knowles,  a  general  practitioner  in  Rocky 
Mount:  Dr.  B.  J.  Lawrence,  a  general  surgeon  former- 
ly of  Raleigh  and  now  in  Pace,  Va.;  Dr.  Brodie  Banks 
McDade,  obstetrician-gynecologist  of  Burlington;  Dr. 
Samuel  Floyd  Scott,  general  practitioner  of  Rt.  2,  Bur- 
lington; Dr.  Claiborne  Thweat  Smith,  internist  of 
Rocky  Mount;  and  Dr.  Leslie  Ogburn  Stone,  ear,  eyes, 
nose  and  throat  specialist  of  Rocky  Mount. 

*  *    * 

Surgeons  here  are  taking  a  serious  look  at  the  bottle 
of  fluid  which  is  as  much  a  part  of  an  operating  room 
scene  as  the  bag  of  blood. 

The  fluid  is  important  because  patients  undergoing 
major  surgery  lose  essential  salt-containing  solutions 
from  their  bodies  just  as  they  lose  blood  unless  spe- 
cial precautions  are  taken. 

Failure  to  replace  the  lost  fluids  may  lead  to  com- 
plete kidney  shutdown. 

Or  the  patient  who  gets  too  little  salt  solution  dur- 
ing surgery  and  drinks  too  much  water  after  surgery 
may  suffer  the  complications  of  "dilutional  hypotoni- 
city,"  in  which  his  body  electrolytes  become  diluted 
and  generalized  swelling  and  convulsion  may  result. 

"We're  trying  to  find  out  how  much  salt  solution 
a  patient  needs  during  major  surgery  in  order  to  have 
normal  urinary  function  after  surgery,"  explains  Dr. 
Peter  Hutchin,  a  chest  surgeon  at  the  UNC  School 
of  Medicine  and  N.  C.  Memorial  Hospital. 

"We've  found  that  accurate  replacement  of  blood 
loss  during  an  operation  is  not  sufficient  to  maintain 
normal  urinary  function.  The  nature  and  amount  of  the 
fluids  we  give  may  also  be  an  important  factor." 

Dr.  Hutchin  is  studying  patients  having  portions  of 
their  lungs  removed  to  find  out  how  to  maintain  their 
kidney  function  during  and  after  surgery.  His  study 
was  initiated  with  a  $400  grant  from  the  United  Medical 
Research  Foundation  of  North  Carolina. 

*  *    * 

Miss  Irene  Hollis,  director  of  occupational  therapy 
at  the  UNC  Hand  Rehabilitation  Center,  conducted  a 
special  seminar  at  Good  Samaritan  Hospital  in  Cincin- 
nati, Ohio. 

*  *    * 

Some  of  the  opportunities  and  problems  of  news- 
papermen covering  science,  medicine  and  technology 
were  exploded  during  a  science-writing  workshop  at 
UNC  in  June. 

The  workshop  was  sponsored  by  the  Council  for  the 
Advancement  of  Science  Writing. 

Speaking  about  the  relationships  between  scientists 
and  the  news  media  were  Dr.  Virgil  I.  Mann,  chairman 
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of  the  Department  of  Geology  at  the  University  of 
North  Carolina,  and  Dr.  Erie  E.  Peacock,  professor 
of  surgery  and  chief  of  the  Division  of  Plastic  Surgery 
at  the  UNC  School  of  Medicine. 

Presiding  over  two  workshop  sessions  will  be  David 
S.  Greene,  science-medical  columnist  for  the  Greens- 
boro Daily  News,  and  Bill  Sexton,  editor  of  World 
Book  Encyclopedia  Science  Service  in  Houston,  Texas. 

*  *    * 

Twelve  specialists  in  internal  medicine  practicing  in 
North  Carolina  communities  will  be  selected  for  "month- 
ly sabbaticals"  at  the  UNC  Medical  Center  during  the 
school  year  beginning  next  fall. 

Each  will  spend  a  month  in  one  of  the  subspecialty 
sections  of  the  Department  of  Medicine  at  the  UNC 
School  of  Medicine  and  N.  C.  Memorial  Hospital. 

"We  view  this  as  an  educational  program  working 
in  two  directions,  says  Dr.  Louis  G.  Welt,  chairman 
of  the  Department  of  Medicine. 

"The  visiting  internists  will  have  something  to  teach 
us  and  we  will  have  an  opportunity  to  help  them  learn 
more." 

The  chance  to  be  away  from  their  practices  and  to 
live  in  a  university  setting  for  a  month  will  be  provided 
with  funds  from  the  N.  C.  Regional  Medical  Program. 

*  *    * 

Frog  legs  are  providing  medical  researchers  at  UNC 
with  clues  needed  to  understand  haw  a  widely  used 
tranquilizer  affects  nerve  and  muscle  cells. 

Dr.  Salomon  Muchnik,  a  teaching  fellow  in  the  Di- 
vision of  Neurology  at  the  UNC  School  of  Medicine, 
readily  concedes  that  the  frog's  system  of  nerves  and 
muscles  differs  at  the  cellular  level  from  the  human, 
but  he  says  that  what  is  learned  from  the  frog  "is 
certainly  suggestive  of  behavior  in  human  beings." 

His  attention  has  been  focused  on  the  microscopic 
"spark  gap"  which  must  be  crossed  by  a  signal  going 
from  a  nerve  cell  to  a  muscle  cell.  This  is  the  point  at 
which  an  electrical  signal  at  a  nerve  ending  releases  a 
chemical  ( acetyl  choline)  which  crosses  the  gap  to 
stimulate  a  muscle  cell. 


News  Notes  from  the 
Duke  University  Medical  Center 

The  Duke  University  Medical  School  is  one  of  ten 
in  the  United  States  that  will  receive  $500,000— $100,000 
for  each  of  the  next  five  years — from  the  Richard  King 
Mellon  Charitable  Trusts  in  Pittsburgh  to  expand  and 
strengthen  medical  teaching. 

Twenty  other  schools  will  receive  $250,000  each,  or 
$50,000  each  year  for  five  years. 

In  announcing  its  $10  million  grant,  the  board  of  trus- 
tees of  the  Mellon  Trusts  said:  "One  of  the  most  serious 
problems  in  our  medical  schools  today  is  the  need  for 
money  with  which  to  pay  adequate  salaries  for  com- 
petent teachers  on  permanent  faculty  staffs. 

"The  trustees  hope  that  the  grants  will  enable  the 
30  schools  to  maintain  and  improve  the  quality  of  their 
faculties,  and  that  at  the  end  of  the  five-year  period, 


more  federal  and  other  private  funds  will  be  available 
for  that  purpose,"  the  announcement  continued. 

All  schools  receiving  the  grants  are  private  medical 
schools,  and  the  grants  are  going  to  almost  three- 
fourths  of  the  total,  45,  private  medical  schools  in  the 
country. 

*  *    * 

C.  Craig  Harris,  assistant  professor  of  medical  elec- 
tronics at  the  Duke  University  Medical  Center,  is  the 
new  president  of  the  Society  of  Nuclear  Medicine. 

Another  Duke  man,  Dr.  Jack  K.  Goodrich,  director 
of  the  Division  of  Nuclear  Medicine  and  associate  pro- 
fessor of  radiology,  is  president-elect  of  the  South- 
eastern Chapter  of  the  society,  one  of  15  regional 
groups.  Goodrich  has  been  chapter  secretary. 

As  chairman  for  scientific  exhibits  for  the  society's 
16th  annual  meeting  next  June  in  New  Orleans,  Good- 
rich will  work  closely  with  Harris.  He  also  is  a  mem- 
ber of  the  national  committee  on  awards. 

Dr.  Harris  came  to  Duke  a  year  ago  from  the  Oak 
Ridge  National  Laboratory  in  Tennessee.  A  member  of 
the  research  staff  there  for  17  years,  he  was  working 
in  the  thermonuclear  division's  medical  nuclear  instru- 
mentation group  when  he  left. 

*  *    * 

A  Duke  University  psychiatrist,  who  also  lectures  at 
the  Duke  Law  School  and  finds  time  to  write  poetry,  has 
been  named  a  Markle  Scholar  in  Academic  Medicine. 

Dr.  Eric  A.  Pfeiffer,  assistant  professor  of  psychia- 
try, joins  nine  other  Duke  physicians  who  have  been 
similarly  honored  in  the  past  by  the  John  and  Mary 
R.  Markle  Foundation  in  New  York  City. 

Dr.  Pfeiffer  is  the  psychiatric  representative  on 
Duke's  Medical  Scientist  Program,  which  permits  se- 
lected students  to  work  toward  their  M.D.  and  Ph.D. 
degrees  simultaneously.  He  also  is  a  member  of  the 
lecturers'  committee  in  the  division  of  human  behavior 
and  he  is  a  lecturer  in  law  and  psychiatry  at  the  Duke 
Law  School.  As  a  member  of  Duke's  joint  Law-Medi- 
cine Committee,  he  is  responsible  for  planning  and  de- 
veloping a  primary  program  in  combined  medical 
and  legal  education. 

Dr.  Pfeiffer  is  author  of  a  textbook,  "Disordered 
Behavior:  Basic  Concepts  in  Clinical  Psychiatry,"  in 
addition  to  having  poems  published  in  a  number  of 
national  magazines. 

He  received  his  M.D.  at  Washington  University  in 
St.  Louis,  Mo.,  in  1960  and  completed  his  internship  in 
internal  medicine  at  Albert  Einstein  College  of  Medi- 
cine.   He    received   his    psychiatric    residency    at    the 

University  of  Rochester. 

*  *    * 

Insurance  should  be  available  for  healthy  volunteers 
in  medical  experiments,  including  organ  transplants,  a 
Duke  University  surgeon  argues  in  a  recent  law  school 
quarterly. 

Dr.  Delford  L.  Stickel,  who  also  is  chief  of  surgical 
service  at  the  Veterans  Administration  Hospital  in 
Durham,  said  insurance  is  needed  to  cover  the  financial 
risks  to  which   volunteers   submit.   There   is  no  such 


w 


I 


».. 


•  s. 


Homecoming 
is  great... 

if  they  have 
Blue  Shield 
for  doctor  bills 


Blue  Shield  often  makes  the  difference  be- 
tween a  harried  homecoming  and  a  happy 
one.  When  your  patients  have  Blue  Shield, 
they  have  the  best  in  medical  care  protec- 
tion. Last  year,  Blue  Shield  paid  nearly 
$1.4  billion  in  doctor  bills  on  behalf  of  its 
53  million  members. 

Today,  nearly  30  years  after  doctors  like 
you  originated  the  concept  of  the  prepay- 
ment of  medical  bills,  this  unique  plan  re- 
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coverage  now  available  unless  the  physician  in  charge 
is  found  guilty  of  malpractice,  he  observes. 

The  underwriting  of  the  risk  on  the  part  of  the  vol- 
unteer in  a  kidney  transplant  or  other  donors  would 
relieve  the  individual  of  the  financial  risk  associated 
with  unanticipated— but  possibly  serious — effects  of  the 
drug  or  procedure  used  in  the  operation. 

Also,  in  the  event  of  some  unfortunate  occurrence, 
insurance  coverage  of  this  nature  would  eliminate  the 
motive  of  the  subject  to  sue  the  physician  for  mal- 
practice, Dr.  Stickel  submits. 

The  insurance  would  protect  the  physician  or  hos- 
pital in  much  the  same  way  that  workman's  compen- 
sation insurance  protects  employers  from  suits  for 
negligence  in  connection  with  injury  sustained  by  em- 
ployees on  the  job,  he  asserts. 

The  supporting  agency  should  be  responsible  for  pro- 
viding the  coverage,  and  in  most  instances  this  would 
be  the  National  Institutes  of  Health,  Dr.  Stickel  says. 

*  *    * 

Two  appointments  on  the  faculty  of  the  Duke  Univer- 
sity School  of  Medicine  have  been  announced  by  Dr. 
R.  Taylor  Cole,  university  provost  and  acting  executive 
officer. 

Appointed  were  Dr.  Peregrina  N.  Labay  as  an  as- 
sistant professor  of  urology  and  Dr.  Roger  W.  Turking- 
ton  as  an  assistant  professor  of  medicine. 

Dr.  Labay.  who  has  been  a  research  associate  in 
surgery  at  Duke,  received  her  medical  degree  at  the 
University  of  St.  Thomas  in  Manila,  Philippines,  in  1954. 
She  was  a  research  associate  in  surgery  and  urology 
at  the  Albert  Einstein  College  of  Medicine  prior  to 
coming  to  Duke. 

Dr.  Turkington,  a  native  of  Manchester.  Conn.,  re- 
ceived his  M.D.  degree  at  Harvard  in  1963.  He  served 
his  internship  and  residency  at  Duke,  and  has  been 
a  research  associate  in  endocrinology  and  an  associate 

in  medicine  here. 

*  *    # 

Dr..  F.  Bayard  Carter,  professor  and  former  chairman 
of  the  Department  of  Obstetrics  and  Gynecology  at 
Duke  University,  has  been  elected  to  a  lifetime  honorary 
fellowship  in  the  Royal  College  of  Obstetricians  and 
Gynaelogists  in  England. 

Only  seven  other  Americans,  four  of  them  still  living, 
have  been  honored  with  foreign  fellowships  from  the 
British  society. 

Dr.  Carter  recently  returned  from  London,  where  he 
was  inducted  into  the  college  and  presented  a  scroll 
during  special  ceremonies  held  in  the  Royal  College 
Building.  While  there  he  also  lectured  at  nine  hospitals 
and  medical  schools. 

*  *    * 

Dr.  William  S.  Ogden,  senior  resident  in  orthopaedic 
surgery  at  the  Duke  Medical  Center,  has  been  awarded 
a  $2,400  residency  training  grant  by  the  Southern 
Medical  Association. 

A  native  of  Macon.  Ga.,  Ogden  received  his  M.D. 
degree  in  1965  from  the  Medical  College  of  Georgia. 
Earlier  this  year  he  was  awarded  a  $1,800  research 
fellowship  by  the  Piedmont  Orthopaedic  Foundation. 


Dr.  Wolfgang  Joklik,  chairman  of  microbiology  and 
immunology  at  the  Duke  University  Medical  Center, 
has  been  elected  president  of  the  virology  section  of 
the  American  Society  for  Microbiology  (ASM). 

Dr.  Joklik  previously  had  served  the  virology  section 
of  ASM  as  its  secretary  and  vice  president.  He  is  editor 
of  Virology,  official  organ  of  the  society. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  University 

Dr.  B.  Lionel  B.  Truscott,  professor  of  neurology  at 
Albany  Medical  College,  has  been  appointed  stroke 
coordinator  for  the  North  Carolina  Regional  Medical 
Program. 

He  will  be  based  at  the  Bowman  Gray  School  of 
Medicine  where  he  has  accepted  an  appointment  as 
professor  of  neurology. 

As  stroke  coordinator.  Dr.  Truscott  will  work  closely 
with  the  three  medical  centers  in  North  Carolina, 
the  State  Medical  Society,  the  State  Board  of  Health, 
voluntary  health  organizations  and  community  hospi- 
tals over  the  state  in  the  development  of  programs 
for  the  prevention,  diagnosis,  and  management  of  cere- 
brovascular disease. 

He  will  direct  the  establishment  of  a  stroke  registry 
which  will  serve  the  entire  state  and  will  be  in  charge 
of  the  formation  of  community  stroke  programs. 

The  registry,  which  will  be  located  at  the  Bowman 
Gray  School  of  Medicine,  will  utilize  computer  tech- 
niques for  identifying  patients  with  high  risk  of  having 
stroke. 

Dr.  Truscott  holds  the  B.  A.  degree  from  Drew 
University,  the  M.A.  degree  from  Syracuse  University 
and  the  M.S.,  Ph.D.  and  M.D.  degrees  from  Yale 
University. 

He  has  been  a  member  of  the  Albany  Medical  Col- 
lege faculty  since  1960  and  has  served  as  chief  of 
neurology  at  the  Veterans  Administration  Hospital 
in  Albany.  N.  Y. 

*    *    * 

Dr.   Edward  D.   Bird,  former  assistant  professor  of,' 
medicine  at  the  University  of  Florida  College  of  Medi- 
cine, has  been  appointed  associate  director  of  the  Bow- 
man Gray  School  of  Medicine's  recently  opened  Clinical 
Research  Center. 

His  appointment  as  associate  professor  of  medicine 
became  effective  July  1. 

The  six-bed  Clinical  Research  Center,  which  later 
will  be  expanded  to  12  beds,  is  designed  for  intensive 
investigation  and  observation  of  patients  with  metabolic 
diseases  and  other  special  problems. 

It  includes  facilities  which  provide  an  ideal  environ- 
ment for  the  rigid  control  and  precise  tests  essential 
in  clinical  research. 

Dr.  Bird  left  July  8  to  participate  in  the  three-week 
CENTO  Summer  Institute  on  "Activation  Analysis"  in 
Istanbul,  Turkey. 

Sponsored  by  the  CENTO  Treaty  Organization,   the 
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purpose  of  the  institute  is  to  encourage  scientists  and 
technologists  from  CENTO  countries  to  make  use  of 
their  nuclear  reactors  in  various  fields. 

An  endocrinologist.  Dr.  Bird  holds  the  B.S.  and  M.B. 
degrees  from  the  University  of  London  and  the  CM. 
degree  from  the  Medical  Council  of  Canada.  He  is  a 
Fellow  of  the  American  College  of  Physicians. 

Upon  the  completion  of  postdoctoral  training,  he  took 
fellowship  training  in  endrocinology  and  metabolism 
at  the  University  of  Florida  and  at  Royal  Victoria 
Hospital  of  McGill  University,  Montreal. 


Other  recent  appointments  to  the  Bowman  Gray 
faculty  include  Dr.  William  W..  Quivers,  associate  pro- 
fessor of  pediatrics;  Dr.  Edward  M.  Lieberman,  as- 
sistant professor  of  physiology:  Dr.  Charles  E.  McCall, 
assistant  professor  of  medicine:  Dr.  Walter  H.  Traub, 
assistant  professor  of  microbiology  and  pathology;  Dr. 
Emmett  K.  Bearden.  instructor  in  radiology;  and  Dr. 
Kenneth  P.  Chepenik.  instructor  in  anatomy. 

Dr.  Quivers,  former  associate  professor  of  pediatrics 
at  Meharry  Medical  College,  will  serve  as  chief  of  the 
pediatric  service  at  Kate  Bitting  Reynolds  Memorial 
Hospital,  under  the  direction  of  the  chairman  of  the 
medical  School's  Department  of  Pediatrics.  He  holds 
the  B.S.  degree  from  Hampton  Institute  and  the  M.D. 
degree  from  Meharry. 
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Dr.  Lieberman.  a  neurophysiologist,  comes  to 
Bowman  Gray  from  the  Institute  of  Physiology  and 
Medical  Biophysics.  University  of  Uppsala.  Sweden, 
where  he  was  a  Fellow  of  the  Swedish  Medical  Re- 
search Council.  A  1959  graduate  of  Tufts  University, 
he  holds  the  M.A.  degree  from  the  University  of  Massa- 
chusetts and  the  Ph.D.  degree  from  the  University  of 
Florida  College  of  Medicine. 

Dr.  McCall.  a  1961  graduate  of  the  Bowman  Gray 
School  of  Medicine,  has  special  interests  in  the  area 
of  infectious  diseases.  For  the  past  two  years  he  has 
been  a  research  fellow  at  Harvard  Medical  School  and 
Thorndike  Memorial  Laboratory  and  a  clinical  fellow 
at  Boston  City  Hospital. 

Dr.  Traub  holds  the  M.D.  degree  from  the  Univer- 
sity of  Munich.  Germany,  and  the  M.S.  degree  from 
the  University  of  Rochester.  He  took  postdoctoral 
training  at  hospitals  in  Stuttgart.  Germany.  Dr.  Traub 
recently  completed  training  in  clinical  microbiology 
at  the  University  of  Washington. 

Dr.  Bearden  recently  completed  residency  training 
in  radiology  at  North  Carolina  Baptist  Hospital.  He 
holds  the  B.S.  degree  from  the  University  of  Georgia 
and  the  M.D.  degree  from  the  Medical  College  of  South 
Carolina. 

Dr.  Chepenik  received  the  Ph.D.  degree  in  June 
from  the  University  of  Florida,  where  he  also  received 
the  B.S.  and  M.S.  degrees. 

*  *    * 

Dr.  David  R.  Mace,  professor  of  family  sociology. 
and  his  wife.  Mrs.  Vera  C.  Mace,  recently  were 
awarded  special  citations  by  the  Merrill-Palmer  In- 
stitute of  Human  Development  and  Family  Life.  The 
presentations  were  made  in  recognition  of  "significant 
contributions  'both  have  made1  to  the  body  of  infor- 
mation  and   skills   required   in  marriage   counseling." 

The  Merrill-Palmer  Institute.  Detroit,  Mich.,  is  one 
of  the  world's  leading  centers  for  study  and  training 
in  the  field  of  family  life.  Dr.  and  Mrs.  Mace  former- 
ly served  for  seven  years  as  executive  directors  of  the 
American  Association  of  Marriage  Counselors. 

*  *    * 

Dr.  Monroe  Cole,  assistant  professor  of  neurology, 
recently  served  as  a  visiting  lecturer  at  two  univer- 
sities in  Spain.  He  spoke  on  "Projections  of  the  Sub- 
stantia Nigra"  at  the  University  of  Navarra.  Pamp- 
lona, Spain,  and  on  the  "Anatomy  of  the  Substantia 
Nigra"  at  the  University  of  Madrid. 

*  *    * 

Dr.  D.  Louise  Odor,  associate  professor  of  anatomy, 
recently  returned  to  the  Bowman  Gray  School  of  Medi- 
cine after  serving  for  seven  weeks  as  a  visiting  scien- 
tist in  the  Department  of  Biological  Structure  at  the 
University  of  Washington,  Seattle. 

*  *    * 

Dr.  Arthur  Wainer.  assistant  professor  of  biochem- 
istry, has  been  awarded  a  special  research  fellowship 
by  the  National  Institute  of  Arthritis  and  Metabolic 
Diseases.  He  will  spend  a  year  at  the  University  of 
California  at  Berklev  where  he  will  study  the  structure 
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and  function  relationship  of  insulin  with  Dr.  F.  H. 
Carpenter,  professor  of  biochemistry  at  the  univer- 
sity. 

*  *    * 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and 
director  of  the  Behavioral  Sciences  Center,  recently 
participated  on  the  faculty  of  a  two-day  postgraduate 
course  in  obstetrics  and  gynecology  at  the  University 
of  Texas  School  of  Medicine. 

He  lectured  on  "Sources  of  Difficulties  in  Marital 
and  Sexual  Communication"  and  particpated  in  a  panel 
on  "The  Role  of  the  Physician  in  Sex  Education  for 
All  Ages." 

*  *    * 

Two  senior  medical  students  of  the  Bowman  Gray 
School  of  Medicine  are  taking  three  months  of  spe- 
cial study  in  clinical  neurology  this  summer  at  the 
University  of  London's  Institute  of  Neurology,  Queen 
Square.  London. 

John  S.  Kitchin  of  Wake  Forest  and  Dominick  Ad- 
dario.  Jr.  of  Bayonne.  N.  J.,  are  serving  as  Fellows 
in  Clinical  Neurology  under  the  direction  of  Dr.  James 
Bull,  dean  of  the  Queen  Square  Institute.  They  will  re- 
turn to  the  Bowman  Gray  School  of  Medicine  in  Sep- 
tember. 

*  *    * 

L.  Thompson  Heffner.  Jr.  of  Newton  recently  be- 
came the  first  Bowman  Gray  student  to  train  aboard 
the  American  hospital  ship,  S.  S.  Hope. 

A  senior  medical  student,  Heffner  will  spend  the 
summer  aboard  the  ship  at  Colombo,  Ceylon,  and  will 
participate  in  the  education  and  patient-care  pro- 
grams of  Project  HOPE. 


North   Carolina   Heart   Association 

Dr.  James  A.  McFarland  of  the  Duke  University 
Medical  Center  was  elected  president  of  the  North 
Carolina  Heart  Association  at  its  annual  luncheon  at 
the  Robert  E.  Lee  Hotel  during  the  19th  Annual  Meet- 
ing and  Scientific  Sessions  held  in  Winston-Salem.  Dr. 
McFarland  succeeds  Dr.  Madison  S.  Spach  of  Durham. 

Dr.  McFarland,  an  internist  who  recently  joined  the 
Duke  Staff  and  Regional  Medical  Program,  was  pre- 
viously in  practice  in  Rutherfordton,  North  Carolina. 

Dr.  Henry  S.  Miller  of  the  Bowman  Gray  School  of 
Medicine  was  elected  vice-president  and  president- 
elect of  the  association. 

Also  elected  as  officers  were  R.  B.  Boyd  of  Charlotte 
as  secretary  and  James  F.  Lane  of  Chapel  Hill  as 
treasurer. 

Eight  North  Carolina  scientists  have  been  named  by 
the  American  Heart  Association  to  receive  research 
grants  during  the  fiscal  year  beginning  July  1.  Dr. 
James  A.  McFarland.  president  of  the  North  Carolina 
Heart  Association,  announced  recently. 

The  Grants-in-Aid  awards  are  part  of  a  record 
$12,000,000  research  effort  being-  underwritten  by  the 
American  Heart  Association  and  its  affiliates  for  the 
1968-1969  fiscal  period.  Dr.  McFarland  said.  The  Asso- 


ciation's research  program  is  supported  by  public  con- 
tributions to  the  Heart  Fund  campaign  in  February. 

Following  are  grants  made  in  North  Carolina  by  the 
American  Heart  Association:  Dr.  Carl  Gottschalk  of 
the  University  of  North  Carolina  School  of  Medicine; 
Dr..  Peter  Halloway.  Dr.  Frans  Jobsis,  Dr.  Bettie  Mas- 
ters, Dr.  Klaus  Brendel,  and  Dr.  James  Clapp  of  Duke 
University  Medical  Center;  Dr.  Margaret  Conrad  and 
Dr.  Robert  Bond  of  Bowman  Grav  School  of  Medicine. 


North  Carolina  Tuberculosis 
Association 

The  North  Carolina  Tuberculosis  Association  is  now 
the  North  Carolina  Tuberculosis  and  Respiratory  Dis- 
ease Association.  The  change  in  name  was  effected 
at  the  Annual  Meeting  of  the  Association  held  in  Char- 
lotte April  30  and  May  1. 

Adoption  of  the  name  was  expected  after  the  Na- 
tional Association,  with  which  the  State  organization 
is  affiliated,  added  "Respiratory  Disease"  to  its  title. 

Being  confronted  with  problems  caused  by  other  crip- 
pling lung  conditions  such  as  emphysema  and  chronic 
bronchitis,  in  their  efforts  to  control  tuberculosis,  the 
National  Board  in  1956  officially  sanctioned  expansion 
of  programs  in  other  areas.  It  is  thought  that  the  name 
now  more  nearly  reflects  the  Association's  broad  area 
of  activity. 


North  Carolina  State  Board  of  Health 

Dr.  Jacob  Koomen,  State  Health  Director,  has  an- 
nounced the  appointment  of  Miss  Anne  Parrish  as 
Chief  of  the  Physical  Therapy  Section  at  the  State 
Board  of  Health.  "Miss  Parrish  is  eminently  qualified 
to  assume  leadership  for  this  important  public  health 
program,"  Dr.  Koomen  said. 

A  native  of  Franklin  County,  Miss  Parrish  attended 
Meredith  College  and  received  a  B.S.  degree  from  the 
University  of  North  Carolina  at  Greensboro.  She  re- 
ceived her  certificate  in  Physical  Therapy  from  the 
University  of  Wisconsin  and  has  been  with  the  North 
Carolina  State  Board  of  Health  for  more  than  15  years. 

The  Physical  Therapy  Section  will  provide  consulta- 
tion, training,  and  direct  services  in  a  number  of  pub- 
lic health  programs,  such  as  Crippled  Children's 
services.  Chronic  Diseases,  and  Home  Health  Care. 


American  Medical  Association 

The  spotlight  focused  on  a  North  Carolina  member 
of  the  House  of  Delegates  at  the  Annual  Meeting  of  the 
American  Medical  Association  held  in  San  Francisco 
when  he  was  elected  to  the  high  position  of  member  of 
the  AMA  Board  of  Trustees. 

John  R.  Kernodle,  M.D.  of  Burlington  was  one  of 
three  new  members  of  the  AMA  Board  elected  for  a 
three-year  term.  Other  new  board  members  elected 
were  John  M.  Chenault,  M.D.  of  Decatur,  Ala.  and  Ray- 
mond T.  Holden.  M.D.  of  Washington,  D.  C. 

Following  adjournment  of  the  House  of  Delegates,  the 
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AMA  Board  of  Trustees  reorganized  and  elected  Burtis 
E.  Montgomery,  M.D.  of  Harrisburg,  111.  as  chairman; 
Irvin  E..  Hendryson,  M.D.  of  Albuquerque,  N.  M., 
vice  chairman;  and  Alvin  J.  Ingram,  M.D.  of  Memphis, 
Tenn.,  secretary  and  secretary-treasurer  of  the  AMA. 


News  Notes 

Three  recent  residents  in  the  Mayo  Graduate  School 
of  Medicine,  University  of  Minnesota  at  Rochester  have 
left  that  city  and  will  be  located  in  North  Carolina. 
They  are  Drs.  R.  L.  McGowan  ( internal  medicine), 
J.  E.  Dunn,  II  <  neurology  I,  and  J.  C.  Parker,  Jr. 
(pathology). 

All  three  will  be   located   in   Durham. 


National  Society  for  Crippled 
Children  and  Adults 

The  future  role  of  the  voluntary  health  and  welfare 
agency  in  a  changing  society  will  be  explored  during 
the  1968  convention  of  the  National  Easter  Seal  So- 
ciety for  Crippled  Children  and  Adults  to  be  held  in 
Boston  Nov.    13-16. 

Professional  and  volunteer  leaders  from  the  50 
states,  Puerto  Rico,  and  the  District  of  Columbia  will 
gather  at  the  Sheraton-Boston  Hotel  to  examine  a 
variety  of  other  subjects  relating  to  rehabilitation. 

In  addition,  meetings  of  the  National  Society's  board 
of  directors  and  house  of  delegates  will  be  held  to 
determine  policy  and  chart  the  Society's  course  during 
the  coming  year. 


American  College  of  Gastroenterology 

The  American  College  of  Gastroenterology  announces 
that  its  annual  course  in  Postgraduate  Gastroenterology 
will  be  given  at  the  Statler  Hilton  in  Boston,  Mass.,  on 
October  31,  November  1-2,  1968. 

The  faculty  for  the  course  will  be  drawn  from  the 
medical  schools  in  and  around  Boston.  The  subject 
matter  to  be  covered  in  the  course,  from  a  medical 
as  well  as  surgical  viewpoint,  will  be  essentially,  the 
advances  in  diagnosis  and  treatment  of  gastrointestinal 
diseases  and  a  comprehensive  discussion  of  diseases  of 
the  esophagus,  stomach,  pancreas,  liver  and  gall- 
bladder, colon  and  rectum.  In  addition  there  will  be 
individual  papers  and  films  of  interest. 

For  further  information  and  enrollment  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York.  N.  Y.  10023 


American  Hospital  Association 

Congress  can  make  "a  very  positive  contribution" 
toward  improving  the  health  of  Americans  by  extend- 
ing Public  Law  89-239— the  Regional  Medical  Programs 
act — for  another  five  years,  the  American  Hospital 
Association  said  recently. 

The  Association,  which  represent  nearly  7,000  hos- 
pitals, said  in  an  editorial  in  the  July  1  issue  of  Hos- 
pitals, Journal  of  the  American  Hospital  Association, 


that  existing  regional  medical  programs  provide  evi- 
dence that  the  health  care  objectives  of  PL  89-239  are 
being  realized. 

Congress  is  now  considering  the  Administration's  re- 
quest for  a  five-year  extension  of  the  law,  and  is 
expected  to  act  on  the  measure  before  adjourning. 

"If  the  extension  is  approved,"  the  Hospitals  edi- 
torial said,  "it  will  be  a  tribute  to  the  current  achieve- 
ments of  regional  medical  programs  and,  more  signi- 
ficantly, a  very  positive  contribution  toward  the  im- 
proved health  of  our  nation." 


World  Congresses  of  Neurological 
Sciences 

The  Ninth  International  Congress  of  Neurology  and 
the  Fourth  International  Congress  of  Neurological  Sur- 
gery will  be  held  as  a  combined  scientific  meeting  in 
New  York  City  Sept.  20-27,  1969.  This  first  joint  meet- 
ing of  the  two  groups  will  be  called  the  World  Congres- 
ses of  Neurological  Sciences. 

General  information  and  registration  forms  can  be 
obtained  from  the  headquarters  office  of  the  World 
Congresses  of  Neurological  Sciences,  420  Lexington 
Avenue,  Suite  417,  New  York,  New  York  10017,  U.  S.  A. 


Public  Health  Service 

Recent  research  into  the  causes  and  progressive  na- 
ture of  emphysema  and  other  chronic  lung  diseases  is 
the  subject  of  a  new  400-page  publication  just  released 
by  the  National  Center  for  Chronic  Disease  Control. 
Public  Health  Service. 

"Current  Research  in  Chronic  Airways  Obstruction" 
'Public  Health  Service  Publication  No.  1717)  contains 
30  papers  presented  at  the  ninth  Aspen  Emphysema 
Conference,  held  in  Aspen.  Colorado,  June  9  to  12,  1966. 

The  Chronic  Respiratory  Diseases  Control  Program, 
sponsor  of  the  last  three  conferences  and  of  the  11th 
conference  held  June  12  to  15,  this  year,  is  the  pub- 
lisher of  the  current  volume  of  studies. 

A  limited  number  of  single  copies  of  "Current  Re- 
search in  Chronic  Airways  Obstruction"  are  available 
from  the  Public  Inquiries  Branch  of  the  Public  Health 
Service,  Washington.  D.  C.  The  publication  may  be 
purchased  from  the  Superintendent  of  Documents,  U.  S. 
Government  Printing  Office.  Washington,  D.  C.  20402. 
for  $2.00  each  or  $150  per  hundred. 


"Seven  for  Suzie" 

The  National  Easter  Seal  Society  for  Crippled  Chil- 
dren and  Adults  announces  a  new  education/recruit- 
ment film,  "Seven  for  Suzie."  This  13x2  minute  color 
film  was  made  by  a  special  grant  from  the  American 
Contract  Bridge  League  Foundation  for  the  National 
Society's  Careers  in  Rehabilitation  project. 

The  need  for  such  a  project  is  tremendous.  The  num- 
ber of  qualified  specialists  in  every  profession  today 
must  be  doubled  just  to  meet  minimum  goals  in  all 
fields.  One  of  the  major  causes  is  that  high  school  and 
college   students   nationwide   are   not   deciding   against 
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careers  in  rehabilitation— they  simply  are  not  aware 
of  them. 

"Seven  for  Suzie"'  is  one  attempt  to  create  aware- 
ness. Through  the  skills  of  seven  representative  special- 
ists, Suzie,  an  eight-year-old  handicapped  child  is  being 
helped  to  walk,  play,  improve  her  ability  to  speak, 
prepare  for  a  regular  classroom  and  understand  and 
cope  with  her  disabilities.  At  the  same  time,  Suzie's 
mother  is  helped  to  understand  Suzie's  problems  and 
those  facing  her  family.  The  viewer  is  able  to  see 
how  the  team  members  work  together  to  make  Suzie's 
life  better. 

Prints  are  available  on  loan  through  State  Easter 
Seal  offices,  or  can  be  purchased  for  $50  each  from 
Careers  in  Rehabilitation.  National  Easter  Seal  Society, 
2023  West  Ogden  Avenue  Chicago  Illinois  60612.  A  sup- 
plemental brochure  and  fact  sheet  are  also  available. 


AUXILIARY 

To  Prospective  Members-at-Large 

We  checked  our  membership  records  today. 
We  locked  and  looked  but  could  not  find 
Your  name  listed  among  the  MEMBERS-AT-LARGE, 
And  we  won't  be  happy  until  you  have  signed. 
We  feel  it  is  purely  an  oversight, 
So  to  this  matter  won't  you  please  attend? 
Instead  of  being  counted  out, 
We  want  you  counted  in. 
If  you  are  NOT  already  receiving 
The  MD's  WIFE  and  TAR  HEEL  TANDEM  with  Auxi- 
liary news, 
I  would  appreciate  your  letting  me  know 
When  you  send  in  your  dues. 
Please    send    your    check    for   $4   right    away   to   our 

Treasurer** 
And  then  we  won't  be  blue. 

THANKS  A  MILLION!   And  welcome,   new  member! 
We  knew  we  could  count  on  you. 

Mrs.  W.   A.  Y.  Sargent,  Chairman 

Members-at-large 

Box  757 

Burnsville,  N.  C,  28714 

*Physicians  wives  in  counties  where  there  is  no 
organized  Auxiliary  are  eligible  to  become  Members- 
at-Large. 

**  State  Auxiliary  Treasurer 
1221  Dixie  Trail 
Raleigh,  N.  C.  27607 


Mrs.  Amos  N.  Johnson  of  Garland  was  elected  to 
serve  her  second  term  as  a  two-year  national  director 
for  the  Woman's  Auxiliary  to  the  American  Medical 
Association.  The  announcement  was  made  at  the  auxi- 
liary's 45th  annual  convention  held  in  San  Francisco 
last  month. 

Active  in  the  organization  for  more  than  30  years, 
Mrs.  Johnson  was  president  of  the  North  Carolina 
Auxiliarv  in  1964-1965.   and  since  that  time  has  been 


reports  chairman,  parliamentarian,  and  representative 
to  AMPAC-MEDPAC,  the  state's  political  action  com- 
mittee. She  is  a  charter  member  of  the  Sampson 
County  auxiliary  and  served  as  its  president  in  the 
1930s. 

The  former  Mary  Allan,  Mrs.  Johnson  is  a  graduate 
of  Florida  State  University  and  did  her  laboratory  tech- 
nician work  at  Jackson  Memorial  Hospital  in  Miami, 
Florida.  Her  husband,  Dr.  Amos  Johnson,  is  a  general 
practitioner  who  is  presently  an  AMA  delegate  and  a 
member  of  the  Governor's  Commission  for  economic 
development  and  to  study  the  public  school  system  of 
North  Carolina.  They  have  two  children. 


The  Month  in  Washington 

President  Johnson  designated  the  Secre- 
tary of  Health,  Education  and  Welfare,  Wil- 
bur J.  Cohen,  as  the  chief  federal  official  for 
health  policies  and  programs. 

An  HEW  reorganization  plan,  recommend- 
ed by  Cohen  and  approved  by  Mr.  Johnson, 
makes  the  secretary: 

1)  The  President's  chief  adviser  on  fed- 
eral health  policy  and  programs. 

2)  Responsible  for  coordinating  all  fed- 
eral health  programs. 

3)  Head  of  a  new  Federal  Interdepart- 
mental Health  Policy  Council. 

The  reorganization  also  included  creation 
of  a  Consumer  Protection  and  Environ- 
mental Health  Service  as  a  unit  of  the  Public 
Health  Service  and  transfer  of  the  Division 
of  Regional  Medical  Programs  from  the  Na- 
tional Institutes  of  Health  to  the  Health 
Services  and  Mental  Health  Administration. 

Mr.  Johnson  also  agreed  to  renew  a  request 
to  Congress  to  raise  the  status  of  HEW's 
principal  health  official,  now  Dr.  Philip  R. 
Lee,  from  assistant  secretary  to  Under  Sec- 
retary for  Health  and  Science. 

The  new  consumer  and  environmental 
health  unit  consists  of : 

— The  Food  and  Drug  Administration ; 

— The  National  Center  for  Air  Pollution 
Control ; 

— The  National  Center  for  Radiological 
Health ; 

— The  National  Center  for  Urban  and  In- 
dustrial Health; 

— Certain  staff  units  of  the  Office  of  the 
Director,  Bureau  of  Disease  Prevention  and 
Environmental  Control. 
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Charles  C.  Johnson,  Jr.,  a  Negro  and  As- 
sistant Commissioner  for  Health  for  En- 
vironmental Health  in  New  York  City,  was 
named  to  head  the  new  unit.  An  engineer, 
he  had  been  on  leave  from  the  Public  Health 
Service,  and  his  new  post  makes  him  the 
highest  ranking  Negro  member  in  the  his- 
tory of  PHS. 

Dr.  Herbert  L.  Ley,  Jr.,  who  had  been 
director  of  the  FDA's  Bureau  of  Medicine 
since  the  fall  of  1966,  was  appointed  to  suc- 
ceed Dr.  James  L.  Goddard  who  recently  re- 
signed as  Commissioner  of  Food  and  Drugs. 
Dr.  Ley  had  been  recommended  by  Goddard 
and  also  had  the  support  of  a  number  of 
Senate  and  House  members  on  committees 
concerned  with  FDA.  A  1946  graduate  of 
the  Harvard  Medical  School,  Dr.  Ley  had 
been  on  the  faculty  at  his  alma  mater  and 
the  George  Washington  University  School 
of  Medicine  earlier  in  his  career.  He  also 
had  served  as  chief  of  medical  branches  of 
the  Army  research  office  and  the  office  of 
the  Army  Surgeon  General. 

The  interdepartmental  health  policy  coun- 
cil will  oversee  all  federal  activities  in  the 
health  field,  such  as  the  drafting  of  physi- 
cians for  service  with  the  armed  forces, 
Veterans  Administration  hospitals,  and  Of- 
fice of  Economic  Opportunity  health  proj- 
ects. 

Cohen  said  that  there  had  been  no  way 
in  the  past  for  the  HEW  secretary  to  give 
guidance  in  such  matters.  He  said  there  must 
be  a  reexamination  of  the  drafting  of  physi- 
cians to  provide  care  in  the  United  States  for 
civilian  dependents  of  military  personnel. 

As  medicare  went  into  its  third  year, 
Cohen  announced  the  appointment  of  a  12- 
member  advisory  council  to  study  the  pos- 
sible extension  of  the  program  to  disabled 
persons  under  age  65.  Congress  last  year 
turned  down  the  Administration's  request 
for  such  an  extension  but  authorized  crea- 
tion of  the  council  to  study  the  matter. 

Dr.  Henry  H.  Kessler,  director  of  the  Kes- 
sler  Institute  for  Rehabilitation  in  Newark, 
N.  J.,  was  named  chairman  of  the  advisory 
council.  Other  members  are: 

Dr.  Moris  Brand,  medical  director  of  the 
Sidney     Hillman     Health     Center;     James 


Brindle,  president  of  the  Health  Insurance 
Plan  of  Greater  New  York ;  James  M.  Gillen, 
director  of  personnel  research  of  General 
Motors ;  Juanita  Kreps,  associate  professor 
of  economics  at  Duke  University ;  Dr.  Leon- 
ard W.  Larson,  past  president  of  the  Ameri- 
can Medical  Assn. ;  Daniel  W.  Pattengill,  vice 
president  of  Aetna  Life  and  Casualty  Co., 
Bert  Seidman,  director  of  the  AFL-CIO  so- 
cial security  department;  E.  A.  Vaughn,  vice 
president  of  the  Alumnium  Co.  of  America ; 
Anthony  G.  Weinlein,  executive  assistant  to 
the  president  of  the  AFL-CIO  Building  Serv- 
ice Employes;  E.  B.  Whitten,  executive  di- 
rector of  the  National  Rehabilitation  Assn., 
and  Dr.  Alonzo  S.  Yerby,  professor  at  Har- 
vard's School  of  Public  Health. 

*  *     * 

The  American  Medical  Association  told 
Congress  it  supported  most  provisions  of  the 
Administration's  health  manpower  bill  as 
essential  to  increasing  enrollment  in  the  na- 
tion's medical  schools. 

The  AMA  position  was  outlined  by  Dr. 
William  A.  Sodeman  of  the  AMA's  Council 
on  Medical  Education  in  testimony  before 
the  House  Public  Health  and  Welfare  Sub- 
committee. He  noted  that  a  recent  joint 
statement  of  the  AMA  and  the  Association  of 
American  Medical  Colleges  that  more  funds 
from  both  government  and  private  sources 
would  be  needed  by  medical  schools  if  they 
were  to  expand  enrollment. 

"The  bill  (H.  R.  15757)  before  the  sub- 
committee provides  a  means  of  furnishing 
the  federal  component  of  the  necessary  fi- 
nancial resources,"  Dr.  Sodeman  said. 

In  other  testimony,  the  AMA  supported 
the  overall  objectives  of  the  Administration's 
occupational  health  bill,  but  opposed  a  pro- 
vision that  would  authorize  establishment 
and  enforcement  of  mandatory  national 
standards  for  health  and  safety. 

Urging  rejection  of  the  mandatory  stand- 
ards provision,  Dr.  Wells  said  that  this 
authority  has  been  "properly  vested  in  the 
states  where  the  standards  and  the  enforce- 
ment can  be  adapted  to  their  particular  geo- 
graphical and  industrial  conditions." 

*  *     * 

The  U.  S.  Supreme  Court  refused,  by  a  5-4 
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division,  to  lay  down  a  constitutional  rule 
against  punishing  chronic  alcoholics  for  be- 
ing drunk  in  public. 

In  an  opinion  by  Justice  Thurgood  Mar- 
shall, four  members  of  the  Court  said  that 
neither  the  facts  of  the  test  case  nor  "the 
comparatively  primitive  state"  of  scientific 
knowledge  on  the  subject  justifies  such  a  de- 
cision at  present. 

The  vote  of  the  four,  plus  Justice  Byron  R. 
White,  who  concurred  separately,  upheld  the 
conviction  of  Leroy  Powell,  67,  who  was 
fined  $50  in  a  Travis  County,  Tex.,  court  for 
being  drunk  in  public. 

The  argument  for  Powell  was  that  alco- 
holism is  a  disease  and  the  person  suffering 
from  it  should  be  treated  rather  than  pun- 
ished. 
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Why  A  Headquarters  Building? 

David  Goe  Welton,  M.D. 


How  many  of  you  have  visited  our  Head- 
quarters Office  in  Raleigh?  Possibly  one  out 
of  ten  of  our  membership.  For  twenty  years 
the  headquarters  operations  of  our  Society 
have  been  located  in  the  Capital  Club  Build- 
ing. (Can  you  name  the  street  it's  on?)  The 
growth  of  the  Society  and  the  effective  pur- 
suit of  its  expanding  activities  depend  more 
and  more  upon  an  efficient  central  office 
operation.  The  space  available  for  this  pur- 
pose over  all  of  these  years  has  been  grossly 
inadequate  in  quantity,  quality,  utility, 
locality,  and  desirability. 

At  present,  rooms  on  three  different  floors 
of  this  obsolete  building  are  in  use,  provid- 
ing a  total  of  4,100  square  feet  of  space.  This 
small  amount  and  inconvenient  distribution 
of  space  makes  efficient  operation  impos- 
sible. I  believe  you  would  be  appalled  if  you 
inspected  it.  "Clutter  is  the  order  of  the  day. 
Floor  filing,  table  filing,  secretaries  squeezed 
into  the  only  common  room ;  two  secretaries, 
two  desks,  and  a  plethora  of  files  and  other 
impedimenta  crowd  each  small  office.  There 
is  not  one  desk  or  table  available  for  the  of- 
ficers of  your  Society."1  Comparable  to  ours 
in  membership,  the  Medical  Association  of 
Georgia  is  now  building  a  10,000  square  foot 
addition  to  its  original  6,000  square  foot 
building  in  Atlanta.  Ninety  percent  of  all 
State  Societies  own  headquarters  properties 
— most  for  years. 

In  order  to  provide  adequate  and  neces- 
sary work  rooms  for  printing,  IBM  and  mail- 
ing operations,  offices  for  the  staff,  the 
president  of  the  Society,  the  Auxiliary,  Com- 
mittee and  Conference  activity  rooms,  a 
reference  library  and  historical  repository, 
about  15,000  square  feet  are  needed.  This  is 
60%  of  the  rentable  space  for  development 
Plan  B  of  the  feasibility  study  (approved  by 


the  Executive  Council  and  the  House  of  Dele- 
gates). The  equivalent  amount  of  rentable, 
desirable  office  space  located  near  state 
agencies  and  with  adequate  parking  just  is 
not  available  now  in  Raleigh.  This  has  been 
true  for  some  time,  and  explains  why  other 
professional  organizations,  such  as  the  North 
Carolina  Bar  Association,  the  North  Carolina 
Dental  Society,  and  others  have  put  up  their 
own  buildings.  Even  if  15,000  square  feet  of 
suitable  space  were  available  on  a  rental 
basis,  the  monthly  rent  would  be  in  excess 
of  $5,000.00. 

Some  of  the  essential  activities  which  are 
conducted  in  our  central  office  are :  com- 
munications to  the  membership,  services  to 
the  membership  such  as  publishing  the  Jour- 
nal, the  Roster,  the  P-R  Bulletin,  Proceed- 
ings of  the  Executive  Council  and  House  of 
Delegates  meetings,  minutes  and  reports  of 
over  60  committee  meetings  every  time  they 
meet,  maintaining  permanent  membership 
records,  mailing  lists  and  equipment,  central 
billing  and  collection  of  dues  for  the  county 
societies  and  the  AMA,  and  maintaining  ef- 
fective liaison  with  many  state  agencies — 
constantly  increasing  in  importance  and 
number.  There  are  many  more  services,  plus 
some  which  should  be  added  as  soon  as  space 
permits,  such  as  services  to  specialty  socie- 
ties and  health-oriented  non-governmental 
organizations. 

The  present  Headquarters  Facility  Com- 
mittee, under  the  able  chairmanship  of  Doc- 
tor Hewitt  Rose,  has  been  actively  engaged 
during  the  past  three  years  in  obtaining  suit- 
able property  near  the  state  legislative  build- 
ing, in  studying  feasibility  reports,  in  visit- 
ing headquarters  facilities  of  several  other 
state  medical  associations,  and  in  selecting  an 
architect.   Financial,   legal,   and   real   estate 
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development  experts  have  been  repeatedly 
consulted.  Reports  from  this  committee  have 
appeared  regularly  in  our  official  publica- 
tions. We  now  own  more  than  an  acre  of 
highly  desirable  property  bounded  by  Person, 
Lane  and  Bloodworth  Streets,  across  the 
street  from  the  Governor's  Mansion,  just  two 
blocks  from  the  state  legislative  building. 

You  will  recall  that  in  1956  a  fifty-two 
acre  tract  of  land  on  the  Raleigh-Durham 
highway  (U.  S.  70) — near  the  airport — was 
purchased  for  $26,104.  This  property,  now 
worth  several  times  the  original  cost,  is  still 
owned  by  the  Society  and  at  a  propitious 
time  could  be  sold  to  help  finance  the  facility 
proposed  for  downtown  Raleigh.  There  are 
several  reasons  why  it  is  not  now  desirable  or 
advisable  as  a  site  for  our  headquarters 
budding,  such  as  its  distance  from  many 
state  governmental  agencies  with  which  we 
maintain  almost  daily  contact,  employee 
commuting  distance,  the  fact  that  it  is  zoned 
now  for  heavy  industry  with  thirteen  truck 
terminals  located  nearby,  and  jet-noise  fac- 
tors resulting  from  the  airport  operation. 
Finally  a  high  security  cost,  in  times  when 
protected-area  properties  lack  security, 
would  be  a  factor  of  maintenance  in  such  dis- 
tant isolation. 

On  Tuesday,  May  14,  1968,  your  House  of 
Delegates  approved  "the  construction  of  a 
Headquarters  Building  on  the  site  (Person 
and  Lane  Streets)  owned  by  the  Society  in 
Raleigh,  North  Carolina,  according  to  such 
plans  and  arrangements  and  at  such  time  as 
shall  be  approved  by  the  Executive  Council."2 
The  House  also  passed  a  motion,  for  the 
purpose  of  financing  such  a  facility,  which 
would  increase  the  annual  dues  "by  an  addi- 
tional amount  of  sixty  dollars  per  year  for 
a  period  of  five  years,  beginning  with  the 
year  1969 — and  beginning  with  the  first 
year  of  admission  of  members  admitted  to 
membership  during  and  after  1969.  All  mem- 


bers shall  have  the  option  of  paying  $250.00 
in  January,  1969,  or  in  the  first  year  of  their 
admission  thereafter  in  prepayment  for  the 
foregoing  additional  increase  in  their  dues. 
These  additional  funds  are  to  be  used  for  the 
purpose  of  construction  and  maintenance 
of  the  headquarters  facility."1  This  was  in- 
tended to  be  a  limited,  five  year  increase  in 
addition  to  the  twenty-five  dollar  annual  in- 
crease in  dues  which  had  been  approved  for 
operating  expenses  of  the  Society. 

On  June  27,  1968,  your  president  received 
a  petition  from  the  Forsyth  County  Medical 
Society,  signed  by  seventy  delegates  repre- 
senting thirty  five  county  societies,  request- 
ing a  called  meeting  of  the  House  of  Dele- 
gates "no  later  than  December  1,  1968,  for 
the  purpose  of  reconsideration  of  the  method 
of  providing  for  and  financing  adequate 
space  for  a  Headquarters  Facility  and  con- 
sideration of  any  other  matters  specifically 
related  thereto."1  (for  a  complete  copy  of  the 
petition  and  its  acknowledgement,  see  the 
August,  1968,  issue  of  our  Journal) 

On  August  11,  1968,  a  called  meeting  of  the 
Executive  Council  was  held  in  Raleigh. 
Among  its  actions,  the  Council  set  Sunday, 
November  10,  1968,  as  the  date  for  the  called 
meeting  of  the  House  of  Delegates,  to  be  held 
at  the  Sir  Walter  Hotel  in  Raleigh. 

In  subsequent  communications,  you  will  be 
supplied  with  a  summary  of  the  various 
methods  available  for  financing  the  construc- 
tion and  maintenance  of  our  Headquarters 
Facility.  Your  continued  interest  in  and 
serious  consideration  of  these  matters  are 
needed  in  order  for  your  Society  to  achieve 
its  proper  goals  in  the  coming  months  and 
years. 
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One  of  the  principal  methods  of  reducing 
maternal  mortality  is  continual  reappraisal 
of  such  deaths  to  elucidate  areas  for  im- 
provement. A  20-year  experience  with  mater- 
nal deaths  in  North  Carolina  is  now  available 
for  analysis.  The  purpose  of  this  paper  is  to 
describe  the  statistical  content  of  this  ex- 
perience to  provide  the  background  and  per- 
spective for  subsequent  presentations  on 
specific  topics. 

Methods 

The  Committee  on  Maternal  Welfare  of 
the  Medical  Society  of  the  State  of  North 
Carolina  began  a  review  of  maternal  deaths 
in  this  state  August  1,  1946.  Through  De- 
cember 31,  1965,  3,104  anonymous  records 
were  reviewed.  Initially,  the  study  included 
all  deaths  from  conception  until  one  year 
after  delivery.  After  1952,  only  those  deaths 
occurring  within  six  months  of  delivery  were 
reviewed.  Despite  the  fact  that  the  modus 
operandi  of  the  Committee  was  to  avoid 
personal  criticism,  "the  motive  being  the  in- 
telligent re-study  of  the  problem  presented 
with  the  hope  of  finding  the  key  to  subse- 
quent successful  management  of  similar 
cases,"2  the  study  met  resistance  by  some 
physicians.  For  this  reason,  records  were 
often  inadequate  and  equivocal  diagnoses 
were  accepted.  Although  the  Committee  has 
had  only  three  chairmen  since  its  inception, 
the  members  of  the  Committee,  who  reviewed 
and  finally  interpreted  each  record,  changed 
regularly,  so  that  many  different  viewpoints 
are  reflected  in  the  Committee  analyses. 

In  1959  the  Committee  on  Maternal  and 
Child  Care  of  the  Council  on  Medical  Service, 
American  Medical  Association,  published  "A 
Guide  for  Maternal  Death  Studies"  which  en- 
couraged a  uniform  classification  of  obstetric 
causes  of  death  and  defined  a  maternal  death 
as  follows:  "the  death  of  any  woman  dying 


of  any  cause  whatsoever  while  pregnant  or 
within  90  days  of  the  termination  of  the 
pregnancy,  irrespective  of  the  duration  of 
the  pregnancy  at  the  time  of  termination  or 
the  method  by  which  it  was  terminated."1 

With  this  background,  increased  present- 
day  knowledge  and  need  for  objectivity,  and 
in  the  interest  of  consistency,  it  was  felt 
necessary  to  have  all  the  records  of  maternal 
deaths  reviewed  by  the  same  persons  at  the 
same  time.  The  definition  and  classification 
of  maternal  deaths  recommended  by  the 
A.M.A.  was  used.  Either  medical  documenta- 
tion or  autopsy  findings  or  both  were  requi- 
site for  all  diagnoses  when  pertinent,  so  that 
many  deaths  occurring  at  home  without  med- 
ical attendance  or  subsequent  autopsy  were 
considered  of  indeterminate  etiology. 

Results 
Of  the  3,104  deaths,   367  occur  red  more 
than   three  months   and   74   more  than  six 
months  post  partum.  The  categorical  occur- 

Table  1 

Influence  of  Definition  on  Maternal  Death  Occurrence 

North  Carolina  1946-65 

Up  to  90  days  Up  to  180  days 

Type  of  Death    Post  partum     Post  partum    %  Increase* 


Direct  obstetric 

1,879 

1,886 

0.4 

Indirect  obstetric 

523 

632 

20.8 

Nonrelated 

193 

320 

65.8 

Insufficient  data 

142 

192 

35.2 

Total 

2,737 

3,030 

10.7 

*6  mos—  3  mos./3 

mos. 

From  the  Department  of  Obstetrics  and  Gynecology, 
Bowman  Gray  School  of  Medicine  of  Wake  Forest  Univer- 
sity, Winston-Salem,  N.  C. 

*Chairman,  Committee  on  Maternal  Health.  Medical  So- 
ciety of  the  State  of  North  Carolina. 


rence  of  deaths  between  three  and  six 
months  post  partum  (Table  1)  shows  that 
very  few  direct  obstetric  deaths  are  over- 
looked by  the  90-day  definition,  whereas  in- 
directly related  obstetric  and  particularly 
non-related  deaths  are  emphasized  in  the 
180-day  definition. 

The  remaining  2,737  deaths  according  to 
absolute  number,  per  cent  of  total  deaths, 
and  rates  per  10,000  live  births  are  presented 
in  Table  2  and  Figure  1.  The  steady  decline 
in  the  total  maternal  death  rate  is  paralleled 
by  a  similar  decline  in  direct  and  indirect 
obstetrc    death    rates,    each    constituting    a 
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Table  2 

Maternal 

Deaths 

—  North  Carolina 

1946-50 

1951-55 

1956-60 

1961-65 

1946-65 

No. 

70 

No. 

% 

No. 

% 

No. 

% 

No.               % 

Direct  obstetric 

651 

71.2 

591 

71.5 

349 

62.8 

288 

65.4 

1879             68.7 

Indirect  obstetric 

1711 

18.6 

141 

17.2 

125 

22.5 

87 

19.8 

523             19.1 

Nonrelated 

43 

4.7 

61 

7.4 

42 

7.6 

47 

10.7 

193              7.1 

Insufficient  data 

50 

5.5 

34 

3.9 

40 

7.1 

18 

4.1 

142              5.1 

Total 

914 

100.0 

827 

100.0 

556 

100.0 

440 

100.0 

2737           100.0 

Live  births 

478,645 

564,249 

561, 07C 

532,646 

2,136,610 

*%  of  total  maternal  deaths 

fairly  constant  proportion  of  the  total  deaths 
over  the  20-year  period. 

Direct  obstetric  deaths  (a  death  resulting 
from  complications  of  the  pregnancy  itself, 
from  intervention  elected  or  required  by  the 
pregnancy,  or  from  the  chain  of  events  ini- 
tiated by  the  complication  or  the  interven- 
tion.1)   (Table  3  and  Fig.  2.) 

These  deaths  constituted  68.7%  of  all 
maternal  deaths.  They  are  the  primary  con- 
sideration of  any  maternal  mortality  study, 
since  almost  all  of  them  are  preventable. 
Significant  trends  are  evident.  Deaths  from 
hemorrhage,  the  leading  cause  of  maternal 
mortality  in  North  Carolina,  and  anesthesia 
declined  in  proportion  to  the  over-all  decline 
in  total  deaths.  In  contrast,  deaths  from  in- 
fection have  remained  constant  in  numbers 
but  doubled  proportionately  despite  the  anti- 
biotic era.  The  absolute  and  relative  increase 
in  deaths  from  vascular  accidents  reflects 
primarily  the  elucidation  of  obscure  deaths 
by  the  increased  frequency  of  intensive  medi- 


cal   attention    and    autopsies     (11 


/o, 


1946- 


1950  to  35%,  1961-1965).  Deaths  from  tox- 
emia of  pregnancy,  the  second  leading  cause 
of  maternal  mortality  until  the  1961-1965 
period  (Fig.  2),  decreased  markedly  both 
relatively  and  absolutely. 
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Fig.  1.  Semi-log  graph  of  maternal  deaths  in  North 
Carolina  according  to  major  classifications. 

Indirect  obstetric  deaths  (a  death  result- 
ing from  disease  developing  before  or  during 
pregnancy  [not  a  direct  effect  of  the  preg- 
nancy] which  was  obviously  aggravated  by 
the  physiologic  effects  of  the  pregnancy  and 
caused  the  death.1)    (Table  4.)  The  progres- 


Table  3 
Direct  Obstetric  Maternal  Deaths  —  North  Carolina 


1946-50 

1951-55 

195 

6-60 

1961 

■65 

1946 

-65 

No. 

%* 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Hemorrhage 

239 

26.1 

204 

24.7 

137 

24.6 

92 

20.9 

672 

24.6 

Toxemia 

192 

21.0 

196 

23.7 

69 

12.4 

-19 

11.1 

506 

18.5 

Infection 

52 

5.7 

40 

4.8 

41 

7.4 

52 

11.8 

185 

6.8 

Vascular  accidents 

28 

3.1 

32 

3.9 

30 

5.4 

37 

8.4 

127 

4.6 

Anesthesia 

26 

2.8 

27 

3.3 

18 

3.2 

14 

3.2 

85 

3.1 

Other 

6 

0.7 

9 

1.1 

2 

0.4 

4 

0.9 

21 

0.8 

Indeterminate 

L08 

11.8 

83 

10.0 

52 

9.4 

40 

9.1 

283 

10.3 

Total 

651 

71.2 

591 

71.5 

349 

62.8 

288 

65.4 

1,879 

68.7 

*%  of  total  maternal  deaths 
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Table  4 
Indirect  Obstetric  Maternal  Deaths  —  North  Carolina 


1946-50 

1951-55 

1956-60 

196 

1-65 

194 

6-65 

No. 

Rate* 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

Cardiac 

31 

0.65 

18 

0.32 

23 

0.41 

20 

0.38 

92 

0.43 

Vascular  disease 

14 

0.29 

33 

0.58 

26 

0.46 

23 

0.43 

96 

0.45 

Urinary   tract 

18 

0.38 

13 

0.23 

8 

0.14 

14 

0.26 

53 

0.25 

Hepatic 

5 

0.10 

8 

0.14 

12 

0.21 

5 

0.09 

30 

0.14 

Pulmonary 

34 

0.71 

24 

0.42 

19 

0.34 

8 

0.15 

85 

0.40 

Diabetes 

5 

0.10 

3 

0.05 

7 

0.12 

2 

0.04 

17 

0.08 

Other 

22 

0.46 

18 

0.32 

22 

0.39 

9 

0.17 

71 

0.33 

Indeterminate 

41 

0.86 

24 

0.42 

8 

0.14 

6 

0.11 

79 

0.37 

Total 

170 

3.56 

141 

2.50 

125 

2.23 

87 

1.63 

523 

2.45 

*Per   10,000  live  births 
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2.  Semi-log  graph  of  direct  obstetric  deaths  in 


North  Carolina  according  to  major  causes. 


sive  decrease  in  mortality  rates  from  indirect 
causes  reflects  an  increased  understanding  of 
the  interrelationships  between  underlying 
diseases  and  the  physiologic  changes  induced 
by  pregnancy.  Although  the  incidence  of 
some  of  the  major  causes  of  indirect  deaths 
parallels  their  sporadic  occurrence,  the 
trends  evidenced  in  the  pulmonary  and  vas- 
cular disease  categories  are  significant. 
Statewide  emphasis  and  treatment  of  pul- 
monary diseases,  particularly  tuberculosis, 
has  resulted  in  an  80%  decrease  in  maternal 
deaths  from  these  causes.  However,  vascular 
disease  (primarily  idiopathic  hypertension) 
remains  a  poorly  understood  and  regularly 
underestimated,  potentially  lethal  condition 
in  pregnancy. 

Non-related  deaths  (a  death  occurring 
during  pregnancy  or  within  90  days  of  its 
termination  from  causes  not  related  to  the 
pregnancy,  nor  to  its  complications  or  man- 
agement.1) (Table  5.)  These  deaths  com- 
prise a  relatively  constant  component  of 
maternal  motality  which  might  be  expected 
to   increase  relatively   if  not  absolutely   as 


Table  5 
Maternal  Deaths  from  Nonrelated  Causes  —  North  Carolina 


1946-50 

No.  Rate* 

Communicable  and 

infectious  disease       11  0.23 

Blood  dyscrasia              3  0.06 

Malignancy                     8  0.17 

Suicide                            2  0.04 

Murder                            4  0.08 

Accident                          6  0.13 

Other                               9  0.19 

Total                              43  0.90 

*Per  10,000  live  births 


1951-55 
No.  Rate 


1956-60 
No.  Rate 


1961-65 
No.  Rate 


1946-65 
No.  Rate 


7 

6 

20 

2 
4 

15 
7 

61 


0.12 
0.11 
0.35 
0.04 
0.07 
0.26 
0.12 
1.08 


2 
2 
7 
8 
5 

13 
5 

42 


0.04 
0.04 
0.12 
0.14 
0.09 
0.23 
0.09 
0.75 


4 
3 
5 
2 
3 

22 
8 

47 


0.08 
0.06 
0.09 
0.04 
0.06 
0.41 
0.15 
0.88 


24 

14 
411 
14 
16 
56 
29 
193 


0.11 
0.06 
0.19 
0.06 
0.07 
0.26 
0.14 
0.90 
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Table  6 
Maternal   Mortailty   Rates*    by   Color:    North   Carolina 


e 

and  Selected  States  and 

Regions,  1963-65 

-white 

State  or  Region 

Total 

White 

Non-white 

■white 

United  States 

3.36 

2.24 

9.02 

Middle  Atlantic 

3.55 

2.34 

10.70 

South  Atlantic 

4.38 

2.28 

9.36 

North   Carolina 

4.37 

1.69 

10.17 

District  of  Columbia 

6.76 

0.68 

8.84 

South   Carolina 

6.31 

2.55 

11.59 

East  South  Central 

5.47 

2.53 

12.60 

Tennessee 

4.07 

2.26 

10.45 

Alabama 

7.22 

3.19 

14.17 

*Per   10,000    live    births 

(from   Nat'l. 

Office 

of  Vital   Sta- 

tistics) 

1921-25    1931-35     1941-45    1951-55    199-65 
Years 
Fig.    3.    Semi-log   graph   of   maternal   deaths   in   the 
United  States  and  North  Carolina  according  to  color. 
(Source:  National  Office  of  Vital  Statistics) 

direct  obstetric  deaths  are  reduced.  In  part, 
they  reflect  sociologic  and  technologic 
changes  as  the  progressive  increase  in  deaths 
from  accidents  (mainly  automobile)  attests. 
Discussion 

The  primary  purpose  of  this  report  has 
been  to  present  objectively  North  Carolina's 
maternal  deaths  from  1946  to  1965  as  they 
appear  in  the  light  of  today's  medical  knowl- 
edge. No  attempt  has  been  made  to  identify 
areas  of  concern,  although  many  are  obvious 
and  provocative.  For  example,  deaths  from 
toxemia  of  pregnancy,  initially  one  of  the 
most  subtle  conditions  to  physician  and  pa- 
tient alike,  were  halved  relatively,  whereas 
deaths  from  hemorrhage,  menacingly  obvious 
both  to  the  patient  and  her  physician,  de- 
clined only  20%.  Possible  factors  contribut- 
ing to  these  and  other  problems  will  be  dis- 
cussed in  future  reports. 

North  Carolina's  progress  with  respect  to 


other  areas  of  the  United  States  must  be 
evaluated  from  data  supplied  by  the  National 
Office  of  Vital  Statistics,  since  these  data 
provide  the  only  comparable  figures  avail- 
able. Generally,  these  figures  reflect  only 
direct  obstetric  deaths.  In  North  Carolina, 
direct  obstetric  death  rates  from  1946  to 
1965  exceeded  those  from  national  data  by 
approximately  1.0  death  per  10,000  live 
births.  Figure  3  shows  that  maternal  mor- 
tality rates  by  color  in  North  Carolina  were 
quite  similar  to  and  showed  the  same  de- 
crease as  those  in  the  entire  United  States 
over  the  past  45  years. 

With  respect  to  other  states  and  regions  of 
the  United  States  (Table  6),  North  Caro- 
lina's position  is  not  enviable,  ranking  forty- 
second  in  over-all  deaths,  seventeenth  in 
white  deaths,  and  fortieth  in  non-white 
deaths. 

Summary 

The  3,104  maternal  deaths  occurring  in 
North  Carolina  from  1946  through  1965 
have  been  reviewed  according  to  the  classi- 
fication recommended  by  the  Committee  on 
Maternal  and  Child  Care  of  the  Council  on 
Medical  Service,  American  Medical  Associa- 
tion. Hemorrhage,  infection,  and  the  toxe- 
mias of  pregnancy  continue  to  be  the  leading 
causes  of  such  deaths.  North  Carolina's 
record  is  compared  with  that  of  other  areas 
of  the  United  States. 
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Multiple    Injuries:    Priorities    in    Attention 


Warren  H.  Cole,  M.D. 


In  cases  of  massive  trauma,  multiple  in- 
juries are  extremely  common.  Some  are 
minor,  others  serious — so  serious  in  fact  that 
unless  they  are  corrected  within  two  or  three 
minutes,  the  patient  dies.  For  this  reason 
much  has  been  written  about  multiple  in- 
juries,14 and  more  and  more  emphasis  is 
being  placed  on  the  first  aid  phase  of  treat- 
ment. Time  does  not  allow  us  to  discuss  first 
aid  as  separate  from  definitive  treatment  in 
this  paper,  but  in  some  instances  the  two 
overlap  and  are  even  identical. 

The  most  common  trauma-producing 
mechanisms  and  types  of  multiple  are  listed 
in  Table  1. 

Table  1 
Causes  of  Trauma  and  Associated  Injuries 

1.  Explosions  and  airplane  accidents 
Injuries  most  severe. 

2.  Severe  automobile  accidents 

Intracranial  injury.  Fractures,  contusions,  and 
lacerations  of  lung  with  hemothrax.  Contusions  and 
lacerations  of  intra-abdominal  organs. 

3.  Crushing  injury 

Contusions  and  lacerations  of  the  lungs  and  ab- 
dominal organs.  Fractures — especially  of  the  ribs. 

4.  Gunshot  wound 

Abdomen — perforation    of    viscera,     lacerations    of 
spleen,  liver  and  pancreas,  puncture  of  great  ves- 
sels. 
Thorax — puncture  of  lung  and  great  vessels. 

5.  Falls 

Fractures,  lacerations  of  spleen  and  liver.  Intra- 
cranial injury. 

The  physician  seeing  the  patient  first  must 
decide  what  injury  or  condition  needs  atten- 
tion first.  In  principle  he  corrects  the  condi- 
tion which  is  the  greatest  threat  to  life.  With 
few  exceptions,  this  is  respiratory  obstruc- 
tion, but  hemorrhage  can  be  so  severe  that 
its  control  may  be  just  as  important.  If  the 
patient  is  bleeding  and  at  the  same  time 
having  respiratory  difficulty,  the  physician 
may  take  two  or  three  seconds  to  place  a 
pack  on  the  bleeding  point  and  ask  someone 
to  apply  pressure  over  the  area  while  he  de- 
votes his  attention  to  the  respiratory  dif- 
ficulty. 


Read    before    the    Section    on    Surgery,    Medical    Society 
of  the  State  of  North  Carolina,  Pinehurst,  May  14,  1968. 


Incidence 
Fitts  and  associates5  analyzed  950  fatal 
injuries  occurring  in  Philadelphia  in  1961. 
Falls  accounted  for  383  deaths,  suicides  182, 
motor  vehicles  142,  homicides  105,  burns  57, 
and  miscellaneous  causes  81.  In  this  group, 
20%  of  the  victims  had  multiple  injuries. 
This  percentage  of  multiple  injuries  in  trau- 
matic deaths  is  undoubtedly  lower  than  it 
should  be,  because  of  the  large  number  of 
suicides  and  homicides  in  the  group. 

Table  2 
Analysis  of  1022  Cases  Thoracic  Trauma 

(Modified  from  Conn  et  al6). 

Non- 
Penetrating  *       penetrating  *  * 
No.  Mortality  No.  Mortality 
Type  of  Injury  %  % 

Hemothorax. 

hemopneumothorax  246         4.4       149        23.2 

Pneumothorax  only  73         1.3        96  9.6 

Ruptured   diaphragm  19         5.2  3        33. 

Cardiac   injury  14       35.7  5         80. 

Tracheobronchial  injury  8       12.5  2  0. 

Empyema  6       16.6  4  0. 

Esophageal   injury  3       66.6  1  0. 

Great  vessels  2      100.0  4        75. 

*385  cases 
**637  cases 

Table  3 

Thoracic  Injuries  Sustained  in  585  Traffic  Fatalities 
Finding  Number  of  Cases         Per  Cent 

Rib  fractures  230  39 

Hemothorax  161  28 

Lung  laceration  60  10 

Ruptured  great  vessel  58  10 

Lung  contusion  35  6 

Lacerated  diaphragm  30  5 

Sternal  fractures  29  5 

Myocardial  laceration  22  4 

Myocardial  contusion  11  2 

Lacerated  trachea  5  1 

Lacerated  esophagus  1  0.2 

In  1,022  cases  of  thoracic  trauma.  Conn 
and  associates6  noted  multiple  injuries  in 
40.4%  of  the  total,  with  a  death  rate  of  8%, 
as  compared  to  3.3%  when  the  injury  was 
confined  to  the  chest  (Table  2). 

Kemmerer  and  associates7  studied  the 
causes  of  death  in  585  traffic  fatalities  and 
noted  that  23%  resulted  from  thoracic  in- 
juries  (Table  3).  It  would  be  expected  that 
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trauma  resulting  in  death  would  produce  a 
high  incidence  of  multiple  injury.  In  Kem- 
merer's  series,  80%  of  the  patients  with  frac- 
tured ribs  had  a  significant  intrathoracic  in- 
jury. Of  29  patients  with  a  fractured  ster- 
num, 93%  had  a  significant  intrathoracic  in- 
jury. Thirty  per  cent  had  a  ruptured  dia- 
phragm; 16  of  these  had  a  crushed  chest, 
10  a  crushed  abdomen  or  pelvis,  and  9  a 
laceration  of  great  vessels.  Of  the  58  patients 
having  laceration  of  great  vessels,  36  had  rib 
fractures,  8  had  fracture  of  the  sternum,  10 
had  a  ruptured  diaphragm,  10  had  a  lacera- 
tion of  the  heart,  and  10  had  lacerations  of 
the  lung. 

Common  Types  of  Multiple  Injury  and 
Mechanisms  of  Production 

As  stated  previously,  multiple  injuries  are 
most  apt  to  be  sustained  when  the  trauma 
is  massive.  It  is  likewise  true  that  the  mech- 
anism producing  the  injury  is  apt  to  result  in 
certain  characteristic  types  of  multiple  in- 
juries, as  listed  below. 

Explosions  and  airplane  accidents:  The 
impact  is  so  tremendous  in  these  accidents 
that  almost  any  conceivable  type  of  injury 
can  be  sustained.  In  fact,  in  explosions  the 
body  may  be  completely  fragmented  and  des- 
troyed. 

Severe  automobile  accidents:  Again,  the 
impact  is  so  severe  and  the  entire  body  so 
vulnerable  that  this  type  of  accident  is  likely 
to  produce  more  injuries  than  almost  any 
other  except  explosions  and  airplane  crashes. 
Contusions  and  lacerations  are  probably  the 
most  common  injuries  sustained.  Head  in- 
juries and  fractures  are  also  common.  The 
impact  of  the  torso  against  solid  objects  is 
often  so  tremendous  that  intrathoracic  in- 
juries (contusions  and  lacerations  of  the 
lung,  cardiac  damage,  lacerations  of  the 
great  vessels,  etc.)  and  abdominal  injuries 
(perforation  of  intestinal  organs,  contusions 
and  tears  in  the  liver,  spleen,  other  organs, 
etc.)  are  extremely  common. 

Crushing  injuries:  These  injuries  are  not 
very  common,  but  the  degree  of  damage  to 
the  part  of  the  body  affected  may  be  tremen- 
dous; fractures  will  be  badly  comminuted. 
Obviously,  if  the  torso  is  involved,  injuries 


to  the  thorax  and  abdomen,  as  described 
above,  will  be  sustained. 

Gunshot  injuries:  The  types  of  injury  sus- 
tained will  depend  upon  whether  the  weapon 
is  a  shotgun  or  a  rifle  or  pistol.  A  shotgun 
will  actually  pulverize  the  tissue  if  fired  at 
close  range ;  the  involved  organs  will  be  per- 
forated extensively.  If  the  weapon  is  a  rifle 
or  pistol,  only  one  track  will  be  made,  but 
the  intervening  organs  will  be  perforated 
until  the  force  of  the  bullet  is  expended. 

Falls:  Falls  in  the  home  are  about  the  most 
common  of  all  types  of  accidents  and  are  in- 
deed significant  from  the  standpoint  of  the 
number  of  victims.  Since  the  impact  is  rela- 
tively slight,  however,  multiple  injuries  are 
uncommon ;  a  fracture  of  a  single  bone  is 
probably  the  most  common  type  of  significant 
injury  incurred.  In  falls  sustained  from  a 
great  height,  multiple  fractures  and  intra- 
cranial, intra-abdominal,  and  intrathoracic 
injuries  are  more  frequent. 

Immediate  Therapy  to  Save  Life 

As  stated  earlier,  when  the  trauma  is  mas- 
sive, one  or  more  injuries  may  demand  im- 
mediate attention.  The  following  guidelines 
are  given  in  the  order  of  their  importance. 
1.    Insure  an  open  airway. 

Obviously  the  airway  must  be  opened  and 
so  maintained,  because  suffocation  will  de- 
velop within  moments  following  complete 
obstruction.  Respiratory  embarrassment 
may  be  due  to  several  factors,  including  (1) 
respiratory  obstruction,  (2)  flail  chest,  (3) 
blood  loss,  (4)  damage  to  the  central  nervous 
system,  and  (5)  heart  failure. 

Once  the  physician  recognizes  a  lack  of 
respiratory  exchange,  he  must  determine 
within  seconds  which  of  the  above  mech- 
anisms is  responsible.  The  lower  pharynx 
and  larynx  may  be  obstructed  by  blood  clots, 
vomitus,  foreign  bodies,  etc.  By  turning  the 
patient's  head  to  the  side  and  sweeping  the 
finger  around  the  oral  cavity,  it  may  be  pos- 
sible to  clear  the  pharynx  of  obstructing  ma- 
terial. 

If  the  larynx  is  obstructed,  the  situation  is 
more  complicated.  If  the  physician  is  unable 
to  feel  a  foreign  body  with  the  finger,  it  may 
be  difficult  to  determine  whether  or  not 
laryngeal  obstruction  is  present.  Since  a  for- 
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eign  body  is  not  likely  to  be  lodged  against 
the  larynx  or  trachea  without  an  open 
wound,  the  physician  may  rely  upon  the  ab- 
sence of  gross  trauma  to  the  neck  to  elimi- 
nate the  possibility  of  respratory  obstruc- 
tion as  the  cause  of  inadequate  air  exchange. 
If  there  should  be  severe  respiratory  ef- 
fort without  adequate  exchange  of  air,  ob- 
struction is  highly  probable  even  without  an 
open  wound.  Under  these  circumstances, 
however,  there  should  be  evidence  of  trauma 
to  the  larynx,  such  as  fracture  with  deform- 
ity ;  in  this  event  an  immediate  tracheostomy 
may  be  indicated.  If  respirations  are  not  ade- 
quate (because  of  brain  or  lung  injury,  etc.) 
a  respirator  may  be  life-saving.  If  a  flail 
chest  has  been  produced  by  multiple  rib  frac- 
tures, it  will  have  to  be  immobilized,  as  de- 
scribed later. 

2.     Stop  hemorrhage. 

Hemorrhage  from  an  open  wound  is  usual- 
ly readily  controlled  with  either  a  pack  or 
a  hemostat.  On  the  other  hand,  if  the  hemor- 
rhage is  internal  it  may  be  difficult  to  deter- 
mine the  cause  and  even  more  difficult  to 
stop  the  bleeding.  Obviously  if  the  hemor- 
rhage is  significant,  the  various  manifesta- 
tions of  shock,  including  pallor,  cold  sweat, 
low  blood  pressure,  tachycardia,  and  in- 
creased respiratory  rate  (air  hunger)  will 
be  evident.  Under  these  circumstances  a 
needle  must  be  inserted  into  an  arm  vein 
(usually  two),  and  physiologic  saline  infu- 
sions started.  If  shock  is  present,  the  saline 
is  replaced  by  dextran  while  blood  is  being 
matched  for  transfusion.  Transfusion  should 
be  started  as  soon  as  possible ;  administration 
of  universal  donor  blood  is  often  advisable 
while  matched  blood  is  being  obtained. 

If  the  blood  pressure  should  rise  following 
rapid  administration  of  blood,  but  then  fall 
again  with  a  decreased  flow  of  blood,  active 
bleeding  is  obviously  present.  By  this  time 
the  physician  should  have  a  fairly  good  idea 
as  to  whether  the  hemorrhage  is  in  the 
thorax,  abdomen,  or  elsewhere.  If  the  bleed- 
ing is  occurring  the  thoracic  cavity,  there 
will  be  dullness  over  the  affected  side  and 
respiratory  sounds  will  be  absent ;  likewise 
respiratory  movements  will  be  diminshed  on 
the  affected  side. 


The  need  for  an  immediate  operation  to 
stop  hemorrhage  is  more  urgent  when  the 
bleeding  is  in  the  abdominal  cavity  than  in 
the  thoracic  cavity  because  lacerations  of  the 
lung  involve  vessels  with  lower  pressure ; 
once  the  thoracic  vessels  stop  bleeding,  they 
rarely  start  again.  If  a  large  vessel  at  the 
hilum  of  the  lung  is  torn,  bleeding  may  per- 
sist and  an  immediate  operation  become 
necessary;  however,  this  is  quite  uncommon. 
Most  ruptures  of  the  aorta  cause  death  be- 
fore the  patient  arrives  at  the  hospital. 

Massive  hemorrhage  and  shock  resulting 
from  a  lacerated  vessel  within  the  peritoneal 
cavity  is  much  more  common  than  hemor- 
rhage from  a  lacerated  lung.  Vessels  com- 
monly involved  in  abdominal  injuries  are 
those  of  the  liver,  spleen,  and  mesentery; 
lacerations  of  the  bowel  may  likewise  pro- 
duce massive  hemorrhage  resulting  in  shock. 
If  the  bleeding  is  so  great  that  the  patient 
remains  in  shock  in  spite  of  repeated  trans- 
fusions of  blood  (two  or  three  pints  per 
hour),  an  immediate  operation  is  usually 
indicated,  without  waiting  to  raise  the  blood 
pressure  before  the  operation  is  begun. 

3.  Conduct  a  rapid  physical  examination, 
looking  for  injuries  threatening  life. 

If  the  patient  was  unconscious  upon  ad- 
mission, efforts  will  have  to  be  made  to  deter- 
mine the  cause  of  the  unconsciousness  as  soon 
as  possible,  since  it  may  rapidly  terminate 
in  death.  If  the  patient  was  conscious  upon 
admission  but  becomes  unconscious  shortly 
thereafter,  the  explanation  may  lie  in  a  per- 
sistent, massive  loss  of  blood  anywhere  in 
the  body ;  intracranial  hemorrhage  must  be 
considered  immediately,  because  failure  to 
correct  it  may  shortly  result  in  death.  For 
these  reasons  the  blood  pressure  must  be 
monitored  every  few  minutes  during  the 
first  few  hours  of  care.  The  physician  must 
rapidly  examine  the  entire  body  for  open 
wounds. 

Head  and  neck:  The  physician  must  quick- 
ly but  gently  palpate  the  scalp,  searching  for 
lacerations,  depressed  fractures,  foreign 
bodies,  or  any  other  abnormality  or  points  of 
tenderness.  The  head  and  cervical  spine  are 
gently  rotated,  flexed,  and  extended  actively 
and  passively,  in  search  of  points  of  pain  or 
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tenderness  and  limitation  of  motion.  If  there 
is  the  slightest  evidence  of  spinal  cord  in- 
jury, however,  no  movements  of  this  type 
should  be  carried  out. 

The  maxilla  and  the  mandible  are  palpated 
for  fracture  or  other  injury.  Likewise,  the 
oral  cavity  is  examined.  The  facial  muscles 
must  be  examined  for  paralysis,  which,  if 
present,  would  indicate  damage  to  the 
seventh  or  eleventh  cranial  nerve.  If  the  pa- 
tient is  unconscious  and  is  bleeding  from  a 
wound  in  the  oral  cavity,  he  must  be  turned 
on  his  side  to  prevent  fatal  aspiration  of 
blood.  Extraocular  movements  and  pupillary 
responses  are  carefully  looked  for.  Eye  signs, 
if  present,  are  often  indicative  of  brain  in- 
jury. 

Thorax:  Obviously  open  (sucking)  wounds 
should  receive  immediate  attention,  since  a 
wound  of  more  than  a  few  centimeters  in 
diameter  through  the  entire  thoracic  cage 
may  cause  death  if  it  is  not  closed  at  once. 
Such  wounds  must  be  closed  with  a  large  pad 
and  resuscitative  measures  undertaken  im- 
mediately so  that  the  patient  may  be  taken 
to  the  operating  room  for  reparative  closure. 
The  thoracic  cage  is  palpated  and  observed 
for  asymmetry  and  fractures  of  ribs.  If  rib 
fractures  are  present,  a  deep  inspiration  will 
almost  invariably  produce  pain;  likewise, 
tenderness  will  be  present  at  the  fracture 
site.  If  the  fracture  has  punctured  the  lung, 
subcutaneous  emphysema  may  be  present. 
The  two  sides  of  the  chest  are  observed  for 
expansion. 

The  precordium  is  palpated  (and  ex- 
amined by  auscultation)  to  determine  the 
rhythm,  consistency  of  the  heartbeat,  im- 
pact, etc.  If  the  heart  sounds  are  inconsistent 
and  the  heart  beats  irregular  in  pressure 
while  the  blood  pressure  is  being  determined, 
cardiac  injury  with  tamponade  may  be  pres- 
ent. Signs  of  tamponade  indicate  bleeding 
into  the  pericardium,  which  may  result  in 
death  within  minutes  or  hours.  The  blood 
must  be  aspirated ;  if  tamponade  is  mani- 
fested again,  the  aspiration  must  be  re- 
peated. If  the  manifestations  return,  the 
pericardium  must  be  opened  and  the  bleeding 
point  (usually  in  the  heart  wall)  controlled. 
The  spinous  processes  are  palpated  in  search 


of   severe   tenderness    which    may   indicate 
fracture. 

Abdomen:  The  physician  examines  the  ab- 
domen for  evidence  of  any  penetrating 
wounds.  He  must  remember  that  serious 
damage  can  be  inflicted  by  a  foreign  body 
in  the  peritoneal  cavity  even  though  the  point 
of  entry  is  no  more  than  a  few  millimeters 
in  length.  However,  since  serious  damage 
can  be  inflicted  in  the  peritoneal  cavity  by 
blunt  trauma,  the  presence  of  a  penetrating 
wound  is  not  essential  to  the  diagnosis  of  a 
perforated  viscus. 

In  examining  the  abdomen,  the  physician 
looks  for  asymmetry,  distention,  local  tender- 
ness, contusions,  muscle  spasm,  and  other 
manifestations  of  injury.  With  few  excep- 
tions, muscle  spasm  will  be  present  if  a  vis- 
cus is  perforated.  It  must  be  remembered, 
however,  that  serious  hemorrhage,  even  to 
the  point  of  shock,  may  be  present  without 
muscle  spasm  or  severe  tenderness,  as  hap- 
pens often  in  a  laceration  of  the  spleen.  A 
severe  laceration  of  the  liver  with  loss  of 
blood  and  bile  is  more  apt  to  produce  con- 
siderable pain  and  spasm  because  of  the 
irritating  action  of  bile  in  the  peritoneal 
cavity. 

Pelvis  and  extremities:  The  pelvis  is  ob- 
served for  asymmetry.  If  a  fracture  is  pres- 
ent, compression  from  side  to  side  or  front 
to  back  will  usually  produce  pain.  The  ex- 
tremities likewise  must  be  examined  for 
fracture,  being  very  gentle  in  order  to  avoid 
added  trauma.  Each  part  of  each  extremity 
is  moved  actively  and  passively,  with  atten- 
tion to  joint  motion,  to  discover  or  eliminate 
frank  injury.  Obviously  all  extremity  struc- 
tures are  observed  for  asymmetry  and  ab- 
normality. 

With  completion  of  this  rapid  examina- 
tion, the  physician  now  has  a  fairly  good  idea 
about  the  types  of  injury  present.  Antero- 
posterior and  lateral  roentgenograms  of  the 
chest  will  be  indicated  in  almost  all  cases  of 
massive  trauma.  Efforts  should  be  made  to 
obtain  all  the  x-ray  studies  with  one  trip  to 
the  x-ray  room,  to  save  time  and  avoid  the 
trauma  of  numerous  manipulations.  If  there 
are  any  intra-abdominal  manifestations,  x- 
rays  of  the  abdomen  must  be  obtained  to  de- 
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tect  air  outside  the  lumina  of  the  intestines. 
Likewise,  x-rays  of  the  extremities  and  skull 
are  obtained  as  indicated. 

Genitourinary  system:  Because  of  their 
proximity  to  the  lower  dorsal  spine, 
fractures  of  this  portion  of  the  spine  are  not 
uncommonly  associated  with  lacerations  of 
the  kidneys.  Depending  on  the  degree  of 
trauma,  these  lacerations  may  be  minor, 
resulting  in  nothing  more  than  a  small 
amount  of  blood  in  the  urine,  or  they  may 
bisect  the  kidney.  On  other  occasions,  the 
injury  may  consist  primarily  of  compres- 
sion, with  complete  destruction  of  the  kid- 
ney. Under  such  circumstances  hemorrhage 
from  the  renal  vessels  will  usually  be  severe 
and  sufficiently  persistent  to  demand  opera- 
tion. 

With  rare  exceptions,  retroperitoneal  in- 
jury resulting  in  a  spinal  fracture  and  renal 
damage  will  produce  manifestations  of  peri- 
tonitis including  pain,  diffuse  tenderness, 
distention,  lack  of  bowel  sounds,  a  mass  in 
the  flank,  leukocytosis,  and  perhaps  signs 
of  shock.  However,  muscle  spasm  will  be 
mild  or  absent  unless  a  viscus  has  been 
lacerated.  This  may  be  the  only  feature  pre- 
venting an  unnecessary  operation.  X-ray 
studies  including  intravenous  pyelography 
to  determine  whether  or  not  the  kidney  is 
lacerated  are  often  indicated  (especially  if 
the  urine  is  bloody),  to  determine  the  extent 
of  renal  damage.  It  is  remarkable  how  much 
renal  damage  can  be  sustained  without  the 
necessity  of  an  operation  to  repair  it.8 

When  abdominal  trauma  is  sustained, 
the  examining  physician  must  determine 
whether  or  not  renal  damage  is  present  be- 
fore making  a  final  decision  concerning  the 
need  for  a  celiotomy.  The  first  important  ob- 
ligation in  this  regard  is  the  procurement  of 
a  urine  specimen.  With  rare  exceptions,  clear 
urine  rules  out  kidney  or  bladder  injury; 
microscopic  evidence  of  blood  suggests  only 
contusion  of  the  kidney.  If  the  patient  can- 
not void,  he  should  be  catheterized. 

When  massive  trauma  results  in  a  fracture 
of  the  bony  pelvis,  a  laceration  of  the  blad- 
der is  not  uncommon.  If  the  bladder  is  per- 
forated, dislocation  of  bone  fragments  is 
likely,  but  occasionally  the  dislocation  is  tern- 


Table  4 
Priority  in  Treatment 

1.  Obstructed  airway.  Open  by  aspirating  pharynx,  re- 
moving bone  fragments.  Flail  chest — stabilize  by 
traction  on  ribs  'with  towel  clips,  wire,  etc.).  Trache- 
stomy — if  indicated  by  excessive  fluid  or  inability 
to  cough.  Respirator— if  poor  respiration  continues 
due  to  flail  chest,  brain  damage,  etc. 

2.  Hemorrhage.  Control  by  pack  or  hemostat,  then 
operate.  Operate  if  bleeding  is  intra-abdominal,  only 
rarely  if  intrathoracic  I  internal  mammary  artery, 
intercostal  artery). 

3.  Open  fractures  of  skull:  perforated  viscus;  sucking 
wound  of  chest. 

4.  Open  fracture  of  extremities. 

5.  Lacerations  and  closed  fractures. 

porary,  since  the  fragments  are  brought 
back  into  fairly  normal  position  by  the  pull 
of  their  attached  muscles. 

Fractures  of  the  pelvis  and  laceration  of 
the  bladder  are  so  commonly  associated  that 
bladder  injury  should  be  considered  present 
until  proved  otherwise.  Again,  the  first  ob- 
ligation is  to  determine  the  presence  or  ab- 
sence of  blood  in  the  voided  or  catheterized 
specimen.  The  extent  of  bladder  damage  is 
not  related  to  the  amount  of  blood  found  in 
the  urine.  A  complete  tear  through  the  blad- 
der usually  results  in  escape  of  urine  and 
blood  into  the  peritoneal  cavity ;  under  such 
circumstances  very  little  of  each  will  be  ob- 
tained by  catheter.  Drainage  of  blood  from 
the  penis  may  be  indicative  of  urethral  or 
bladder  injury — seldom  kidney  damage. 

Confirmation  of  a  lacerated  bladder  can 
be  obtained  by  injecting  an  opaque  medium 
through  a  catheter  into  the  bladder  (with 
an  x-ray  study),  or  by  intravenous  pyelo- 
graphy. The  former  has  a  distinct  disadvant- 
age in  that  catheterizaztion  always  entails 
the  risk  of  contamination.  Much  delay  be- 
tween catheterization  and  celiotomy  invites 
the  danger  of  peritonitis,  especially  since  the 
irritating  effect  of  urine  in  the  peritoneal 
cavity  also  encourages  this  development. 
Laceration  of  the  bladder  confirmed  by 
roentgenography  demands  celiotomy  for  re- 
pair. 

Priorities 

To  review  briefly,  an  obstructed  airway  is 
the  most  urgent  injury  or  complication  de- 
manding correction,  and  hemorrhage  is  the 
next    (Table  4),   although   a   pack   may  be 
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placed  over  an  external  bleeding  point  with 
the  loss  of  no  more  than  two  or  three  seconds 
of  time  in  a  patient  who  also  has  an  ob- 
structed airway.  An  open  fracture  of  the 
skull  may  be  considered  third  in  priority,  al- 
though a  perforated  abdominal  viscus  is  of 
about  equal  importance,  since  delay  in  clos- 
ure increases  the  danger  of  peritonitis.  On 
certain  occasions  when  internal  abdominal 
hemorrhage  is  present  and  is  so  acute  that 
rapid  transfusions  (two  needles)  cannot 
keep  up  with  blood  loss,  the  patient  may  have 
to  be  sent  directly  to  the  operating  room 
without  waiting  for  the  blood  pressure  to  be 
restored  to  normal  or  near  normal. 

Open  fractures  of  the  extremities  obvious- 
ly have  a  higher  priority  than  closed  frac- 
tures, but  much  lower  than  a  perforated 
viscus.  Under  ordinary  circumstances  eleva- 
tion of  a  depressed  fracture  has  no  higher 
priority  than  the  reduction  of  a  closed  frac- 
ture of  the  extremities. 

Axioms  About  Multiple  Injuries 

1.  A  complete  physical  examination  must 
be  carried  out  rapidly  to  prevent  damage 
from  delay  of  therapy. 

2.  Important  injuries  must  be  recognized 
immeditately  and  treated  according  to  pri- 
ority. 

3.  Several  injuries  may  be  treated  simul- 
taneously (by  two  operating  teams)  to  the 
advantage  of  the  patient. 

4.  The  patient  with  multiple  injuries  is  apt 
to  suffer  more  profound  shock  than  the  pa- 
tient with  a  single  injury. 

5.  Trauma  to  two  body  cavities  usually 
more  than  doubles  the  mortality. 

6.  One  physician  or  surgeon  must  act  as 
captain  of  the  team  treating  the  patient  with 
multiple  injuries.  The  general  surgeon  is  per- 
haps the  best  choice  for  this  role. 

Requirements  for  a  Hospital  Qualified  to 
Treat  Major  Trauma 
Avellone9  has    listed    eight    requirements 
for  a  hospital   undertaking  to  treat  major 
trauma : 

1.  Most  important  is  the  master  surgeon 
who  heads  a  well  trained  house  staff. 

2.  "An  emergency  service  committee  rep- 
resenting the  established  departments  of  the 
hospital  is  vital  to  staff  organization." 


3.  Certain  hospitals  with  a  heavy  trauma 
service  should  have  teams  of  individuals  par- 
ticularly interested  in  the  management  of 
various  acute  conditions  including  vascular 
shock,  cardiac  arrest,  and  acute  renal  failure. 

4.  There  should  be  numerous  trauma 
meetings  involving  various  specialties. 

5.  "Major  trauma  surgery  should  not  be 
permitted  in  the  emergency  department  for 
several  reasons"  (better  trained  operating 
room  personnel  in  the  main  operating  room, 
etc.) . 

6.  Hospital  regulations  should  allow  by- 
passing the  already  burdened  emergency  de- 
partment, by  sending  patients  directly  to  the 
operating  room  suite. 

7.  "An  emergency  hospital  should  have  a 
trauma  area  where  prolonged  treatment  of 
severely  injured  patients  can  be  carried  out 
by  all  services  involved,  and  where  interde- 
partmental functions  can  proceed  under  the 
direction  of  a  general  surgeon." 

8.  "Such  a  hospital  should  have  specialized 
devices"  including  several  artificial  respira- 
tion machines,  monitoring  devices,  modern 
radiographic  equipment,  etc. 

Thoracoabdominal  Trauma 
A  combination  of  thoracic  and  abdominal 
trauma  is  probably  the  most  common  and 
most  serious  type  of  multiple  injuries.  For 
this  reason,  and  because  almost  all  the  re- 
suscitative  measures  may  be  necessary  in 
such  cases,  it  will  be  described  in  slight  de- 
tail. For  more  details,  the  reader  is  referred 
to  the  splendid  monograph  by  Shefts.10 

There  may  or  may  not  be  open  wounds. 
Blunt  trauma  can  be  just  as  serious  as  open 
trauma.  Open  wounds  of  the  thorax  and  ab- 
domen obviously  need  closure.  A  thoracic 
wound  that  extends  through  the  entire  wall 
is  a  sucking  wound  and  will  demand  im- 
mediate closure. 

The  injury  involving  both  cavities  is  usual- 
ly a  gunshot  or  stab  wound  of  the  diaphragm 
or  rupture  of  that  organ.  Since  the  dia- 
phragm is  domeshaped  on  both  sides,  a  bul- 
let or  knife  blade  may  enter  as  high  as  the 
ninth  interspace,  penetrate  the  lower  edge 
of  the  lung,  and  then  enter  the  abdominal 
cavity  through  the  diaphragm,  damaging  the 
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stomach,  colon,  or  spleen  on  the  left  side,  or 
the  lobe  of  the  liver  on  the  right.  Under  such 
circumstances  the  lung  may  be  penetrated, 
with  resultant  pneumothorax,  hemothorax, 
or  both.  The  physician  must  know  that  the 
abdominal  cavity  has  probably  been  entered, 
and  he  must  look  for  signs  of  peritonitis, 
such  as  nausea,  vomiting,  pain,  tenderness, 
muscle  spasm,  and  intra-abdominal  hemor- 
rhage. 

If  the  bullet  or  knife  blade  entered  high 
in  the  thoracic  cavity  (for  example,  as  high 
as  the  fifth  or  sixth  interspace) ,  it  may  still 
damage  intra-abdominal  organs  if  the  direc- 
tion of  penetration  is  downward.  If  the 
wound  was  made  by  a  bullet  which  lodged  in 
the  body,  an  x-ray  film  will  reveal  its  pres- 
ence, and  the  physician  can  determine 
whether  or  not  the  abdominal  cavity  has  been 
entered,  except  in  borderline  cases  where  the 
possibility  of  abdominal  penetration  will  de- 
pend upon  whether  the  patient  was  injured 
during  inspiration  or  expiration.  If  the  right 
leaf  of  the  diaphragm  has  been  entered,  there 
is  less  chance  of  perforation  of  a  viscus  and 
resultant  peritonitis;  but  the  danger  of 
hemorrhage  may  be  greater  than  if  the 
wound  were  on  the  left,  since  a  bullet  or  knife 
entering  the  right  side  of  the  diaphragm  will 
penetrate  the  right  lobe  of  the  liver  with 
damage  to  blood  vessels  and  bile  ducts. 

Bleeding  from  the  lung,  especially  the 
lower  portion,  is  rarely  troublesome,  because 
the  pressure  in  the  pulmonary  vessels  is  so 
low.  However,  bleeding  from  the  liver, 
spleen,  and  gastric  vessels  may  be  serious 
and  lead  to  shock.  If  the  blood  pressure  is 
restored  by  two  to  four  transfusions  and 
shock  disappears,  the  bleeding  has  stopped. 
If  the  pressure  fails  to  rise,  however,  im- 
mediate operation  may  be  necessary  to  con- 
trol the  bleeding  point. 

Special  Features  of  Abdominal  Trauma 
Regardless  of  whether  the  right  or  left 
side  of  the  diaphragm  has  been  penetrated, 
serious  bleeding  can  develop  in  the  thoracic 
or  abdominal  cavity.  Percussion  and  auscul- 
tation of  the  chest  will  determine  whether 
air  or  blood  is  present.  An  x-ray  film  will 
be  necessary.  If  air  or  blood  is  present  it 
must  be   aspirated,   particularly   the   latter 


because  of  the  development  of  a  blood  clot 
with  resultant  fibrosis,  often  requiring 
decordication  later. 

Hudson11  has  listed  the  indications  for 
thoracotomy  in  the  injured  chest  as  (1)  con- 
tinued intrapleural  bleeding,  (2)  uncontrol- 
led leakage  of  air  from  the  lung,  (3)  inability 
to  aspirate  a  large  hemothorax,  (4)  in- 
creased subcutaneous  or  mediastinal  emphy- 
sema, (5)  intrapericardial  hemorrhage,  (6) 
foreign  body,  and  (7)  diaphragmatic  injury. 

The  management  of  the  airway  and  venti- 
lation in  trauma  have  been  ably  discussed 
from  a  physiologic  standpoint  by  Schwab 
and  Hartman.12 

A  flail  chest,  usually  produced  by  multiple 
fractures  of  ribs  and  often  resulting  in  para- 
doxical respiration,  invariably  causes  res- 
piratory embarrassment  and  must  be  cor- 
rected without  delay.  How  correction  is 
achieved  is  described  in  detail  by  Scannelli:! 
and  Conn  and  associates.0  Fixation  and  trac- 
tion to  ribs  or  sternum  is  superior  to  trac- 
tion to  soft  tissues.  If  difficulty  in  obtaining 
good  respiratory  exchange  persists,  a  respi- 
rator may  be  advisable.  Conn  and  associates 
have  remarked :  "Possibly  the  best  method  of 
controlling  paradoxical  respiration  in 
severely  comminuted  fractures  of  the  thorax 
is  positive  pressure  ventilation  using  a  large 
stroke  volume  mechanical  ventilator  such  as 
the  Morch  or  Bird.  .  .  .  The  high  stroke  vol- 
ume ventilator  permits  the  use  of  an  un- 
cuffed  tracheostomy  tube,  which  obviates 
pressure  necrosis  of  the  trachea  at  the  site 
of  the  cuff,  and  also  provides  a  safety  device 
against  excessive  intrabronchial  pressure." 

Conn  and  associates  had  a  mortality  of 
38.4%  in  39  patients  with  flail  chest.  This 
does  not  imply  that  flail  chest  alone  is  such 
a  serious  injury,  because  any  impact  severe 
enough  to  cause  so  many  rib  fractures  is  apt 
to  produce  serious  injuries  elsewhere. 

Opinions  differ  as  to  the  value  of  needle 
aspiration  of  the  abdominal  cavity  for  the 
detection  of  blood.  McClelland  and  asso- 
ciates14 report  an  accuracy  rate  of  95%  and 
virtually  no  complications  with  its  use.  With- 
out question  the  intestine  has  been  punctured 
innumerable  times  by  the  large  number  of 
paracenteses  performed  throughout  the  coun- 


378 


try,  but  the  exceedingly  small  number  of 
cases  of  peritonitis  reported  in  association 
with  the  test  indicates  that  the  needle  punc- 
ture seals  over. 

However,  the  above  authors  mention  ab- 
dominal distention  as  a  contraindication  of 
paracentesis.  Drapanas  and  McDonald1"' 
have  described  the  technique.  They  recom- 
mend bilateral  flank  tap  over  the  four-quad- 
rant tap,  partly  because  they  once  encoun- 
tered a  laceration  of  the  deep  epigastric  ar- 
tery when  aspirating  through  the  rectus 
muscle.  They  reported  that  they  had  actually 
(by  error)  aspirated  intestinal  content,  but 
without  encountering  any  evidence  of  peri- 
tonitis later.  They  use  an  18-  or  20-  gauge 
spinal  needle. 

A  plain  x-ray  film  of  the  abdomen  is  us- 
ually advisable,  although  Williams  and  Zol- 
linger16 found  it  useful  in  only  about  one 
third  of  their  cases;  the  most  important 
finding  was  a  pneumoperitoneum.  It  must 
be  remembered  that  the  stomach  may  be  per- 
forated, spilling  gastric  content  into  the  ab- 
dominal cavity,  with  very  few  ill  effects,  be- 
cause the  stomach  is  often  comparatively 
sterile  and  peritonitis  is  slow  in  developing 
after  perforation.  A  plain  x-ray  film  must 
be  taken  to  look  for  air  outside  the  alimen- 
tary tract.  If  in  doubt,  several  hundred  cubic 
centimeters  of  air  may  be  injected  into  the 
stomach  (under  fluoroscopy)  through  a  gas- 
tric tube,  or  an  ounce  or  two  of  an  opaque 
medium  (for  example,  Diodrast  or  Hip- 
puran)  injected  into  the  stomach,  followed 
by  an  x-ray  film.  If  there  is  even  slight 
evidence  of  perforation  of  the  colon  or  sto- 
mach, an  immediate  celiotomy  will  be  neces- 
sary. 

In  any  severe  injury  of  the  torso  a  retro- 
peritoneal rupture  of  the  duodenum  must  be 
kept  in  mind.  It  is  found  more  commonly  in 
nonpenetrating  than  in  penetrating  trauma. 
Cleveland  and  Waddell17  reported  a  mortality 
of  16%  in  their  cases. 

Rodkey3  has  emphasized  the  importance  of 
a  rectal  examination  for  blood,  since  lacera- 
tions of  the  rectum  and  bowel  above  may  be 
sustained,  often  without  immediate  mani- 
festations; this  would  be  true  especially  in 
patients  having  a  perforation  of  the  rectum 
below  the  peritoneal  reflection. 
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Table  5 

Organs  Involved  in  Deaths 

from  Blunt  Trauma* 

Organ                     Percent 

Organ 

Percent 

Spleen                        26.2 

Kidney 

24.2 

Intestine                   16.2 

Liver 

15.6 

Abdominal  wall         3.6 

Retroperitoneal 

Mesentery                   2.7 

hemorrhage 

2.7 

Pancreas 

1.4 

::: Modified  from  Griswold  and  C 

oilier  (19) 

If  either  lobe  of  the  liver  is  penetrated, 
bile  ducts  will  be  severed  with  escape  of  bile 
into  the  peritoneal  cavity.  Blood  alone  in  the 
peritoneal  cavity  may  produce  mild  pain  and 
tenderness,  but  usually  no  muscle  spasm.  If 
bile  has  escaped  into  the  peritoneal  cavity, 
peritonitis  will  develop  and  operation  will  be 
necessary  to  remove  the  bile  and  blood  and 
repair  the  liver.  A  bullet  or  knife  may  pene- 
trate deep  into  the  liver.  In  repairing  the 
laceration,  suture  is  much  more  effective 
than  a  pack.  It  may  be  necessary  to  enlarge 
a  puncture  wound  of  the  liver  to  find  the 
point  of  bleeding  or  escape  of  bile.  Any  re- 
pair of  a  hepatic  laceration  must  be  drained 
postoperatively.  If  the  injury  is  massive, 
with  destruction  of  a  considerable  amount  of 
hepatic  tissue,  the  devitalized  tissue  must  be 
resected  and  the  raw  edges  sutured,  as  em- 
phasized by  Perry  and  associates,18  McClel- 
land and  associates,14  and  others. 

A  few  years  ago  Griswold  and  Collier19 
reviewed  the  deaths  from  blunt  trauma  in  14 
different  reports  and  noted  the  frequency  of 
injury  of  abdominal  organs  as  listed  in  Table 
5. 

Rupture  of  the  Diaphragm 

A  rupture  of  the  diaphragm  is  to  be  sus- 
pected if  the  patient  is  cyanotic  and  dysp- 
neic,  especially  if  the  injury  was  severe  and 
there  is  little  air  or  blood  in  either  thoracic 
cavity.  Under  such  circumstances  the  pres- 
ence of  abdominal  organs  in  the  thoracic 
cavity  will  compress  the  lung  and  interfere 
with  good  respiratory  exchange.  Rupture  of 
the  left  side  of  the  diaphragm  is  more  com- 
mon than  the  right  because  the  right  lobe  of 
the  liver  protects  the  diaphragm  on  that  side. 
The  manifestations  of  a  rupture  of  the  dia- 
phragm (left)  are  similar  to  those  of  a  dia- 
phragmatic hernia;  they  may  be  very  mild 
or  serious,  depending  on  how  many  abdom- 
inal organs  have  been  displaced  into  the 
thoracic  cavity.  When  symptoms  are  few  and 
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other  injuries  may  complicate  the  situation, 
immediate  operation  is  not  indicated.  On  the 
other  hand,  if  the  manifestations  (cyanosis, 
dyspnea,  tachycardia,  etc.)  are  severe,  im- 
mediate operation,  with  repair  of  the  tear 
will  be  necessary.  It  is  usually  advisable  to 
use  two  rows  of  sutures,  since  repair  by  one 
row  is  likely  to  be  followed  by  a  hernia. 

When  the  injury  is  of  the  crushing  type 
(not  a  gunshot  or  stab  wound)  it  may  pro- 
duce a  rupture  of  the  diaphragm  with  con- 
siderable damage  to  the  lung,  such  as  con- 
tusion, laceration,  rupture  of  large  vessels, 
etc.  Multiple  fractures  of  the  ribs  may  re- 
sult in  a  flail  chest,  which  may  necessitate 
some  sort  of  fixation  as  already  discussed. 
Lkewise,  tracheostomy  may  be  necessary  if 
the  patient  is  unable  to  cough.  The  tracheos- 
tomy will  allow  better  aspiration  of  mucus 
and  other  fluids  from  the  pharynx,  and  may 
be  life-saving.  Likewise,  if  the  patient  is 
comatose  or  semicomatose  and  respiration  is 
ineffective,  a  respirator  may  be  necessary. 

Summary 

Massive  trauma  is  apt  to  produce  multiple 
injuries.  The  incidence  of  multiple  injuries 
in  fatal  accidents  is  about  40f/c,  but  will  vary, 
depending  upon  the  type  of  accident. 

The  physician  seeing  the  patient  with  mul- 
tiple injuries  must  rapidly  assay  the  situa- 
tion and  establish  prorities  with  regard  to 
treatment.  Establishment  of  an  open  airway 
should  receive  first  priority.  Control  of 
hemorrhage  should  receive  second  priority, 
although  a  pressure  pad  may  be  applied  to  a 
bleeding  point  and  held  in  place  by  an  assis- 
tant while  the  physician  corrects  the  respi- 
ratory obstruction.  Third  in  importance  is 
reduction  of  an  open  fracture  of  the  skull  or 
a  perforated  viscus.  Next  in  priority  is  an 
open  fracture  of  an  extremity,  followed  by 
a  closed  fracture. 


Certain  axioms  about  multiple  injuries 
should  be  borne  in  mind.  Shock  will,  of 
course,  be  more  common  in  multiple  injuries 
than  in  single  ones.  The  mortality  following 
trauma  to  two  body  cavities  is  more  than 
twice  that  of  single  injuries.  Several  injuries 
may  be  treated  simultaneously  by  the  use  of 
two  operating  teams.  One  physician  (usual- 
ly a  general  surgeon)  should  act  as  captain 
of  the  team  of  physicians  treating  the  in- 
jured patient. 
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If,  after  the  first  bleeding,  the  stitch,  with  the  other  violent  symptoms,  should  still 
continue,  it  will  be  necessary  at  the  distance  of  twelve  or  eighteen  hours,  to  let  eight 
or  nine  ounces  more.  If  the  symptoms  do  not  then  abate,  and  the  blood  shows  a  strong 
buffy  coat,  a  third,  or  even  a  fourth  bleeding  may  be  requisite.— William  Buchan:  Domestic 
Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple 
Medicines,  etc.,  Philadelphia,  Richard  Folwell,  1799,  p.  124. 
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Chemotherapy    Incidental    to    a    Leukemoid    Reaction 

W.  P.  Scott,  M.D.,  and  John  Vaughn,  M.D. 


The  purpose  of  this  paper  is  not  to  discuss 
the  management  of  lung  cancer,2  but  to  rec- 
ord a  chance  observation  of  the  effects  of 
three  different  types  of  chemotherapy  on  a 
leukemoid  reaction. 

The  pathogenesis  of  the  leukemoid  reac- 
tion remains  a  mystery,  for  the  moment  at 
least,  despite  the  numerous  case  reports  and 
well  documented  reviews  of  the  subject/' 
From  these  reports  emerges  one  fairly  con- 
sistent feature:  the  reaction  occurs  in  asso- 
ciaton  with  some  profound  pathologic  pro- 
cess, be  it  infection,  intoxication,  massive 
stimulation  of  the  marrow,  or  cancer,  either 
or  without  marrow  metastasis. 

A  patient  with  advanced,  inoperable 
carcinoma  of  the  lung  experienced  a  leuke- 
moid reaction.  In  the  course  of  his  treatment 
it  was  possible  to  observe  the  effect  of  radio- 
therapy and  different  chemotherapeutic 
agents — an  antimetabolite  (methotrexate), 
an  alkylating  agent  (thiotepa) ,  and  an  alka- 
loid (vinblastine)  on  the  reaction.  While 
leukemoid  states  have  occasionally  been 
treated  erroneously  as  leukemia,  we  have 
found  no  reports  of  this  type  of  chemo- 
therapy on  a  leukemoid  reaction.  The  re- 
sults, while  perhaps  predictable,  invite  specu- 
lation as  to  the  nature  of  this  reaction  and 
as  to  the  possible  advantages  of  its  therapeu- 
tic repression. 

Case  Report 
The  patient,  a  51-year-old  white  man,  was 
found  by  thoracotomy  and  biopsy  to  have 
an  inoperable  adenocarcinoma  of  the  upper 
lobe  of  the  right  lung.  While  he  was  in  the 
hospital,  laboratory  studies  revealed  an  ele- 
vated blood  glucose  level  (161  mg/100  ml 
two  hours  after  ingestion  and  an  abnormal 
glucose  tolerance  value.  Blood  examination 
disclosed  leukocytosis  (32,900  cells/cu  mm) 
with  80  %  neutrophils ;  platelets  were  slightly 
increased.  A  course  of  radiotherapy  was 
started  in  the  hospital,  and  the  patient  was 
sent  home  on  a  regimen  of  2,200  calories 
daily  and  500  mg  of  Orinase  twice  daily. 


From    the    Department   of    Radiotherapy,    Charlotte    Me- 
morial Hospital,  Charlotte,  N.  C. 


From  May  30  through  July  11,  1967,  the 
patient  received  telecobalt-60  radiation, 
wherein  5,500  rads  were  delivered  in  six 
weeks  to  the  right  pulmonary  lesion  in  con- 
tinuity with  the  mediastinum  and  supra- 
clavicular region.  As  therapy  progressed  the 
hematocrit  and  leukocyte  counts  fell  (Table 
1 ),  the  latter  to  11,300  cells/cu  mm. 

The  patient  remained  well  for  about  a 
month,  after  which  he  began  to  lose  weight 
and  suffer  severe  chest  pain.  Oral  doses  of 
methotrextate  (25  mg)  were  then  given 
(Aug.  10,  Sept.  7,  and  Sept.  28,  1967).  The 
first  two  doses  relieved  the  pain  and  the 
leukocyte  count  fell  from  80,200  to  44,000 
cells/cu  mm,  but  thereafter  began  to  rise 
again.  On  Oct.  9,  1967  thiotepa  (15  mg)  was 
given  intravenously  with  supportive  pred- 
nisone, but  his  condition  continued  to  deter- 
iorate until  he  could  no  longer  work,  even 
part-time,  as  an  officer  manager.  By  Oct.  23 
the  leukocyte  count  had  reached  132,000/cu 
mm  and  the  pulmonary  mass  showed  increas- 
ing growth.  Chest  and  back  pain  remained 
severe.  The  liver  was  enlarged  10  cm  below 
the  costal  margin ;  ascites  and  leg  edema 
were  noted. 

The  patient  was  readmitted  for  supportive 
care  and  additional  chemotherapy  to  reduce 
the  tumor  masses  and  the  high  leukocyte 
count.  Vinblastine  (10  mg)  was  given  intra- 
venously on  Oct.  24  and  Nov.  26,  1967.  A 
steady  decrease  in  the  size  of  the  liver  was 
noted  and  a  striking  fall  in  leukocytes — from 
144,900  to  23,000  cells/cu  mm  in  four  days — 
which  eventually  developed  into  severe 
leukopenia.  The  hemoglobin  level  fell  from 
12.0  to  8.4  gm/100  ml  and  platelets  became 
scanty.  During  this  period  of  pancytopenia 
the  patient  was  sustained  by  blood  trans- 
fusions (2,000  ml)  but  expired  on  Nov.  3, 
1967. 
Autopsy 

Gross  examination:  The  emaciated  body 
bore  an  icteric  tinge,  with  cyanosis  of  the 
head  and  neck  and  widespread  petechiae  and 
small  ecchymoses ;  there  was  marked  edema 
of  the  legs. 
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Fig.  2.  Platelet  (top)  and  hematocrit  (bottom)  response    to    methotrexate, 
reaction  in  general. 


thiotepa.    vinblastine,    and    leukemoid 


In  the  thorax,  the  right  lung  was  adherent 
to  the  chest  wall  and  diaphragm.  The  upper 
lobe  contained,  near  the  apex,  a  rounded 
mass  of  pale  soft  tumor  tissue,  12  cm  in  dia- 
meter, from  which  strands  of  tumor  tissue 
and  firm  connective  tissue  extended  toward 
the  mediastinum  and  into  the  lower  part  of 
the  neck.  The  lower  lobe  was  almost  com- 
pletely replaced  by  a  soft  friable  mass  of 
pale  tumor  tissue,  in  the  center  of  which  was 
a  large  necrotic  cavity;  from  the  lung,  soft 
tumor  and  dense  connective  tissue  had  in- 
vaded the  chest  wall  laterally  and  poster- 
iorly to  surround  the  inferior  vena  cava; 
the  diaphragm  was  also  involved.  The  right 
lung,  after  piecemeal  removal,  weighed  800 
gm ;  the  air  passages  contained  pus  and  were 
obstructed  by  tumor. 

The  left  lung  was  large  and  voluminous, 
weighing  600  gm;  the  air  passages  contained 
frothy  mucus,  and  on  section  the  parenchyma 
showed  edema,  congestion,  and  irregular 
areas  of  emphysema.  The  heart,  apart  from 
a  mild  fibrinous  pericarditis  and  numerous 
subpericardial  petechiae,  was  normal. 

In  the  abdomen  1000  ml  of  slightly  bile- 
stained  fluid  had  accumulated,  and  the  or- 
gans were  in  their  usual  locations.  The  liver 
was  enlarged  (2800  gm),  but  apart  from 
congestion  it  appeared  normal  externally  and 
on  section :  gallbladder  and  bile  ducts  were 
normal.  The  spleen  was  enlarged  (250  gm), 
firm,  and  congested.  The  adrenals  were 
greatly  enlarged,  weighing  35  gm  together ; 


on  section  marked  cortical  hypertrophy  was 
noted,  but  no  tumor  nodules  were  seen. 
Other  organs  were  normal. 

Microscopy :  The  right  lung  was  the  seat 
of  a  well  differentiated  adenocarcinoma 
which  had  extensively  infiltrated  hilar  nodes, 
the  mediastinum,  chest  wall,  and  diaphragm ; 
there  were  large  areas  of  necrosis  and  much 
desmoid  reaction ;  some  areas  of  residual 
lung  showed  foci  of  suppuration.  The  left 
lung  showed  edema,  congestion  and  emphy- 
sema. The  liver  exhibited  severe  congestion 
with  irregular  fibrosis  and  mild  bile  duct 
proliferation ;  small  intracellular  deposits  of 
bile  were  noted.  The  spleen  was  deeply  con- 
gested and  showed  extensive  hyalinization 
of  the  arterioles ;  the  Malpighian  bodies, 
though  small,  were  numerous  and  appeared 
essentially  normal.  The  adrenals  showed 
marked  hypertrophy  of  the  cortex  with  no 
evidence  of  metastatic  tumor. 

Sections  of  bone  marrow  showed  marked 
depletion  of  hematopoietic  elements.  There 
were  large  areas  of  empty  cell-free  marrow 
spaces  and  occasional  clusters  of  cells,  mostly 
granulopoietic,  but  erythroid  precursors  and 
lymphocytes  were  also  present.  All  stages 
of  granulocytic  maturation  were  noted  with 
no  preponderance  of  blasts ;  erythropoiesis 
was  normoblastic  in  pattern,  and  lymphocy- 
tes were  mature  forms ;  no  megakaryocytes 
were  seen. 

Pathologic  diagnoses:  Adenocarcinoma  of 
the  right  lung,  infiltrating  the  mediastinum 
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lable  1 
Hematologic  Values  Observed  During  Treatment  Both  as  Outpatient  and  Inpatient 


Hb 

Hct 

Wbc  Myelo  M/m 

First  Admission  5.22  to  6.2.67 

5.22 

12.7 

38 

32,900        — 

— 

5.25 

12.5 

38 

5.25 

11.8 

37 

5.26 

12.4 

41 

6.12 

29 

20,800 

6.26 

38 

12,600 

7.11 

41 

11,300 

8.28 

37 

80,200       — 

— 

9.7 

m 

45,000 

9.18 

36 

44,900 

9.28 

37 

68,200 

10.9 

36 

83,200 

10.18 

34 

127,000 

10.23 

37 

132,000 

Second  Admission 

10.23  to  11.3.67 

10.24 

12.0 

35 

144,900         1 

— 

10.25 

84,900       — 

1 

10.26 

66,000       — 

1 

10.28 

10.8 

23,000       — 

— 

10.30 

9.1 

1,600       — 

— 

Bd     Seg     Eos     Bas   Lyin    Mon         Platelets 


80 


—        10 


—         2 


47 
49 
38 
15 

4 


51 
48 
60 
84 
60 


4        — 


10.31 
10.31 
11.1 


8.4 
9.6 
9.6 


150 


—      —      10      — 


1  — 

1  1 

1  — 

—  1 

32  — 


80       10* 


Increased 


886,000 
477,000 
562,000 

485,000 
504,000 
530,000 
398,000 

552,000 
321,000 
241,000 


Plentiful 
Plentiful 

Decreased 
Decreased 


Scanty 


Therapy 

Surgery 

Blood  transfusion 


Radiotherapy 
5/30  to  7/11,  1967 
Blood  transfusion 

Methotrexate 

8/10:  9/7;  9/28,  1967 


Thiotepa 
10/9/67 


Vinblastine 
10/24;  10/26,  1967 


Blood  transfusion 


The    figures    above    represent    grams    of    hemoglobin    per    100   ml,   per  cent  hematocrit,   leukocytes   per  cubic   millimeter,  or 
per  cent  leukocytes  on  smear. 
^Atypical  mononuclear  leukocytes. 


and  chest  wall ;  obstruction  of  inferior  vena 
cava  by  investing  tumor ;  congestion  of  ab- 
dominal viscera ;  ascites  ;  emphysema  of  the 
left  lung;  adrenal  cortical  hyperplasia;  toxic 
hypoplasia  of  bone  marrow. 

Discussion 

This  was  a  case  of  advanced  adenocar- 
cinoma of  the  right  lung  beyond  the  control 
of  surgery  or  radiotherapy ;  the  adrenal  hy- 
perplasia frequently  observed  in  this  disease 
was  present;  the  liver  and  spleen  showed  no 
evidence  of  cytotoxic  injury.  On  the  other 
hand,  the  marrow  had  been  devastated,  leav- 
ing only  a  few  smoldering  foci  of  residual 
hematopoietic  activity.  The  leukocyte  abnor- 
malities observed  during  life  can  be  regarded 
as  a  leukemoid  reaction  of  the  granulocytic 
type,  the  appearance  of  which,  in  this  dis- 
ease, is  a  well  established  association.  Of  the 
therapeutic    agents    used,    only    vinblastine 


significantly  suppressed  marrow  activity,  re- 
ducing the  leukocyte  count  and  eventually 
producing  leukopenia,  thrombocytopenia, 
and  anemia.  The  regenerative  potential  of 
the  residual  marrow  tissue  was  presumably 
compromised  by  the  advanced  stage  of  the 
patient's  disease,  with  infection,  cachexia, 
and  hemodynamic  disturbance. 

The  effect  of  the  vincristine  alkaloids  up- 
on the  marrow  has  been  well  studied  in  leu- 
kemia,1'3 and  though  stathmokinetic  in  ac- 
tion, this  effect  is  directed  indiscriminately 
against  both  abnormal  or  "malignant"  cells 
and  normal  elements.  Indeed  the  difference 
between  the  leukemic  and  leukemoid  proces- 
ses frequently  poses  a  hematologic  dilemma 
that  defies  resolution  by  morphologic  evalua- 
tion. Recently  Moore  and  Pickren3  studied 
the  relationship  between  leukemoid  reactions 
and  malignant  disease  and  in  5  of  7  cases  of 
nonhematopoietic    malignant    disease    with 
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leukemoid  reactions,  successfully  isolated  a 
"leukovirus"  similar  to  that  of  Burkitt's 
lymphoma.  These  authors  postulate  that  the 
leukemoid  reaction  may  be  a  response  to  the 
unchecked  proliferation  of  a  hitherto  latent 
leukovirus  in  patients  debilitated  by  wide- 
spread disease,  particularly  in  malignant  dis- 
ease when  widely  disseminated,  or  when 
forming  large  tumors  as  in  the  liver  or  lung, 
with  extensive  necrosis.  The  present  patient 
readily  falls  into  this  category. 

Whether  or  not  the  suppression  of  a  leuke- 
moid reaction,  and  perhaps  of  the  etiologic 
process,  would  be  beneficial  is  open  to  ques- 
tion, but  experience  with  vinblastine4  and 
current  work  with  leukophoresis  and  tumor 
growth  suggests  that  the  anti-tumor  pro- 
pensity of  vinblastine  may  be  due,  in  part 
at  least,  to  its  leukopenic  effect.  With  the 
chemotherapeutic  agents  presently  available, 
however,  treatment  directed  against  the 
leukocytes  is  a  hazardous  undertaking,  es- 
pecially in  the  debilitated  subjects  in  whom 
the  leukemoid  reaction  is  most  likely  to  de- 
velop. 


Summary 

The  chance  observation  of  the  action  of 
three  different  types  of  chemotherapeutic 
agents  on  a  leukemoid  reaction  is  presented. 
Granted,  the  cause  rather  than  the  (leuke- 
moid) effect  of  a  disease  is  to  be  treated; 
however,  should  one  wish  to  deal  directly 
with  a  leukemoid  reaction  (such  as  when  the 
disease  is  refractory  to  any  type  of  therapy), 
then  his  attention  is  called  to  our  experience 
with  these  agents,  especially  vinblastine. 
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Rich    Man,    Poor    Man.    Institutional    Chief 

Roy  N.  Crenshaw* 


The  title  of  this  paper,  a  parody  of  the 
childhood  jingle,  is  intended  to  identify  the 
main  characters  in  the  continuing  story  of 
the  delivery  of  health  care  in  the  institu- 
tional setting.  Historically,  the  doctor  as  at- 
tending physician  has  held  the  dominant  role 
in  the  drama.  Of  the  three  the  doctor  had  the 
most  to  gain,  the  most  to  lose,  the  most  to 
offer,  and  the  most  say-so.  But,  ironically, 
as  his  art  and  science  have  become  im- 
measurably more  valuable  and  more  in  de- 
mand, his  share  in  decision-making  is  shrink- 
ing under  the  pressures  of  politicians  ex- 
pounding the  "right  to  medical  care"  and  be- 
fore the  inexorable  demands  of  the  institu- 
tional budget.  He  finds  himself  in  rising  con- 
frontations with  private  and  governmental 
organizations  with  and  within  which  he 
must  work.  His  role  as  the  rugged  individ- 


*Business    Manager,    Surgical    Private    Diagnostic    Clinic, 
Duke   Hospital,  Durham,  N.  C. 


ualist,  choosing  his  work  and  organizing  its 
financing  and  execution,  is  fading  in  direct 
proportion  to  his  success  in  healing.  Every 
advance  in  medical  care  diminishes  the  ca- 
pacity of  the  physician  to  deliver  it  to  the 
patient  under  a  straight  two-party  contract. 
Everyday,  against  his  instincts  and  tradi- 
tional judgment,  he  finds  himself  more  and 
more  an  "organization  man." 

Now,  if  what  we  have  said  is  true,  and  we 
believe  it  is,  what  can  the  doctor  do  to  safe- 
guard and  nourish  the  ancient  values  of  the 
doctor-patient  relationship,  while  still  utiliz- 
ing every  technical  and  scientific  advance  of 
the  modern  world? 

Our  first  answer  would  have  to  be  that  he 
must  recognize  and  accept  the  imperatives 
of  his  time.  One  of  these  is  that  his  freedom 
of  action  must  flow7  from  organizations  which 
he  understands  and  whose  nature  and  char- 
acter he  helps  to  form  and  direct.  Another  is 
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that  health  care  has  "gone  public,"  to  borrow 
a  phrase  from  the  financial  world.  Yet 
another  is  that  the  "health  team"  includes 
not  just  the  doctor  and  his  assistants  fur- 
nishing care  on  the  patient-contact  basis,  but 
many  another  type  of  specialist  and  worker 
in  the  bowels  of  the  institution  and  out  in  the 
economy  at  large. 

Group  Practice 
Group  practice  organization  offers  one 
answer  to  some  of  the  problems  posed  before. 
The  individual  doctor  is  freer  to  schedule 
his  energies  in  concert  with  his  fellows.  He 
has  immediate  access  to  their  experience  and 
special  competencies.  He  is  better  able  to  fi- 
nance and  secure  the  services  of  health  care 
technicians  and  expert  business  management 
personnel  when  he  joins  his  peers  in  pur- 
chase of  these  talents.  He  is  able  to  diminish 
his  fixed  overhead  burden  by  sharing  it.  And 
he  may  avail  himself  of  the  benefits  of  the 
group  insurance  principle  in  the  protection 
of  his  income,  both  in  combined  outside  pur- 
chase and  through  the  mutual  reinforce- 
ments which  may  form  a  part  of  partnership 
agreements.  He  escapes  the  necessity  of 
squandering  his  energies  in  playing  the  roles 
of  personnel  manager,  purchasing  agent,  col- 
lector, and  office  manager. 

Institutional  Dynamics 
Additionally,  to  the  extent  that  the  doctor 
practices  in  an  institution,  whether  a  free- 
standing hospital,  private  or  local-govern- 
mental, or  in  a  medical  center  milieu,  he 
needs  to  acquaint  himself  thoroughly  with 
the  dynamics  of  large,  complex  organiza- 
tions. He  must  reconcile  himself  to  the  fact 
that  whatever  forces  limit  the  freedom  of 
action  of  the  institution  also  affect  his  free- 
dom of  action.  The  fiscal  soundness  and  op- 
erating efficiency  of  such  institutions  are 
ultimately  as  much  his  concern  as  are  the 
soundness  and  efficiency  of  his  individual  or 
group  practice.  The  hospital  is  his  factory  as 
well  as  his  warehouse  of  services  from  which 
he  must,  in  naval  terminology,  "draw  stores." 
Whatever  affects  the  viability  of  his  institu- 
tional environment  affects  the  doctor's  abil- 
ity to  function. 

What  factors  are  operating  to  affect  and 
influence  the  fiscal  soundness  and  operating 


efficiency  of  such  "medical  institutions"  to- 
day? The  first  that  is  obvious  to  even  casual 
observers  is  that  costs  are  outstripping  in- 
come. Commercial  and  industrial  enterprises 
usually  spend  28  cents  of  every  expense  dol- 
lar for  personnel.  Hospitals  spend  around 
65  cents.  Industry  staffs  for  productive  time. 
Hospitals  staff  for  24  hours  a  day,  365  days 
a  year.  Industry  chooses  its  customers.  Hos- 
pitals have  their  customers  chosen  for  them. 
Regulated  public  utilities  are  guaranteed  a 
"reasonable  return  upon  investment."  Hos- 
pitals are  regulated  by  government  and  by 
professional  ethics  with  a  guarantee  only 
that  much  of  their  services  can  never  be  paid 
for  by  the  purchaser.  Industry  obligates  it- 
self for  new  plants  and  equipment  on  the 
expectation  of  full  recovery  of  capital  cost 
plus  a  profit.  Hospitals  must  respond  to  tech- 
nological obsolescence  and  innovation  in 
short  order,  no  matter  the  prospects  of  cost 
recovery,  much  less  a  profit.  Industry  at- 
tracts, trains,  encourages,  and  rewards  man- 
agerial talent  based  upon  ability  and  pro- 
ductivity. Health  care  institutions  have 
largely  attracted  the  humanitarian  or  medi- 
ocre managers  and  supervisors,  with  both 
qualities  not  infrequently  being  found  in  the 
same  person.  We  hasten  to  add  that  this  at- 
traction is  nurtured  and  perpetuated  by 
mediocre  encouragement  and  rewards. 

Political  Intervention 
Enter  the  politician,  proclaiming  the 
"right  of  every  person  to  adequate,  instant 
medical  care."  Through  first  one  device  and 
program,  and  then  another,  government  pre- 
tends to  "enforce"  this  "right."  Promises 
continually  outstrip  appropriations.  Welfare 
services  are  extracted  for  a  fraction  of  their 
cost.  Medicare  programs  cover  more  paying 
patients  than  medically-indigent  ones,  there- 
by shrnking  hospital  resources  further. 
Funds  for  initial  capital  expansions  are  far 
easier  to  come  by  than  any  for  current  op- 
erating expenses.  Research  monies  are 
pumped  into  the  institutional  environment, 
competing  for  space,  personnel,  and  manage- 
ment talent,  creating  a  large  "dependent" 
population  in  professional  and  allied  serv- 
ices, living  from  grant  year  to  grant  year. 
Government  passes  minimum  wage  laws  and 
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denounces  the  attendant  rise  in  costs.  Gov- 
ernment demands  more  and  more  detailed 
billings  and  reports  and  bemoans  rising  over- 
head costs.  Government  examines  and  com- 
plains about  charge  and  fee  schedules,  and 
swears  allegiance  to  the  principle  of  non- 
interference. Government  analyzes  and 
counts  and  promises  more  medical  care,  but 
the  teaching  institutions  must  run  to  stay 
even  in  the  task  of  turning  out  health  profes- 
sionals. 

Conflicting    Pressures 

But  let  us  admit  to  a  few  more  basic  facts. 
The  package  of  health  care  is  constantly  ex- 
panding. Costly  services  seem  to  blossom 
overnight  from  the  fruits  of  research.  No 
industry  pretends  to  the  instant  application 
of  new  science  and  technology  as  does  the 
health  field.  There  is  no  social  cry  for  the 
75-mile-per-gallon  carburetor,  the  air-cooled 
gas  turbine,  or  the  mini-sized  atomic  power 
plant.  All  are  intriguing  and  desirable,  but 
match  the  demand  for  them  with  that  for 
open-heart  surgery,  kidney  machines,  and 
successful  organ  prothesis  and  transplant, 
or  with  the  rush  to  a  new  and  exotic  "mir- 
acle drug" — and  all  without  an  advertising 
promotion. 

Consider  too  that  historically  teachers  and 
workers  of  all  kinds  in  non-profit  organiza- 
tions such  as  schools  and  hospitals  were  sup- 
posed to  labor  for  the  love  of  it  and  for 
higher  purposes  than  their  counterparts  in 
profit-making  fields.  And  students  were  sup- 
posed to  be  content  with  a  ragged  but  clean 
existence  for  their  learning  years.  Well,  those 


are  bygone  days.  Medical  education  is  a  long 
and  expensive  process,  and  getting  longer 
and  more  expensive.  Neither  the  teacher,  nor 
the  worker,  nor  the  student  is  content  with 
beggar  status  in  the  ever  more  affluent 
society.  It  is  becoming  more  and  more  dif- 
ficult to  finance  health  services  out  of  the 
low  wage  scales  of  the  workers  in  the  vine- 
yard and  from  the  proceeds  of  'taxation 
without  representation"  of  the  paying  pa- 
tient. 

So  the  insistent  pressures  are  there — from 
the  public  demanding  and  meaning  to  have 
modern  health  care,  and  from  the  health 
professionals  and  workers  demanding  and 
meaning  to  share  in  the  fruits  of  a  modern 
industrial  economy.  The  central  problem 
then  is  not  how  to  keep  the  public's  govern- 
ment out  of  medicine  but  how  to  make  it 
finance  what  it  demands  from  medicine  with- 
out the  "dead  hand"  of  regulation  retarding, 
then  stultifying,  and  finally  destroying  in- 
dividual concern  for  the  individual  patient. 
Siimmary 

At  the  beginning  we  have  asked  what  the 
doctor  can  do.  We  answered  that  he  must 
recognize,  accept,  and  then  deal  with  the  im- 
peratives of  his  time.  He  must  preserve  his 
freedom  of  action  by  preserving  free  insti- 
tutions. He  must  become  keenly  aware  of  the 
implications  of  the  increasing  public  demand. 
And,  finally,  he  must  realize  that  he  cannot 
"go  it  alone,"  but  that  his  independence  is 
predicated  upon  the  independence  of  the 
other  professions  and  workers  with  whom  he 
must  labor. 


Almost  every  person  knows,  when  a  fever  is  attended  with  a  violent  pain  of  the  side, 
and  a  quick  hard  pulse,  that  bleeding  is  necessary.  When  these  symptoms  come  on,  the 
sooner  this  operation  is  performed  the  better:  and  the  quality  at  first  must  be  pretty 
large  if  the  patient  is  able  to  bear  it.  A  large  quantity  of  blood  let  at  once,  in  the  beginning 
of  a  pleurisy,  has  a  much  better  effect  than  repeated  small  bleedings.  A  man  may  lose 
twelve  or  fourteen  ounces  of  blood  as  soon  as  it  is  certainly  known  that  he  is  seized  with 
a  pleurisy.  For  a  younger  person,  or  one  of  a  delicate  constitution,  the  quantity  must  be 
less. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of 
Diseases  by  Regimen  and  Simple  Medicines,  etc..  Philadelphia.  Richard  Folwell,  1799. 
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The    Background    of    Family    Planning    in    a 

Rural    Southern    State 

Robert  A.  Ross,  M.D. 


The  State  of  North  Carolina  is  generally 
considered  to  be  a  "liberal"  state;  certainly 
its  University  is  so  considered.  It  was  in  this 
state  that  the  first  white  live  birth  and  the 
first  Christian  baptism  of  an  original  in- 
habitant of  what  is  now  the  United  States 
occurred.  Births  and  baptisms  have  been 
topics  of  moral,  legal,  mental,  and  socioeco- 
nomic discussions  ever  since.  The  actions  and 
reactions  have  not  been  unduly  influenced 
by  states'  rights  chauvinism  nor  "tobacco 
Road"  indolence,  nor  is  its  innate  humility 
due  to  its  neighbors,  Virginia  and  South 
Carolina. 

In  1960  the  state's  population  was  nearly 
five  million,  of  which  24.5%  were  nonwhite. 
In  1920,  97%  were  native  (state)  born.  Ap- 
proximately 1%  of  the  population  belong  to 
the  Roman  Catholic  Church. 

The  State  Medical  Society  was  incor- 
porated by  the  legislature  in  1799.  In  1859 
the  General  Assembly  enacted  a  law  provid- 
ing for  its  first  statutory  board  of  medical 
examiners,  and  in  1877  the  Medical  Society 
was  authorized  to  function  as  the  first  State 
Board  of  Health.  These  acts  illustrate  the 
long-standing  mutual  trust  existing  between 
the  General  Assembly  and  the  health  pro- 
fessions. 

Prior  to  1881  there  was  no  law  related  to 
abortion,  and  there  was  little  significant 
change  in  the  wording  or  concept  of  the  1881 
law  until  1967.  There  have  been  no  statutes 
prohibiting  or  hindering  the  distribution  of 
information  relative  to  family  planning,  and 
to  my  knowledge,  such  information  has  been 
formally  given  by  doctors  and  agencies,  cer- 
tainly since  1925.  (This  practice  was  begun 
at  Duke  University  in  1930  and  at  Bowman 
Gray  School  of  Medicine  in  1943.) 

Due  largely  to  the  efforts  of  the  Human 
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Betterment  League,  the  County  Eugenics 
Board  concept  was  enacted  in  the  1930s. 
Bradway  could  find  no  other  law  affecting 
sterilization  in  the  statute  books  of  the  state. 
This  act  authorized  surgical  sterilization 
when  recommended  by  such  a  board  for  the 
mentally  incompetent  or  insane.  The  recom- 
mendation was  usually  carried  out,  but  not 
always.  In  1960  the  county  commissioners 
of  Mecklenburg  County  authorized  the  free 
distribution  of  "the  pill"  by  the  county  health 
department.  In  1963  a  permissive  steriliza- 
tion law  was  enacted.  Thus  North  Carolina  is 
one  of  seven  Southern  states-  that  have 
provided  services  for  childbirth  spacing  in 
maternal  and  health  programs  for  at  least 
20  years:  Virginia,  North  and  South  Caro- 
lina, Georgia,  Mississippi,  Alabama,  and 
Florida.  Since  1965  all  16  Southern  states 
have  had  programs  endorsed  by  county  or 
state  medical  societies,  and  all  are  under 
medical  supervision. 

During  1955,  1956,  and  1957  Flowers3 
queried  144  hospitals  in  the  state  regarding 
the  incidence,  practice,  and  staff  regulations 
concerning  the  operation  of  tubal  ligation. 
The  questions  asked  related  to  age,  parity,  in- 
dications, whether  medical  or  for  conven- 
ience, the  education  of  the  mother,  and  the 
occupation  of  the  father. 

The  replies  embraced  61.2%  of  all  the  de- 
liveries occurring  during  this  period — a  total 
of  169,272.  Tubal  ligation  was  performed 
upon  5,209  women,  or  approximately  a  ratio 
of  1  to  32  deliveries.  Of  this  number,  7.4% 
were  performed  with  Eugenics  Board  ap- 
proval. In  two  hospitals  vaginal  hysterectomy 
was  performed  for  sterilization  in  lieu  of 
tubal  ligation. 

In  general  the  ratio  was  higher  in  the 
smaller  hospitals — 1 :26  among  500  deliver- 
ies or  less — and  in  the  hospitals  that  had  no 
staff  regulations  regarding  age  and  parity. 
The  rate  was  lower  in  the  larger  hospitals — 
1:37.  The  highest  ratio  found  was  1:10  and 
the  lowest  1 :88. 
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The  occupations  and  per  capita  buying 
power  of  the  citizens  of  each  county  were 
documented  as  a  possible  socioeconomic  in- 
dex. The  incidence  of  tubal  ligation  was  em- 
ployed in  the  numerator  position  (above  the 
line)  and  the  per  capita  buying  power  in  the 
denominator  position.  Both  factors  were 
divided  into  four  categories ;  thus  those  coun- 
ties with  4  over  1  or  1  over  4  would  at  least 
probably  be  following  a  consistent,  realistic 
course;  but  there  was  no  consistent  pattern 
other  than  a  strong  suggestion  that  the  poor 
and  the  multiparous  were  not  favored.  For  a 
further  source  of  probable  information,  the 
perinatal  mortality,  education  of  the  mother, 
and  occupation  of  the  father  were  considered 
in  relation  to  the  incidence  of  tubal  ligation, 
and  here  again,  there  was  little  that  was 
heartening.  Seventy-five  per  cent  of  all  the 
operations  were  performed  for  convenience 
or  socioeconomic  reasons. 

The  study  indicated  that  the  white,  better 
educated,  higher  income  women  in  the  lower 
parity  group  had  a  slightly  higher  rate  of 
tubal  ligation  than  others.  The  study  also  re- 
vealed that  among  the  low-income,  poorly  ed- 
ucated women  with  high  parity,  the  variable 
of  white  or  nonwhite  disappeared. 

The  effectiveness  of  a  maternal  care  and 
contraceptive  clinic  in  Roberson  County,  op- 
erated jointly  by  the  county  and  state  health 
departments,  the  county  medical  society,  the 
hospital  and  the  Department  of  Obstetrics 


at  U.  N.  C.  since  1954,  attracted  the  interest 
of  the  foundation,  which  made  possible  a 
"Population  Center,"  now  in  operation  at 
the  University  of  North  Carolina. 

In  May,  1967,  the  North  Carolina  Abortion 
Act  (S.  B.  No.  104)  was  ratified.  This  bill 
was  not  a  "doctor's  bill,"  although  doctors 
were  asked  to  testify  before  the  House  and 
Senate  committees.  The  representative  who 
introduced  it  was  not  a  lawyer,  nor  was  it  a 
part  of  the  1967  ground  swell,  when  22  states 
introduced  related  bills.  The  above  history 
of  the  social  and  health  climate  and  the  sin- 
cere desire  to  be  humane  without  being  hu- 
manistic doctrinaire  probably  account  for 
the  lack  of  emotional  turbulence.  Bitter  con- 
troversy was  absent;  the  respect  of  con- 
science was  present.  This  brief  statement  is 
in  harmony  with  the  aims  of  our  Mental 
Hygiene  Association,  Human  Betterment 
League,  Family  Life  Council,  and  United 
Community  Service. 

Although  the  word  "liberal"  appears  in  our 
first  sentence,  it  was  nowhere  written  or 
advanced  in  the  enactment  of  the  abortion 
law,  nor  would  we  prefer  to  choose  the 
abortion  law  as  a  topic  to  be  presented  to  this 
worthy  group. 
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Sitting  in  a  warm  room  and  drinking  hot  liquors  till  the  pores  are  quite  open,  and  im- 
mediately going  into  the  cold  air,  is  extremely  dangerous.  Colds,  coughs  and  inflammations 
of  the  breast,  are  the  usual  effects  of  this  conduct:  Yet  nothing  is  more  common  than  for 
people,  after  they  have  drank  warm  liquors  for  several  hours,  to  walk  or  ride  a  number 
of  miles  in  the  coldest  night,  or  to  ramble  about  in  the  streets.— William  Buchan:  Domestic 
Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple 
Medicines,  etc.,  Philadelphia.  Richard  Folwell,  1799,  p.  103. 
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THE  HOUSE  OF  DELEGATES  TO  MEET 
IN  NOVEMBER 

At  the  meeting  at  the  Velvet  Cloak  in  Ral- 
eigh on  Sunday,  August  11,  1968,  at  the 
call  of  President  David  G.  Welton,  the  Exec- 
utive Council  took  positive  action  on  a  pe- 
tition emanating  from  the  Forsyth  County 
Medical  Society  requesting  a  called  meeting 
of  the  House  of  Delegates.  The  petition  pro- 
posed reconsideration  of  actions  of  the  House 
of  Delegates  in  May  relating  to  the  construc- 
tion of  a  facility  to  house  the  Headquarters 
office  of  the  State  Medical  Society,  primary 
consideration  to  be  given  to  the  method  of 


financing  the  proposed  construction.  Mem- 
bers of  the  Headquarters  Committee,  Fi- 
nance Committee,  and  selected  consultants 
met  with  the  council  to  consider  this  issue. 
After  much  discussion  of  methods  of  finance, 
chiefly  short-  and  long-term  borrowing  ver- 
sus the  action  taken  by  the  House  of  Dele- 
gates in  May  to  increase  the  Society  dues, 
previously  described  in  this  JOURNAL,  the 
Council  determined  the  Forsyth  petition  to 
be  in  order  and  established  Sunday,  Novem- 
ber 10,  1968  for  a  called  meeting  of  the 
House  of  Delegates  at  the  Sir  Walter  Hotel 
in  Raleigh. 

Meanwhile  detailed  information  will  be 
made  available  to  the  county  societies  to  per- 
mit further  discussion  prior  to  the  meeting 
of  the  House  of  Delegates.  Pressing  need  for 
expanded  quarters  will  be  evident  to  any 
member  of  the  Society  who  will  take  the 
time  to  visit  the  existing  Headquarters  facil- 
ity. 

The  Council  took  official  cognizance  of 
the  election  of  Dr.  John  R.  Kernodle  as  a 
member  of  the  A.M. A.  Board  of  Trustees 
by  accepting  his  resignation  as  a  delegate 
to  the  A.M.A.  Dr.  Frank  Jones,  alternate 
delegate,  was  designated  to  serve  the  unex- 
pired term  of  Dr.  Kernodle,  and  President 
David  G.  Welton  was  chosen  to  replace  Dr. 
Jones  as  an  alternate  delegate. 

J.S.R. 

*     *     * 

SIDE  EFFECTS  OF  SLOWED 
RESEARCH  SPENDING 
Unofficial  communications,  often  called 
gossip,  bring  news  that  the  drug  houses  may 
well  be  benefiting  from  the  current  short- 
ages and  uncertainties  connected  with  gov- 
ernment research  funding.  Bright  young 
men  who  entered  doctoral  and  postdoctoral 
programs  with  an  eye  to  the  academic  life 
find  themselves  without  the  post  which 
seemed  assured  when  expansion  of  research 
programs  seemed  endless.  Of  necessity  they 
have  turned  to  other  employers,  since  these 
days  trainees  manage  to  eat  reasonably  well, 
which  quickly  becomes  a  habit.  Among  these 
other  employers  are  the  drug  houses,  whose 
research  departments  seem  to  be  getting  a 
better  caliber  of  man.  While  this  may  well 
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improve  the  quality  of  applied  research,  it 
will  probably  have  less  effect  on  basic  re- 
search, since  this  is  not  the  main  aim  of  drug 
manufacturers. 

In  the  same  vein,  clinical  research  workers 
now  seem  more  anxious  to  ally  themselves 
with  drug-testing  programs.  In  light  of  the 
increasing  restrictions  imposed  on  such  pro- 
grams, a  major  stimulus  such  as  the  present 
grant  disruption  was  probably  necessary,  and 
might  lead  to  beneficial  end  results. 

What  happens  peripherally  after  some 
shrinkage  in  government  research  funds  will 
make  an  interesting  study.  As  with  a  lot  of 
such  studies,  one  will  probably  be  close  with 
an  initial  guess  that  it  will  not  be  all  good — 

or  all  bad. 

+     *     * 

THE  REGIONAL  MEDICAL 
PROGRAM'S  FORERUNNER 

In  November,  1950,  President  Gordon 
Gray  of  the  University  of  North  Carolina 
said :  "Our  number  one  need  in  this  state  is 
still  good  health  for  our  people.  Generations 
yet  unborn  have  the  right  to  look  to  us  to 
fulfill  this  mission."  He  spoke  at  a  time  when 
the  "Good  Health"  movement,  founded  in 
1945,  was  going  strong,  working  on  the 
following  recommendations  of  the  State  Hos- 
pital and  Medical  Care  Advisory  Commis- 
sion: 

1.  Establish  a  four-year  medical  school 

2.  Loan  money  to  medical  students 

3.  Build  hospitals  and  clinics 

4.  Build  health  centers  with  adequate  lab- 
oratory facilities  in  rural  communities 

5.  Expand  group  health  insurance 

6.  Appropriate  funds  to  help  care  for  the 
indigent. 

Recent  issues  of  the  Journal  have  carried 
many  papers  describing  the  gathering 
momentum  in  the  work  of  the  Regional  Med- 
ical Program.  It  might  be  interesting  to  con- 
sider how  much  was  accomplished  under  the 
earlier  program,  and  what  happened  to  it. 

The  University  of  North  Carolina  has  long 
since  expanded  to  a  four-year  school  of  na- 
tional renown.  Medical  students  are  eligible 
for  a  variety  of  loan  funds,  among  them 
those  of  the  AMERF  and  Medical  Care  Com- 
mission ;  the  man  who  practices  in  a  "limited 


population  area"  or  who  enters  psychiatry 
does  not  have  to  repay  these  latter  loans.  The 
building  of  hospitals  and  clinics  has  been 
phenomenal.  In  1949  the  hospital  at  Bel- 
haven  went  up,  the  first  in  our  state  (and 
second  in  the  nation)  to  be  built  with  Hill- 
Burton  help.  Since  that  time  70  Hill-Burton 
hospitals,  totaling  14,000  new  beds,  have 
been  built;  there  are  now  140  hospitals  in 
the  state.  At  present  North  Carolina  is  first 
nationally  in  the  number  of  medical  projects 
(clinics,  etc.),  second  in  hospital  projects, 
third  in  public  health  centers  and  7th  in  the 
number  of  beds;  we  don't  do  that  well  in 
many  statistical  assays  of  our  state.  In  an- 
other measure,  our  population  has  increased 
47%  since  1947,  while  our  hospital  beds  have 
increased  115%. 

In  1945  there  was  relatively  little  health 
insurance  in  force  in  the  state,  although  the 
idea  was  popular  and  ground  work  had  been 
laid  for  the  rapid  expansion  to  come.  At 
present  almost  everyone  in  the  state  is  cov- 
ered either  by  one  of  the  299  health  insur- 
ance organizations  licensed  in  the  state,  or 
through  one  of  the  complex  of  federal  and 
state  sponsored  plans.  There  are  3.5  million 
people  with  private  hospital  insurance  alone. 
The  plans  for  welfare  medical  assistance  are 
beyond  the  scope  of  this  editorial ;  Col. 
Craig's  paper  in  the  May  issue  discusses 
many  aspects  of  current  welfare  programs. 

Realizing  that  at  present  the  efforts  of 
various  health  agencies  have  similar  objec- 
tives to  those  prevailing  when  President 
Gray  spoke  18  years  ago  (including  another 
medical  school),  what  are  the  main  differ- 
ences today?  One  difference  would  seem  to 
be  the  tremendous  number  of  different  pro- 
grams which  would  fit  under  one  or  another 
of  the  broad  objectives  listed  earlier.  And 
of  great  importance,  the  major  influence  of 
federal,  as  opposed  to  intrastate,  planning 
and  funding.  In  the  Regional  Medical  Pro- 
gram, and  in  the  Office  of  Comprehensive 
Health  Planning  there  is  at  least  the  intent 
to  restore  major  initiative  to  people  within 
the  state.  Perhaps  the  gap  between  intent 
and  reality  will  depend  on  how  much  energy 
North  Carolinians  put  into  the  work.  An- 
other development  during  this  span  of  years 
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has  been  the  increasing  interest  and  power 
of  non-medical  groups  in  health  activities. 
There  was  a  time  when  the  term  "third 
party"  was  used  in  referring  to  such  people, 
but  there  are  far  too  many  of  them  now  to 
make  "third"  appropriate. 

There  are  always  among  us  in  the  profes- 
sion people  who  express  either  contempt  or 
disinterest  in  the  affairs  of  organized  medi- 
cine. Some  are  the  lazy  who  find  objections 
to  salve  their  consciences.  Others  ai'e  people 
who  feel  that  personal  financial  gain  is  the 
chief  interest  of  the  physician  who  speaks 
out  on  social  and  economic  issues.  These 
people  forget  that  the  medical  society  has 
the  framework  to  allow  expression  of  any 
point  of  view,  and  if  they  became  involved 
they  would  actually  hear  almost  any  point 
of  view.  The  public's  interest  in  good  health 
is  ancient,  has  become  increasingly  clearly 
expressed,  is  regarded  more  and  more  as  a 
right  and  not  a  privilege ;  all  physicians  have 
to  face  this  reality  and  help  to  shape  the 

future. 

*     *     * 

WILL  Rh  DISEASE  JOIN  POLIO, 
MEASLES  AND  THE  DODO? 

Ortho  Diagnostics  have  placed  on  the 
market  Rh„ (D)  immune  globulin  from  hu- 
man sources  under  the  trade  name  RhoGAM, 
for  the  passive  immunization  of  Rh-negative 
mothers  of  Rh-positive  infants.  If  such  a 
mother  has  no  pre-existing  anti-Rh  antibody, 
and  if  the  baby  has  a  negative  Coombs  test, 
she  is  a  candidate  for  this  preparation.  The 
full  story  has  been  carried  in  various  medi- 
cal journals  and,  of  equal  importance,  in 
Time  and  Life,  and  no  doubt  will  appear  in 
many  other  lay  publications  by  the  time  this 
editorial  sees  print.  If  any  physician  hasn't 


taken  a  few  minutes  to  read  up  on  this  sub- 
ject he  had  best  do  so. 

Leaving  aside  the  ingenuity  of  the  ap- 
proach, it  is  remarkable  that  only  eight  years 
have  elapsed  since  the  idea  occurred  to 
Freda,  Gorman  and  Pollack  in  New  York 
(independently  to  Finn  and  Clark  in  Bri- 
tain), and  the  commercial  availability  of  the 
approved  material.  In  the  interim  it  has  been 
thoroughly  tested  by  several  independent 
groups,  while  the  Ortho  people  developed 
an  adequate  supply  as  well  as  suitable  pack- 
aging and  informational  materials  to  assure 
that  the  necessarily  careful  administrative 
work  would  go  smoothly.  One  sees  here  the 
aggressiveness  of  private  enterprise  at  its 
best.  On  the  basis  of  what  is  presently 
known,  passive  immunization  with  RhoGam 
in  properly  selected  mothers  will  eliminate 
99%  of  the  development  of  Rh  sensitization. 
Hemolytic  disease  of  the  newborn  due  to  that 
cause  should  all  but  be  eliminated  if  the  par- 
ties concerned  cooperate,  and  woe  betide  the 
physician  who  does  not  bring  the  subject  to 
the  patient's  attention  in  this  day  of  wide- 
spread public  concern  over  medical  develop- 
ments. 

It  will  be  interesting  to  see  how  the  hos- 
pitalization insurance  carriers  respond  to 
the  cost  of  giving  the  material  (in  the  neigh- 
borhood of  $100  including  lab  work).  Since 
Rhogam  must  be  given  within  72  hours  post 
partum,  it  will  differ  from  most  immuniza- 
tion procedures,  which  are  done  in  the  of- 
fice and  emergency  room  rather  than  for 
hospitalized  patients.  Will  the  carriers  take 
the  position  that  they  don't  pay  for  preven- 
tive medicine,  or  will  they  allow  payment 
for  the  substance  in  a  wish  to  avoid  the  great 
expense  of  exchange  transfusion?  Scientific 
advances  have  widespread  implications  these 
days. 


Erratum 
To  relieve  Dr.  I.  L.  Holleman  of  responsibility  for  the  editorial  on  •'Typhoid  Fever"  which 
appeared  over  his  name  in  the  August  issue,  it  should  be  explained  that  what  appeared  as 
the  final  paragraph  of  the  editorial  was  actually  a  letter  to  the  editor  from  Dr.  Holleman. 
and  should  have  been  published  under  Correspondence.  Unfortunately  the  identifying  head- 
ing was  overlooked  in  making  up  the  Journal,  and  the  editorial  and  letter  were  run  together 
as  one  piece.  The  editorial  proper  was  the  work  of  the  editor,  as  are  all  unsigned  editorials 
in  this  Journal. 
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A  DISABILITY  INCOME  POLICY  THAT  IS 

Guaranteed  Renewable  for  Your  Entire  Lifetime 

PREMIUM  ADJUSTMENT  ONLY   BY   CLASS 

lifetime  disability  income  for  members  of  the 
North  Carolina  Medical  Profession 

LIFETIME  SICKNESS  BENEFITS— LIFETIME  ACCIDENT  BENEFITS 

Pays  From  the  First  Day  of  Medical  Attention  During  Total  Disability  and  Total  Loss 
of  Time  Because  of  SICKNESS  or  ACCIDENT  Originating  After  the  Effective  Dates 
of  Coverages  and  For  As  Long  As  Total  Disability,  Total  Loss  of  Time  and  Regular 
Medical  Attention  Continue,  NOT  FOR  ONLY  26  WEEKS,  NOT  FOR  ONLY  52  WEEKS 

-BUT  EVEN   FOR  YOUR   ENTIRE  LIFETIME! 

House  Confinement  is  not  required  at  any  time  — 

Accidental   loss   of   hands,   feet,   eyesight    pays   monthly    benefits  — 
not    just   a    lump    sum. 

EXTRA   BENEFITS  —  Double   monthly   benefits  while   you   are   hospi- 
talized payable  for  as  long  as  three  months. 

Cash    benefits  for  accidental    death. 

Double    income    benefits    if    disabled    in    specified    travel    accident 
named    in   the   policy. 

OTHER  IMPORTANT  FEATURES  -  Waiver  of  Premium  Provision. 
Limited  Commercial  Air  Line  Passenger  Coverage.  No  Automatic 
Termination  Age  During   Policy   Period. 

THIS   POLICY  IS  GUARANTEED   RENEWABLE  -  AS   LONG  AS  YOU   LIVE  -  AS  FOLLOWS: 

You  will  always  have  the  right  to  renew  this  policy  by  paying  renewal  premiums  when  due. 

As  long  as  premiums  are  thus  paid,  the  Company  cannot  terminate  or  cancel  the  policy  nor  attach 
any  restrictive  rider  or  endorsement. 

The  Company  reserves  the  right  to  change  the  table  of  premium  rates  only  if  it  changes  the  rates 
on  all  policies  on  this  form,  for  all  persons  in  the  same  classification  and  residing  in  the  same  state. 

EFFECTIVE   DATES  OF  COVERAGES  -  EXCEPTIONS 


This  policy  covers  accidents  from  Noon  of  the  Policy  Date  and  s 
unless  specifically  excluded  —  except  —  it  even  covers  tuberculosi 
more   than   six   months   after   the   policy   date.   The   policy   does   n 


UNITED   INSURANCE   COMPANY  OF  AMERICA 

Guaranteed    Renewable    Disability    Income    Department 

301    East   Boulevard,    Charlotte   3,    North   Carolina    i&d*°3 

I    would    like    more    information    about    your    Guaranteed 
Renewable    plan    of    income    during    lifetime    disability. 
I    understand    I    will    not    be    obligated. 


Name 


Age_ 


ickness  originating  more  than  thirty  days  after  the  Policy  Date, 
s,  heart  disease  and  disease  in  the  female  organs  if  loss  occurs 
ot  cover,  and  the  premium  includes  no  charge  for  loss  which  is 
caused  by:  war  or  any  act  of  war;  while  in  military 
service  of  any  country;  suicide  or  attempted  suicide; 
insanity  or  mental  derangement;  pregnancy,  mis- 
carriage or  childbirth;  aeronautics  or  air  travel  other 
than  limited  commercial  air  line  passenger  travel; 
or  while  outside  the  United  States,  Canada  and 
Mexico  for  more  than  ninety  days  (unless  otherwise 
extended    by    rider). 

United  Insurance  Company  of  America 

Home   Office:   Chicago,    Illinois 

(GK-1) 


Address 

or    attach    letterhead. 


Mail  coupon  today  while 
you  are  still  healthy. 
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Committees  &  Organizations 

State  Society  Disability  Insurance  Plan 

The  group  disability  insurance  program  sponsored 
by  the  North  Carolina  Medical  Society  and  adminis- 
tered by  the  J.  L.  Crumpton  firm  of  Durham,  will 
become  a  guaranteed  renewable  contract  to  age  70  ef- 
fective with  the  next  anniversary  date  of  October  8, 
1968.  Dr.  John  C  Burwell,  Jr.,  chairman  of  the  Com- 
mitee  on  Professional  Insurance,  in  making  a  recent 
announcement  of  the  conversion,  said: 

"While  we  have  not  had  any  difficulty  with  our  plan 
since  its  inception  in  1940,  we  feel  this  new  guaran- 
tee greatly  strengthens  the  entire  program  and  provides 
our  membership  with  complete  assurance  that  their 
valuable  income  protection  will  continue  in  full  ef- 
fect for  members  to  the  age  of  70. 

"The  new  plan  has  been  under  study  for  a  number 
of  months.  The  Insurance  Committte  unanimously  ap- 
proved the  new  format  and  subsequently  the  Executive 
Committee  and  the  North  Carolina  Department  of  In- 
surance both  approved  the  policy  contract.  It  is  our 
feeling  that  this  new  program  is  a  sound  and  solid 
achievement  for  our  members. 

"  "The  J.  L.  Crumpton  agency  has  been  authorized 
to  proceed  with  the  implementation  of  the  new  cover- 
age, and  all  insured  members  should  have  their  new 
policies  by  September  8,  1968,  which  is  a  month  be- 
fore the  regular  anniversary.  We  commend  these  im- 
provements to  all  members." 


American  Medical  Association 
Report  of  the  Board  of  Trustees 

Resolution  47  requested  an  investigation  of  a  deter- 
mination by  the  U.  S.  Department  of  Labor  that  phy- 
sicians are  engaged  in  interstate  commerce  and  asked 
for  an  attempt  to  have  remedial  legislation  enacted. 
The  House  of  Delegates  referred  the  resolution  to  the 
Board  of  Trustees  for  review  by  the  Law  Division  and 
for  appropriate  expeditious  action. 

The  legal  issue  actually  involved  is  whether  em- 
ployees in  a  physician's  office  who  are  not  licensed 
physicians  are  entitled  to  the  benefits  of  the  Fair 
Labor  Standards  Act.  which  establishes  minimum  wage, 
overtime  pay,  record  keeping  and  other  standards  for 
most  of  the  employees  in  the  company.  Coverage  of 
employees  under  this  law  depends  essentially  not  on 
the  nature  of  the  employer's  business  or  profession  but 
on  the  nature  of  the  employees  activities.  To  simplify 
matters,  employees  are  covered  if  they  'not  their  em- 
ployers) are  engaged  in  "interstate  commerce"  or  in 
the  '"production  of  goods  for  interstate  commerce." 
These  terms  have  been  expanded  to  include  almost 
all  employees. 

Whether  physicians'  employees  are  covered  by  the 
FLSA  has  no  bearing,  from  a  legal  viewpoint,  on  the 
issue  of  whether  physicians  could  be  subjected  to  fed- 
eral regulation.  It  appears,  at  this  time,  that  the  courts 
would  not  uphold  a  federal  law  governing  the  licensing 


of  physicians,  since  this  is  well  established  as  a  matter 
within  the  exclusive  jurisdiction  of  the  states.  There  is 
little  doubt,  however,  that  the  courts  would  sustain  fed- 
eral regulation  of  the  socio-economic  aspects  of  medical 
practice  if  Congress  chose  to  enact  such  legislation. 
The  application  of  the  FLSA  to  physicians'  employees 
would  not  make  such  Congressional  action  either  more 
or  less  likely. 

Because  of  the  concern  among  physicians  about  the 
application  of  the  FLSA,  however,  the  Legal  Research 
Department  made  a  thorough  study  of  this  legal 
question. 

Although  each  employment  situation  stands  on  its 
own  with  respect  to  Fair  Labor  Standards  Act  cover- 
age, the  Legal  Research  Department  is  convinced  that 
employees  in  the  physician's  office  are  not  covered 
by  the  FLSA.  The  typical  office  may  be  described  as 
one  in  which  the  physician  is  primarily  engaged  in 
rendering  medical  care  to  private  patients,  where  noth- 
ing is  sold  except  the  physician's  professional  services, 
and  where  employees  perform  their  duties  exclusively 
within  one  state.  The  conclusion  reached  by  the  legal 
Research  Department  is  that  the  FLSA  does  not  cover 
employees  in  such  typical  office. 

However,  because,  in  several  instances,  field  inves- 
tigators of  the  U.  S.  Department  of  Labor  had  claimed 
that  employees  in  physicians'  offices  were  covered  by 
the  FLSA,  the  Law  Division  met  with  the  Solicitor 
of  Labor,  the  officer  charged  with  interpreting  the 
FLSA  for  the  Department,  in  an  attempt  to  obtain  clari- 
fication. 

The  Solicitor  would  not  make  a  general  interpreta- 
tion that  employees  in  physicians'  offices  are  not 
covered  by  the  FLSA,  but  indicated  that,  in  many  in- 
stances, they  were  not  covered.  He  also  indicated 
clearly  that  there  is  no  enforcement  drive  against 
physicians'  offices:  that  no  such  drive  is  contemplated: 
and  that  any  investigations  that  occur  are  likely  to  be 
the  result  of  complaints  by  disgruntled  or  former  em- 
ployees. In  such  instances,  it  may  not  be  possible  to 
avoid  making  an  investigation. 

The  Solicitor,  however,  took  the  following  posi- 
tions on  two  key  issues  of  legal  interpretation  relating 
to  coverage  of  physicians'  office  employees:  (1)  that 
employees  of  any  employer  are  covered  by  the  FLSA 
if  they  regularly  and  recurrently  spend  more  than  a 
negligible  amount  of  time  in  preparing,  sending  or 
receiving  communications  to  or  from  other  states  by 
telephone,  telegraph  or  mail:  and  (2)  that  employees 
of  a  physician's  office  cannot  be  exempted  from  the 
requirements  of  the  FLSA  as  employees  of  a  retail 
service  establishment.  A  substantia]  body  of  court 
decisions  in  cases  not  involving  physicians'  offices  are 
in  conflict  with  these  interpretations.  The  U.  S.  Depart- 
ment of  Labor,  however,  generally  does  not  recognize 
as  binding  upon  it  decisions  limiting  the  coverage  of 
the  FLSA  if  the  decisions  are  below  the  level  of  the 
U.  S.  Supreme  Court. 

The  Law  Division  believes  that  these  opinions  of  the 
Solicitor  are  erroneous  but  recommends  that  they 
not  be  challenged  at  this  time. 
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In  view  of  the  foregoing  information,  the  Law  Di- 
vision recommended,  and  the  Board  agreed,  that  the 
most  appropriate  action  on  Resolution  47  is  to  (1) 
furnish  general  information  on  the  question  of  FLSA 
coverage:  (2)  urge  that  physicians  voluntarily  adopt 
minimum  wage,  overtime  pay  and  record  keeping 
practices  equal  to  those  established  by  the  FLSA;  and 
'3)  recommend  that  any  physician  confrented  by  a 
claim  that  his  employees  are  covered  by  the  FLSA 
consult  his  attorney  for  the  purpose  of  resisting  that 
claim. 

The    recommendations    of    the    Law    Division    were 
implemented  with  publication  of  an  explanatory  report 
in  The  AMA  News.  April  22,  1968. 
*     *    * 

The  Wage  and  Hour  Division  of  the  U.  S.  Depart- 
ment of  Labor  has  acknowledged  the  classification  of 
a  physician's  office  or  medical  clinic  as  an  "essen- 
tially local  business." 

The  Labor  Department  gave  the  opinion  in  a  letter  in- 
terpreting the  Fair  Labor  Standards  Act,  which  estab- 
lishes minimum  wage,  overtime  pay,  and  record  keep- 
ing requirements  for  protection  of  employees. 

Exceptions  Given:  The  letter  also  indicated  an  opin- 
ion that  employees  of  such  medical  establishments  are 
not  covered  unless  employees  regularly  and  recur- 
rently spend  more  than  a  negligible  amount  of  time 
in  preparing,  sending  or  receiving  interstate  messages 
by  telephone,  telegraph  or  mail,  or  in  handling  prod- 
ucts sold  to  patients.  The  classification  also  includes 
businesses  with  annual  gross  dollar  volume  of  $500,000 
or  more  ($250,000  after  Jan.  31,  1969). 

The  letter  also  states  the  opinion  of  the  department 
that  retail  service  establishment  exemption  does  not 
apply  to  physicians'  offices  or  medical  clinics. 

Incidental  Use:  The  AMA  Division  said  that  existing 
court  decisions  indicate  that  mere  incidental  use  of 
the  telephone,  telegraph,  or  mail  cannot  establish  em- 
ployee coverage  and  that  the  retail  establishment 
exemption  is  applicable.  In  the  only  sense  that  any  per- 
sonal service  can  be  "retail,"  the  law  division  believes 
medical  service  clearly  qualifies.  None  of  these  issues 
have  been  decided  in  court  cases  involving  physicians' 
offices. 

The  Law  Division  said  that  because  physicians  must 
compete  for  office  employees  with  commercial  firms, 
it  is  advisable  for  physicians  to  voluntarily  adopt  mini- 
mum wage,  overtime  pay  and  record  keeping  standards 
equivalent  to  those  established  by  the  act.  If  any  phy- 
sician is  confronted  by  a  claim  that  his  employees  are 
covered  by  the  act,  the  Law  Division  advised  the  phy- 
sician to  consult  his  attorney  and  not  voluntarily  ac- 
knowledge coverage. 

From  the  AMA  News,  April  22.  1968. 


Bulletin    Board 

Coming  Meetings 

Eighth  Charlotte  Postgraduate  Seminar— Charlotte, 
October  2-3. 

North  Carolina  Academy  of  General  Practice  Meet- 
ings—Jack Tar  Hotel.  Durham,  October  31-November  2. 

North  Carolina  Chapter.  American  Academy  of  Pedia- 
trics and  the  North  Carolina  Pediatric  Society— The 
Carolina,  Pinehurst,  November  22-23. 

Conference  on  Psychiatric  Emergencies  in  Private 
Medical  Practice,  sponsored  by  Cherry  Hospital  and 
the  Mental  Health  Committee  of  the  Medical  Society  of 
(he  State  of  North  Carolina— Goldsboro  Motor  Hotel, 
Goldsboro,  November  7. 

University  of  North  Carolina  School  of  Medicine,  12th 
Annual  Symposium— on  "The  Management  of  Diges- 
tive Disturbances  and  Diseases"— Chapel  Hill,  Novem- 
ber 21  and  22. 


Hospitalized  patients  65  and  over  receive  at  least 
36  minutes  more  of  nursing  care  per  patient  per  day 
than  do  other  adults,  a  study  by  the  American  Hos- 
pital Association  shows. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine  of 

Wake  Forest  University 

Dr.  Isadore  Meschan,  professor  and  chairman  of  the 
Department  of  Radiology,  is  the  author  of  a  new 
radiographic  atlas  which  has  been  released  by  the 
publisher,  W.  B.  Saunders  Co.,  Philadelphia. 

The  work,  "Radiographic  Positioning  and  Related 
Anatomy,"  is  Dr.  Meschan's  sixth  book.  He  has  be- 
come recognized  as  one  of  the  country's  most  prolific 
authors  of  radiological  textbooks.  The  new  text  is  de- 
signed primarily  to  assist  radiological  technicians,  but 
it  also  may  be  used  to  instruct  radiology  residents, 
interns  and  medical  students. 

The  book  contains  400  pages  and  more  than  300  illu- 
strations. Illustrations  used  in  the  book  have  been 
reproduced  on  35  mm.  slides,  sets  of  which  are  being 
made  available  by  the  publisher. 

Other  books  written  by  Dr.  Meschan  include  "Atlas 
of  Normal  Radiographic  Anatomy,"  "Roentgen  Signs 
in  Clinical  Diagnosis,"  "Synopsis  of  Roentgens  Signs" 
and  a  two-volume  work  entitled  "Roentgen  Signs  in 
Clinical  Practice." 

*  *    * 

The  Department  of  Obstetrics  and  Gynecology  of 
the  Bowman  Gray  School  of  Medicine  recently  estab- 
lished a  Fertility  Clinic  at  North  Carolina  Baptist 
Hospital. 

The  clinic,  directed  by  Dr.  Roscoe  L.  Wall  Jr.,  as- 
sistant professor  of  clinical  obstetrics  and  gynecology, 
will  provide  infertility  evaluation,  diagnosis,  and  treat- 
ment for  childless  couples  who  cannot  afford  the  ser- 
vices of  a  private  physician.  The  clinic  operates 
every  Wednesday  in  the  department's  outpatient  clin- 
ic. 

♦  *    « 

A  six-bed  Clinical  Research  Center  was  opened 
recently  at  the  Bowman  Gray  School  of  Medicine.  It 
is  being  used  for  intensive  investigation  of  metabolic 
■diseases.    
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The  center  is  supported  by  a  grant  from  the  Division 
of  Research  Facilities  and  Resources  of  the  National 
Institutes  of  Health.  The  total  amount  of  the  five-year 
grant  is  estimated  at  approximately  $2  million. 

Dr.  Richard  L.  Burt,  professor  of  obstetrics  and 
gynecology  and  director  of  the  center,  said  the  new 
facility  will  be  available  to  all  members  of  the  med- 
ical school  faculty  for  the  investigation  and  intensive 
observation  of  patients  with  special  problems. 

The  center,  which  later  will  be  expanded  to  a  12- 
bed  unit,  is  designed  so  that  controlled  conditions  can 
be  maintained  consistently. 

*  *    * 

Dr.  David  R.  Mace,  professor  of  family  sociology,  re- 
cently addressed  the  World  Council  of  Churches  con- 
ference in  Stockholm.  Sweden.  His  topic  was  "Develop- 
ing Relations  of  Men  and  Women  in  Our  Changing 
World."  He  also  spoke  on  "Changing  Patterns  of  Mar- 
riage in  Contemporary  Society"  at  a  conference  of 
the   International    Union    of   Family    Organizations    in 

Vienna.  Austria. 

*  *    * 

Dr.  William  M.  MeKinney,  assistant  professor  of 
neurology  at  the  Bowman  Gray  School  of  Medicine, 
recently  served  as  visiting  professor  of  radiology  at 
the  University  of  Oklahoma  School  of  Medicine,  where 
he  lectured  on  "Introduction  to  Diagnostic  Ultrasound," 
"Current  Clinical  Ultrasonic  Techniques"  and  "Fu- 
ture Development  of  Ultrasound." 

*  *    * 

Dr.  Robert  F.  Bond,  assistant  professor  of  physiology, 
participated  in  the  July  26-27  Puget  Sound  Symposium 
on  "Physiological  Problems  of  Man-in-the-Sea."  He 
presented  a  paper  on  "Peripheral  Vascular  Response 
to  Intra-Arterial  Gas  Emboli." 
»    *    * 

Dr.  Thomas  B.  Clarkson,  professor  and  director  of  the 
Department  of  Laboratory  Animal  Medicine,  partici- 
pated in  a  meeting  of  the  American  Veterinary  Medical 
Association  Meeting  July  21-25  in  Boston,  Mass.  He 
spoke  on  "Diseases  of  Laboratory  Animals"  at  a  sym- 
posium on  "Laboratory  Animal  Welfare  and  the  Pub- 
lic Law." 

*  *    * 

Dr.  Charles  Remy,  professor  of  biochemistry,  pre- 
sented a  recent  seminar  on  "Salvage  Pathways  that 
Influence  the  Metabolic  Fate  of  Purine  Analogues"  at 
the  Southern  Research  Institute.  Birmingham,  Ala. 

*  »    * 

Dr.  Richard  L.  Witcofski,  assistant  professor  of  rad- 
iology, presented  two  papers  July  22  at  the  Medical 
Division  of  Oak  Ridge  <Tenn.>  Associated  University. 
His  subjects  were  "Gamma  Imaging  Systems"  and 
"Focusing-  Columnators  in  Radioisotope  Scanning." 

*  *    * 

Dr.  Frank  Farrell,  Jr.,  assistant  resident  in  rad- 
iology, has  been  elected  president  of  the  House  Staff 
Association  of  the  Bowman  Gray  School  of  Medicine 
and  North  Carolina  Baptist  Hospital.  The  organization 
is  made  up  of  121  residents  and  interns. 


UNC  School  of  Medicine  Symposium  __ 

The  University  of  North  Carolina  School  of  Medicine 
will  hold  its  Twelfth  Annual  Symposium  in  Chapel  Hill 
on  Nov.  21  and  22.  The  subject  will  be  "The  Manage- 
ment of  Digestive  Disturbances  and  Diseases." 

Emphasis  will  be  on  the  clinical  aspects  of  diseases 
of  the  alimentary  tract.  The  course  will  feature  small 
group  teaching  and  panel  discussions.  Staff  will  in- 
clude faculty  members  of  the  Division  of  Gastroen- 
terology and  the  Department  of  Surgery  and  guest 
participants,  including  Dr.  William  A.  Tisdale,  profes- 
sor and  chairman.  Department  of  Medicine,  University 
of  Vermont  School  of  Medicine. 

A  syllabus  of  cases  to  be  discussed  will  be  mailed 
to  all  registrants  in  advance.  A  detailed  program  with 
registration  form  will  be  mailed  at  later  date. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Dr.  Charles  H.  Hendricks,  obstetrician-gynecologist  at 
Western  Reserve  University  School  of  Medicine  for  the 
last  14  years,  has  been  appointed  professor  and  chair- 
man in  the  Department  of  Obstetrics  and  Gynecology 
at  the  UNC  School  of  Medicine. 

He  succeeds  the  late  Dr.  Harry  S.  McGaughey,  Jr., 
who  died  in  February,  1967.  after  serving  as  depart- 
ment chairman  about  a  year. 

Dr.  Hendricks  is  the  third  chairman  of  the  depart- 
ment. His  major  research  interest  is  the  physiology 
of  human  reproduction. 

Dr.  Hendricks  is  a  native  of  Traverse  City,  Mich., 
and  earned  his  medical  degree  at  the  University  of 
Michigan. 

He  was  appointed  an  instructor  in  obstetrics  and 
gynecology  at  Ohio  State  University  School  of  Medicine 
in  1949  and  had  become  an  assistant  professor  when  he 
left  Columbus  in  1954  to  become  associate  professor, 
and  later  professor,  at  Western  Reserve  in  Cleveland, 
Ohio. 

«    *    * 

The  first  copy  of  a  respiratory  analog  computer  de- 
veloped by  a  team  of  heart  and  lung  surgeons  and  bio- 
medical engineers  at  the  UNC  School  of  Medicine  has 
been  delivered  to  the  U.  S.  Navy  Station  Hospital 
in  DaNang,  South  Vietnam. 

Initial  efforts  with  the  new  equipment  in  DaNang 
"are  most  encouraging,"  according  to  Cmdr.  Charles  E. 
Brodine,  director  of  the  Clinical  Investigation  Depart- 
ment of  the  National  Naval  Medical  Center  in  Bethesda, 
Md. 

He  said  the  equipment  provides  the  Navy  with  "a 
unique  opportunity  to  study  the  problems  of  pulmonary 
dysfunction  in  combat  casualties  in  a  fashion  never 
before  possible." 

Dr.  Richard  M.  Peters,  a  heart  and  lung  surgeon 
Dr.  Ralph  Stacy,  a  biomedical  engineer,  and  Bill  G. 
Harris,  an  electronic  computer  engineer,  are  the  prin- 
cipal developers  of  the  monitoring  apparatus  at  UNC. 
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Work  on  the  project  started  about  two  years  ago  in 
conjunction  with  a  program  leading  to  the  establish- 
ment of  a  Division  of  Bioengineering  and  Biomathe- 

matics  in  the  Department  of  Surgery. 
*    *    * 

Dr.  Richard  F.  Wacht  has  joined  the  administrative 
staff  of  North  Carolina  Memorial  Hospital  in  Chapel 
Hill  in  the  newly  created  position  of  controller. 

He  will  have  responsibility  for  property,  cost  and  gen- 
eral accounting,  patient  accounts,  insurance,  and  credit 
collections  and  will  be  deeply  involved  in  the  hospital's 
budget  planning. 

He  also  will  work  with  the  administrative  staff  in 
developing  a  computerized  management  information 
system  which  will  become  a  part  of  a  hospital  infor- 
mation system  already  under  development. 

Dr.  Wacht  comes  to  Chapel  Hill  from  the  University 
of  Notre  Dame,  where  he  has  been  assistant  professor 
in  the  Department  of  Finance  and  Business  Economics 

since  1966. 

»    •    * 

A  more  accurate  way  of  finding  out  if  a  patient's 
lungs  are  healthy  enough  for  him  to  benefit  from  heart 
surgery  is  needed  in  hospitals. 

In  an  effort  to  meet  this  need,  the  National  Heart 
Institute  has  awarded  $89,000  to  a  surgical  team  at  the 
UNC  School  of  Medicine  here  for  a  three-year  study  of 
lung  circulation. 

Dr.  Benson  R.  Wilcox,  UNC  heart  surgeon  and  di- 
rector of  the  new  research  project,  and  Dr.  Norman 
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A.  Coulter,  Jr.,  also  of  the  UNC  Division  of  Thoracic 
Surgery,  will  apply  biomathematics  and  bioengineer- 
ing principles  to  a  study  of  lung  circulation. 

Ultimately,  they  hope  to  develop  a  mathematical 
model  of  the  lung  circulation  for  use  in  typing  heart 
patients. 

*  »    * 

Dr.  Robert  R.  Huntley  has  been  granted  a  two-year 
leave  of  absence  by  the  University  of  North  Carolina 
to  become  director  of  programming  for  the  new  Na- 
tional Center  for  Health  Services  Research  and  De- 
velopment in  Washington,  D.  C. 

He  is  an  associate  professor  of  medicine  and  preven- 
tive medicine. 

The  new  national  center  in  Washington  is  part  of  the 
newly  created  Health  Services  and  Mental  Health 
Administration.  Its  major  focus  is  on  research  on  the 
quality,   availability  and  financing  of  health  services. 

*  *    * 

Why  doesn't  North  Carolina  set  a  drinking  limit  for 
motorists  on  the  same  basis  that  it  sets  a  speed  limit? 

Just  such  a  proposal  has  been  made  by  Dr.  Fred 
W.  Ellis,  a  pharmacologist  at  the  University  of  North 
Carolina  School  of  Medicine. 

"I  would  urge  the  passage  of  new  legislation  mak- 
ing it  illegal  for  a  driver  to  operate  a  motor  vehicle 
on  North  Carolina  highways  with  a  blood-alcohol  level 
in  excess  of  0.05  per  cent,"  Dr.  Ellis  told  members 
of  the  N.  C.  Council  of  Women's  Organizations  in 
Chapel  Hill. 

"This  legislation  would  be  comparable  to  our  speed 
laws,  which  if  violated  cannot  be  compromised  in  court 
by  the  argument  that  a  given  driver  can  drive  safely 
at  a  higher  rate  of  speed  than  that  legally  permitted." 

Dr.  Ellis  said  his  proposed  legislation  would  eliminate 
any  argument  about  whether  a  driver  was  or  was 
not  "under  the  influence  of  alcohol." 

He  would  abandon  the  concept  of  "driving  under  the 
influence  of  alcohol"  and  replace  it  with  a  newer  ap- 
proach based  on  the  principle  of   "impaired  driving 

ability." 

*  •    * 

A  physical  education-medical  team  at  the  University 
of  North  Carolina  is  kicking  off  a  unique  study  of  high 
school  football  injuries  in  North  Carolina. 

The  ultimate  goal  is  to  develop  minimum  standards  of 
safety  for  high  school  football  programs  in  the  hope 
of  reducing  injuries  to  players. 

The  study  will  be  financed  by  a  two-year  grant  of 
$85,000  from  the  National  Center  for  Urban  and  In- 
dustrial Health. 

Directors  of  the  study  will  be  Dr.  Carol  S.  Blyth  of 
the  UNC  Laboratory  of  Applied  Physiology  and  Dr. 
Joseph  L.  DeWalt  of  the  UNC  School  of  Medicine  and 
team  physician  for  varisity  football  here. 

Emphasis  will  be  on  the  causes  of  football  injuries. 
This  will  encompass  a  look  at  the  condition  of  practice 
and  game  fields,  physical  facilities,  field  and  personal 
protective  equipment,  conditioning  programs,  football 
techniques  and  rules. 


Homecoming 
is  great... 

if  they  have 
Blue  Shield 
for  doctor  bills 


Blue  Shield  often  makes  the  difference  be- 
tween a  harried  homecoming  and  a  happy 
one.  When  your  patients  have  Blue  Shield, 
they  have  the  best  in  medical  care  protec- 
tion. Last  year,  Blue  Shield  paid  nearly 
$1.4  billion  in  doctor  bills  on  behalf  of  its 
53  million  members. 

Today,  nearly  30  years  after  doctors  like 
you  originated  the  concept  of  the  prepay- 
ment of  medical  bills,  this  unique  plan  re- 
mains the  favorite  of  employees  and  em- 
ployers alike. 
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Dr.  Gerald  E.  Hanks,  an  x-ray  specialist  on  the 
faculty  of  the  Stanford  University  School  of  Medicine 
in  Palo  Alto,  Calif.,  for  the  last  three  years,  will  be- 
come the  first-full  time  director  of  the  Division  of 
Radiotherapy  at  the  UNC  School  of  Medicine  and 
North  Carolina  Memorial  Hospital. 

He  will  have  charge  of  a  radiotherapy  division 
scheduled  to  occupy  new  and  expanded  quarters  next 
spring.  For  the  first  time,  the  hospital  here  will  have 
supervoltage  equipment  useful  in  treating  deep-seated 
cancers  such  as  in  lungs,  bladder,  liver,  and  brain. 

The  equipment,  including  a  25  million  electronvolt 
betatron  and  a  high-intensity  cobalt  unit,  also  will  be 
used  to  treat  Hodgkin's  disease. 

Dr.  Hanks  is  a  consultant  in  radiobiology  at  the  U.  S. 
Naval  Radiological  Defense  Laboratory  in  San  Fran- 
cisco, a  consultant  in  radiotherapy  at  the  Veterans 
Administration  Hospital  in  Palo  Alto  and  a  consultant  in 
radiobiology  at  the  Hazelton-Nuclear  Science  Corp. 
in  Palo  Alto. 

*  *    * 

The  continuing  education  program  at  the  University 
of  North  Carolina  School  of  Nursing  will  introduce 
two  new  short  courses  and  renew  three  short  courses 
during  the  coming  school  year  under  newly  approved 
grants  totaling  about  $51,000. 

Additional  funds  for  other  prog-rams  are  still  pend- 
ing. 

Nurses  participating  in  the  courses  will  be  drawn 
from  about  15  states  in  the  southern  region  and  a  few 
neighboring  regions.  About  75%  of  the  participants  in 
past  years  have  come  from  North  Carolina. 

*  *    * 

C.  Clement  Lucas  Jr..  national  president  of  the  Stu- 
dent American  Medical  Association  and  a  senior  at  the 
UNC  School  of  Medicine,  headed  a  delegation  which 
left  the  U.  S.  in  July  for  an  international  journey 
to  England,  Russia  and  Finland. 

The  group  hoped  to  initiate  an  exchange  program 
for  medical  students  in  the  U.  S.  and  other  areas  of 
the  world.  Meetings  will  be  held  with  medical  student 
leaders  and  governmental  officials  to  lay  plans  which 
could  attract  at  least  500  foreign  students  to  the  U.  S. 
in  the  next  years. 

Lucas,  a  native  of  Lucama.  was  elected  president  of 
SAMA  at  its  eighteenth  annual  meeting  in  Detroit  last 
April.  At  the  University  of  North  Carolina,  both  as  an 
undergraduate  and  a  medical  student,  he  was  active 
in  student  affairs.  In  the  School  of  Medicine  he  has 
been  vice  president  of  his  class,  a  member  of  the  Stu- 
dent Council,  and  a  John  B.  Taylor  Scholar. 

In  SAMA  he  has  served  as  a  council  member,  ad- 
viser to  the  UNC  Action  Committee  for  Community 
Health,  the  Standing  Committee  on  Medical  Trends, 
vice  president  of  Region  1.  and  chairman  of  the  Com- 
mittee on  International  Affairs,  and  SAMA  representa- 
tive at  the  American  Meical  Association  House  of 
Delegates. 

His  stated  future  field  of  interest  is  medical  politics. 

*  *    * 

Dr.    John    B.    Sowter  has    been    appointed    superin- 


tendent of  clinics  at  the  UNC  School  of  Dentistry,  ef- 
fective immediately. 

He  will  have  supervision  of  the  school's  undergrad- 
uate and  graduate  teaching  clinics,  which  during  the 
past  year  recorded  33,600  patient  visits. 


News  Notes  from  the 
Duke  University  Medical  Center 

More  than  500  persons  who  live  or  work  in  Durham 
are  expected  to  participate  in  a  new  long-term  study 
of  aging  processes  by  the  Duke  University  Center  for 
the  Study  of  Aging  and  Human  Development. 

The  new  longitudinal  study,  which  will  include  per- 
sons selected  from  a  cross-section  of  the  community, 
will  be  headed  by  Dr.  Ewald  W.  Busse.  director  of  the 
center  and  professor  and  chairman  of  the  Duke  de- 
partment of  psychiatry. 

Announcement  of  the  project,  to  be  supported  over 
the  next  six  years  by  the  National  Institute  of  Child 
Health  and  Human  Development,  was  made  by  Dr.  Erd- 
man  B.  Palmore.  staff  coordinator  of  the  study,  and 
associate  professor  of  medical  sociology  at  Duke. 

Dr.  Palmore  said  that  initial  interviews  and  examina- 
tions are  expected  to  begin  Aug.  1.  He  stressed  that 
the  names  of  potential  participants  have  already  been 
selected. 

The  study  will  include  persons  from  45  to  70  years  of 
age,  a  departure  from  most  longtitudinal  studies  of 
aging  processes  which  have  dealt  primarily  with  per- 
sons over  60. 

Participants  will  be  asked  to  come  in  for  a  free 
medical  examination  that  will  include  laboratory  tests, 
chest  x-rays  and  electrocardiograms  as  well  as  inter- 
views about  social  attitudes  and  activities.  Dr.  Palmore 
noted  that  information  from  the  tests  could  be  made 
available  to  private  physicians  of  participants,  at  their 
request. 

*  *    * 

Dr.  and  Mrs.  Joseph  W.  Beard,  prominent  cancer 
researchers  at  the  Duke  University  Medical  Center, 
have  been  elected  to  life  memberships  in  the  American 
Association  of  Avian  Pathologists. 

Announcement  of  their  election  was  made  at  the 
annual  convention  of  the  American  Veterinary  Medical 
Association  meeting  by  Boston  in  July.  The  two  organi- 
zations are  closely  allied. 

Dr.  Beard,  who  is  James  B.  Duke  Professor  of  Sur- 
gery and  professor  of  virology,  and  Mrs.  Beard,  a  reg- 
istered nurse  who  is  an  associate  in  surgery  and  a  re- 
search associate  in  experimental  surgery,  are  only  the 
third  and  fourth  persons  selected  for  honorary  mem- 
bership by  the  association. 

In  April  of  this  year  Dr.  Beard  received  a  grant 
from  the  National  Cancer  Institute  to  support  the 
Tenth  year  of  his  12-year  research  project  on  "Viruses 

in  Relation  to  Avian  and  Human  Malignancy." 

*  *    * 

Dr.  Eugene  F.  Van  Epps,  professor  and  chairman  of 
the  Department  of  Radiology  at  the  University  of  Iowa 
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for  the  past  14     years,  has  been  named  professor  of 
radiology  at  the  Duke  University  School  of  Medicine. 

The  appointments  of  Dr.  Van  Epps  and  those  of  four 
other  doctors  as  associate  professors  on  the  medical 
faculty  were  announced  by  Duke  Provost  R.  Taylor 
Cole. 

Dr.  Van  Epps  had  spent  his  medical  career  at  the 
University  of  Iowa,  where  he  received  his  M.D.  degree 
in  1935.  He  served  his  internship  and  residencies  in 
medicine,  pediatrics  and  radiology  at  University  Hospi- 
tal there,  with  time  out  for  military  service  from 
1942-46.  He  joined  the  University  of  Iowa  medical 
faculty  in  1949  and  was  promoted  to  professor  and 
chairman  of  radiology  in  1954. 

Dr.  Thomas  R.  Cate,  an  assistant  professor  of  medi- 
cine at  Washington  University  School  of  Medicine  in 
St.  Louis,  Mo.,  since  1966.  was  named  an  associate  pro- 
fessor of  medicine. 

A  native  of  Nashville.  Tenn..  Dr.  Cate  received  his 
M.D.  at  Vanderbilt  in  1959.  He  was  a  clinical  associate 
and  clinical  investigator  with  the  National  Institutes  of 
Allergy  and  Infectious  Diseases,  and  was  chief  resident 
in  ward  medicine  at  Barnes  Hospital  in  St.  Louis  be- 
fore joining  the  Washington  University  faculty. 

Dr  Julian  N.  Kanfer,  who  has  been  scientific  adviser 
to  the  Weizmann  Institute  of  Science  in  Rehovoth, 
Israel,  was  appointed  associate  professor  of  medi- 
cine i neurology)  and  associate  professor  of  biochem- 
istry. 

D:\  Kanfer,  is  a  native  of  Brooklyn  and  received  his 
Ph  D.  in  biochemistry  at  George  Washington  Univer- 
sity in  1961.  Before  going  to  Israel  he  was  a  research 
and  post-doctoral  fellow  of  the  National  Science  Foun- 
dation and  the  National  Institutes  of  Health  at  the 
Harvard  Medical  School  and  was  a  biochemist  with 
the  National  Institutes  of  Neurological  Diseases  and 
Blindness  at  Bethesda,  Md. 

Dr.  David  J.  Lang  of  New  York  was  named  associate 
pro"essor  of  pediatrics.  For  the  past  year  he  has 
been  an  associate  in  pediatrics  at  Harvard,  where 
he  was  an  instructor  in  pediatrics  and  worked  in 
children's  service  at  Massachusetts  General  Hospital 
in  1965-67.  He  received  his  M.D.  at  Harvard  in  1958. 

Dr.  Jose  Ramirez-Rivera,  for  the  past  five  years 
associate  chief  of  staff  for  research  and  education  at 
the  Baltimore  VA  Hospital,  was  appointed  associate 
professor  of  medicine.  A  native  of  Puerto  Rico,  he 
received  his  M.D.  in  1953  at  Yale. 
*    *    * 

A  Duke  University  medical  researcher  and  a  second- 
year  medical  student  at  Duke  will  share  in  awards 
totaling  $70,800  from  the  Life  Insurance  Medical  Re- 
search Fund  of  Rosemont,  Pa. 

The  researcher  is  Dr.  Salih  J.  Wakil.  professor  of 
biochemistry,  whose  research  into  finding  out  more 
about  how  fat  is  produced  in  the  body  is  entering 
its  tenth  year  under  the  insurance  research  fund's 
sponsorship.  The  award  of  $46,200  will  carry  his  work 
through  the  next  three  years. 

The  medical  student  is  Stephen  D.   Leonard,  21,  of 


Kew  Gardens,  N.  Y.,  whose  award  of  $24,600  is  to  be 
used  over  the  next  six  years.  He  was  named  as  a  re- 
cipient of  a  1968  Medical  Scientist  Fellowship  by  the 
research  fund. 

Dr.  Wakil's  research  is  into  the  various  steps  in- 
volved in  the  synthesis  and  build-up  of  fatty  acids  in 
the  cell.  Fatty  acids  are  one  of  the  main  components 
of  fat  in  the  body. 

"It  is  appropriate  for  the  life  insurance  industry  to 
be  interested  in  the  role  of  fats  in  the  body,"  Wakil  said, 
"because  of  the  importance  of  fats  in  health  and  dis- 
ease." 

Fats  are  vital  to  sound  health,  but  accumulation  of 
fats,  he  explained,  can  result  in  obesity  and  contribute 
to  diseases,  including  particularly  those  of  the  heart 
and  circulatory  system. 

Researchers  at  the  Duke  University  Medical  Center 
are  using  X-ray  motion  pictures  to  examine  the  hearts 
of  children  and  computers  to  help  interpret  the  pic- 
tures. 

As  a  result  doctors  are  learning  more  about  heart  ab- 
normalities in  children,  and  the  information  is  helping 
surgeons  determine  if  and  when  they  should  attempt 
to  correct  congenital  heart  defects. 

X-ray  motion  picture  studies  of  adult  hearts  are  com- 
mon, but  Duke  is  one  of  growing  number  of  medical 
centers  that  are  conducting  them  with  children.  Re- 
sults so  far  have  led  Dr.  Madison  Spach.  chief  of  pedia- 
tric cardiolgy  at  Duke,  to  say:  "Twenty  years  ago  the 
work  we  re  doing  now  would  have  been  only  a  dream." 


HIGH  TIME  TO  KEEP  UP 

If  you  are  a  practicing  physician  who  sees  pa- 
tients with  cerebrovascular  disease,  but  feel  you 
can't  take  time  off  to  keep  up,  the  following  in- 
formation is  for  you! 

The  Bowman  Gray  School  of  Medicine  has  es- 
tablished a  program  through  which  internists  and 
generalists  may  take  two-to-six  weeks  of  inten- 
sive training  in  the  prevention  and  treatment  of 
stroke.  The  unique  program  includes  re-orienta- 
tion in  basic  and  clinical  neurology  as  well  as 
cerebrovascular  medicine. 

Physicians  accepted  for  the  program  receive 
$200  per  week. 

For  additional  information  write  to: 

Monroe  Cole.  M.D. 
Department  of  Neurology 
Bowman  Gray  School  of  Medicine 
Winston-Salem,  N.  C.  27103 
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The  New  Enlarged  Program  of 

DISABILITY      INSURANCE 

APPROVED  AND  SPONSORED  BY 

The  Medical  Society  of  the  State  of  North  Carolina 

FOR  ITS  MEMBERS  SINCE  1940 
PLANS  DESIGNED  TO  MEET  PRESENT  DAY  NEEDS  UP  TO 

•  $250.00  WEEKLY  DISABILITY  INCOME  BENEFITS  ($1,080.00  monthly) 

•  $20.00  PER  DAY  EXTRA  HOSPITAL  BENEFIT  (Optional) 

PLAN   L-7(Basic> 


Lifetime  Accident 

and 
7  years  Sickness 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  for 

Accidental 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age   40 

$250.00 

Up  to   $50,000.00 

$5,000.00 

$244.50 

$183.50 

$200.00 

Up    to   $40,000.00 

$5,000.00 

$196.50 

$147.50 

$150.00 

Up  to   $30,000.00 

$5,000.00 

$148.50 

$111.50 

$100.00   | 

Up    to   $20,000.00 

$5,000.00 

$100.50 

$  75.50 

PLAN    L-65(LongTerm) 


Lifetime  Accident 

and 

for  Sickness, 

from  Inception  of 

Disability  to 

Your  Attainment 

of  Age  65 

Up  to  2  Years 

from  Age  65 

to  Age  70 


SEMI-ANNUAL  PREMIUMS 


Weekly 
Benefits 

Dismemberment 
Benefits 

Principal 

Sum  for 

Accidental 

Death 

Premium  Age 
40  and  Over 

fReduced  Premium 
To    Age   40 

$250.00 

Up   to   $50,000.00 

$5,000.00 

$292.00 

$219.25 

$200.00 

Up    to    $40,000.00 

$5,000.00 

$234.50 

$176.00 

$150.00 

Up    to    $30,000.00 

$5,000.00 

$177.00 

$133.00 

$100.00 

Up   to   $20,000.00 

$5,000.00 

$119.50 

$  89.75 

The  premiums  for  Plan  L-65  will  be  reduced  to  the  same  premium  ai  for  Plan  L-7  at  age  58. 

Note :  The  above  rates  do  not  increase  at  age  50,  or  even  at  age  60 ! 
tOn  attaining  age  40,  age  40  rates  apply  on  renewal. 

J.  L.  CRUMPTON, 
State  Mgr. 

J.  Slade  Crumpton,  Assistant  State  Manager 

Professional  Group  Disability  Division 

COMMERCIAL  INSURANCE  COMPANY  OF  NEWARK,  N.  J. 

Member,  Continental  Insurance  Companies  Group  of  New  York 

Box  147,  Durham,  N.  C. 

If  more  information  is  needed  or  help  desired  in  completing  your  enroll- 
ment, please  call  us  collect: 

Area  Code  919— Phone  682-5497. 
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Dr.  Tom  Graham,  a  pediatric  cardiologist  and  direc- 
tor of  the  project  says  surgical  procedures  are  so  ad- 
vanced now  that  some  congenital  cardiac  defects  con- 
sidered inoperable  only  a  few  years  ago  are  being 
corrected  before  patients  reach  school  age. 


North  Carolina  Heart  Association 

July  1  marked  the  opening  date  for  the  Comprehen- 
sive Stroke  Program  for  North  Carolina.  This  program, 
which  is  a  cooperative  effort  involving  the  North  Caro- 
lina Heart  Association,  the  Regional  Medical  Program, 
and  the  medical  schools  of  Bowman-Gray,  Duke,  and 
the  University  of  North  Carolina,  is  designed  to  pro- 
vide the  people  of  North  Carolina  suffering  from  stroke 
with  the  opportunity  for  the  right  care  at  the  right 
place  and  at  the  right  time. 

Through  the  assistance  of  the  North  Carolian  Heart 
Association,  programs  will  be  established  on  the  local 
level  in  order  to  provide  the  people  of  this  state  with 
the  advantages  of  the  latest  developments  in  the  care 
and  treatment  of  stroke.  Physicians  and  allied  health 
personnel,  as  well  as  the  Heart  Association  volunteers, 
will  be  working  with  Dr.  Lionel  Tmscott,  Project  Direc- 
tor of  the  Comprehensive  Stroke  Program  and  a  mem- 
ber of  the  faculty  of  the  Department  of  Neurology  at 
the  Bowman  Gray  School  of  Medicine. 

This  is  the  first  major  cooperative  effort  between  the 
Heart  Association,  the  Regional  Medical  Program,  and 
the  medical  schools.  Through  the  cooperation  of  the 
professional  talents  of  the  medical  schools,  the  volun- 
teer manpower  of  the  Heart  Association,  and  the  funds 
of  the  Regional  Medical  Program,  a  positive  effort  is 
now  being  made  to  bring  concrete  help  to  the  many 

North  Carolinians  who  suffer  from  stroke. 

*  *    * 

Paul  H.  Neff  has  been  named  by  the  American 
Heart  Association  to  serve  as  Regional  Director  for 
its  Middle  Atlantic  area,  it  was  announced  by  Dr. 
James  A.  McFarland,  president  of  the  North  Caro- 
lina Heart  Association. 

His  appointment,  effective  September  1,  1968,  was 
made  in  conjunction  with  a  new  plan  for  regional  co- 
operation under  which  Heart  Associations  nationwide 
are  extending  and  strengthening  their  services  to  meet 
the  public's  expanding  health  needs. 

Mr.  Neff  previously  served  as  Executive  Director  of 
the  Heart  Association  of  Maryland,  a  position  he  held 
for  seven  years.  In  his  new  position,  he  will  establish 
a  regional  office  for  the  area  which  will  serve  the 
newly  created  Middle  Atlantic  Regional  Heart  Com- 
mittee to  assist  Heart  Associations  in  the  development, 
coordination,   and   evaluation   of  their  programs. 

Under  the  new  plan  for  regional  cooperation,  the  54 
Heart  Associations  in  the  country  have  been  grouped 
into  eight  regions.  The  Middle  Atlantic  region  includes 
Heart  Associations  in  Maryland,  North  Carolina,  South 
Carolina,  Virginia,  West  Virginia,  and  Washington, 
D.  C. 

•  •    • 

"Stroke — A  Journal  of  Cerebral  Circulation"  will  be 
published    by    the    American    Heart    Association,    Dr. 


James  A.  McFarland.  president  of  the  North  Carolina 
Heart  Association,  announced  recently. 

The  publication  will  be  the  first  to  bring  together  the 
laboratory  and  clinical  research  being  conducted  in  the 
many  areas  of  medicine  which  touch  on  the  cause, 
prevention  and  treatment  of  cerebrovascular  disease, 
and  the  rehabilitation  of  stroke  patients.  It  also  will 
report  studies  on  the  circulation  of  blood  to  the  brain. 

Both  the  American  Academy  of  Neurology  and  the 
American  Neurological  Association  have  agreed  to 
cooperate  with  the  American  Heart  Association  in  the 
publication  of  the  journal. 

Further  information  concerning  "Stroke — A  Journal 
of  Cerebral  Circulation"  may  be  obtained  from  ine 
Publishing  Department,  American  Heart  Association, 
44  East  23rd  Street,  New  York.  N.  Y.  10010. 


North  Carolina  State  Board  of  Health 

The  North  Carolina  Shellfish  Sanitation  Control  pro- 
gram has  received  a  near-perfect  rating  for  1968  from 
the  U.  S.  Public  Health  Service. 

Th3  program  is  administered  by  the  State  Board 
of  Health  and  C  &  D's  Division  of  Commercial  and 
Sports  Fisheries  to  safeguard  consumers  from  oysters, 
clams,  and  crabs  that  might  be  contaminated. 

The  program  earned  a  97.2%  rating  for  1968.  It  was 
the  fifth  consecutive  year  in  which  a  higher  rating  was 
achieved  than  in  the  preceding  year.  The  1963  rating 
was  85.9%. 

The  Board  of  Health  maintains  a  permanent  labora- 
tory at  Morehead  City  and  a  mobile  laboratory  for 
determining  pollution.  In  1968  health  workers  analyzed 
nearly  5,000  water  samples  for  bacteriologic  content 
and  18  samples  of  shellfish  meat  for  sanitary  quality. 

The  Public  Health  Service  evaluation  also  cited  Tar 
Heel  shellfish  processing  plants  for  their  "exceptionally 
high  quality  of  sanitation." 


Charlotte  Postgraduate  Seminar 

Charlotte's  Eighth  Annual  Postgraduate  Seminar  will 
be  held  at  Presibyterian  Hospital  in  Charlotte  on  Oc- 
tober 2  and  3. 

Participating  in  the  program  will  be  Drs.  Robert 
B.  Greenbla't.  Medical  College  of  Georgia;  J.  Willis 
Hurst,  Emory  University  School  of  Medicine:  Beverly 
T.  Mead,  Creighton  University:  Roger  S.  Mitchell. 
University  of  Colorado  School  of  Medicine:  Israel  Penn, 
University  of  Colorado  School  of  Medicine:  Nicholas 
Vorys,  Ohio  State  University  School  of  Medicine:  and 
Warren  E.  Wheeler.  University  of  Kentucky  School  of 
Medicine. 

The  seminar  has  been  approved  for  18  hours  credit 
by  the  American  Academy  of  General  Practice.  No 
registration  fee  will  be  charged. 


Inroads  into  the  high  toll  and  high  cost  of  heart 
and  blood  vessel  disease  are  being  made  daily  by 
progress  in  medicine,  surgery,  and  public  health,  ac- 
cording to  the  North  Carolina  Heart  Association. 
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The  Charlotte  Senior  Forum 

The  Senior  Forum,  a  new  group  for  retired  execu- 
tives i  men  onlyi  in  Chalotte,  has  launched  its  program 
with  a  series  of  four  morning  seminars  beginning  on 
July  11  and  scheduled  to  continue  through  October 
4. 

Conceived  by  a  retired  construction  executive.  Carle- 
ton  H.  Whilden,  and  a  chemical  sales  executive,  John 
C.  Bradley,  the  Forum  will  operate  as  an  affiliate  of  the 
Community  Health  Association.  Co-sponsoring  the  proj- 
ect is  the  North  Carolina  Chapter  of  the  American 
Association  of  Retired  Persons. 

Registrants  for  the  first  four  meetings  of  the  Forum 
include  retired  national  and  regional  sales  executives 
from  the  automotive,  chemical  and  insurance  fields, 
utilities  and  department  stores,  construction  execu- 
tives, educators,  physicians,  and  lawyers. 

A  total  membership  of  50  is  expected. 


Research  Institute  of  Metabolism 
and  Nutrition 

Physicians  engaged  in  the  practice  of  treating  obese 
patients  have  formed  a  non-profit  organization,  with 
headquarters  in  Washington.  D.  C.  to  launch  an  all- 
out  research  effort  to  pinpoint  the  mysteries  under- 
lying this  major  health  problem  in  the  United  States. 

Incorporated  as  The  Research  Institute  of  Metabo- 
lism and  Nutrition,  the  nonprofit  organization's  number 
one  objective  is  to  support  and  assist  the  practicing 
physician  in  his  unceasing  efforts  to  upgrade  medical 
care  for  the  obese  patient. 


U.  S.  Department  of  Health.  Education, 
and  Welfare 

Grants  totaling  $9,750,000  have  been  awarded  to  230 
junior  colleges,  colleges,  and  universities  for  basic 
educational  improvement  under  the  Allied  Health  Pro- 
fessions Personnel  Training  Act  of  1966,  Assistant  Secre- 
tary of  Health,  Education,  and  Welfare  for  Health  and 
Scientific  Affairs  Dr.  Philip  R.  Lee  announced  recently. 
The  grants  provide  support  for  the  improvement  and 
strengthening  of  training  programs  in  allied  health 
professions. 

Awards  under  this  program  are  administered  in  the 
Bureau  of  Health  Manpower,  a  part  of  the  National 
Institutes  of  Health.  They  go  to  eligible  "training  cen- 
ters" on  the  basis  of  a  formula  which  provides  $5,000 
for  each  eligible  curriculum,  plus  $500  for  each  stu- 
dent enrolled  in  the  professional  phase  of  the  training. 
*    *    * 

As  part  of  a  national  effort  to  reduce  infant  mor- 
tality in  the  United  States,  the  Health  Services  and 
Mental  Health  Administration  has  announced  the  es- 
tablishment of  two  pediatric  pulmonary  centers— one 
in  Philadelphia  and  one  in  Los  Angeles.  The  centers 
will  seek  to  develop  methods  of  improving  care  for 
babies  and  children  suffering  from  respiratory  disease. 

By   expanding   its    interest    to  childhood   respiratory 


diseases,  the  Public  Health  Service  will  be  able  to 
investigate  the  possible  relationship  of  respiratory  dis- 
ease in  infancy  and  childhood  to  the  development  of 
chronic,  crippling  lung  disease  during  the  adult  years. 
In  the  past,  the  Chronic  Respiratory  Diseases  Control 
Program  has  concentrated  on  the  control  of  emphysema 
and  chronic  bronchitis,  two  chronic  lung  diseases  caus- 
ing more  than  25,000  deaths  yearly. 
*    *    * 

A  long-suspected  relationship  between  alcoholism  and 
cancer  of  the  head  and  neck  will  be  the  subject  of  a 
pilot  study  conducted  by  the  Research  Foundation  of 
the  State  University  of  New  York.  The  study  will  be 
financed  by  the  Cancer  Control  Program  National 
Center  for  Chronic  Disease  Control,  Public  Health 
Service. 

Dr.  William  L.  Ross,  Chief,  Cancer  Control  Program, 
said  that  under  terms  of  the  contract,  the  Foundation 
will  perform  complete  examinations  of  male  and  female 
alcoholics  admitted  to  the  Downstate  Medical  Center 
in  Brooklyn,  New  York.  The  object  will  be  to  deter- 
mine to  what  extent  protein  deficiency,  vitamin  de- 
ficiency, liver  disease,  and  other  factors  associated 
with  alcoholism  stimulate  the  development  of  cancer 
and  pre-cancerous  sores  of  the  oral  cavity,  oropharynx, 
and  larynx. 


Phisohex  Sharply  Reduces  Skin  Bacteria 
in  Newborns 

Washing  the  skin  of  newborn  infants  with  pHisoHex 
is  far  more  effective  than  soap  and  water  in  reducing 
the  numbers  of  the  two  principal  bacteria  normally 
found  on  newborn  skin— staphylococci  and  diphtheroid 
bacilli,  a  British  dermatologist  reports  in  Lancet  'Oct. 
21,  1967,  p.  866). 

Routine,  daily  washing  with  pHisoHex  is  recom- 
mended as  the  procedure  calculated  to  obtain  best  re- 
sults, according  to  Dr.  I.  Sarkany,  Royal  Free  Hospital, 
London. 

In  the  study  involving  82  babies,  he  found  no  marked 
differences  between  pHisoHex  and  soap  and  water  dur- 
ing the  first  day's  application.  But  there  were  signi- 
ficantly fewer  staphylococci  at  the  three  sites  under 
examination  I  axilla,  scalp  and  periumbilical  area) 
over  the  next  six  days  with  pHisoHex. 

Fifty  babies  were  washed  with  pHisoHex  every  morn- 
ing for  seven  days,  and  32  babies  with  soap  and  water. 
The  most  common  bacteria  in  the  samples  taken  from 
the  three  sites  were  non-pathogenic  staphylococci  and 
diphtheroid  bacilli.  Smaller  quantities  of  coliforms, 
streptococci  and  pathogenic  staphylococci  were  present. 

The  investigator  cites  the  study  results  as  supporting 
the  view  that  "application  of  hexachlorophene  decreases 
the  number  of  all  bacterial  elements  on  the  skin  sur- 
face." 

pHisoHex  is  manufactured  by  Winthrop  Laboratories. 


More  than  9,500  pedestrians  marched  themselves  to 
the  grave  in  1967.  The  most  common  causes  of  death 
was  crossing  between  intersections,  walking  on  rural 
highways,  and  crossing  intersections  against  signals. 
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The  Month  in  Washington 

The  Food  and  Drug  Administration 
(FDA)  has  proposed  new  regulations  for  the 
classification  of  drugs  found  both  safe  and 
effective  for  their  labeled  uses  in  a  survey 
of  more  than  3,600  prescription  drugs. 

The  new  procedures  would  open  the  way  to 
increased  competition  within  the  drug  in- 
dustry by  allowing  firms  to  market  drugs 
reclassified  as  "not  new"  or  "no  longer  new" 
without  submitting  and  awaiting  approval 
of  new  drug  applications  (NDA)  by  the 
FDA. 

A  manufacturer  that  gets  an  NDA  ap- 
proval for  a  product  has  the  right  to  market 
it  exclusively.  It  is  in  effect  an  individual 
company  license.  Under  the  terms  of  the 
Food,  Drug  and  Cosmetic  Act,  any  medicine 
can  remain  in  this  "new  drug"  category  re- 
gardless of  how  long  it  has  been  on  the 
market. 

The  new  proposal  would  set  up  a  system 
for  reclassifying  the  pre-1962  "new  drugs" 
recognized  as  effective  in  the  drug  efficiency 
study  being  conducted  for  FDA  by  the  Na- 
tional Academy  of  Sciences-National  Re- 
search Council.  The  review,  authorized  by 
Congress  in  1962,  covers  3,690  drugs — every 
drug  marketed  in  this  country  between  1938 
and  1962.  The  drugs  under  review  had  been 
approved  as  "new  drugs"  solely  on  the  basis 
of  safety. 

*        *        * 

President  Johnson  asked  Congress  for 
$571.7  million  more  for  Medicaid  for  the 
fiscal  year  ending  July  1,  1968. 

The  administration  said  the  initial  appro- 
priation proved  inadequate  because  of  a 
complete  lack  of  data  and  experience  as  to 
costs  of  such  a  program  and  a  larger  in- 
crease than  expected  in  costs  of  hospital  and 
other  medical  care. 


3jn  iflemnr'mm 

John  H.  Lane,  M.D. 

The  American  Medical  Association,  the  North  Caio- 
Hna  Medical  Society,  and  the  Durham-Orange  Medical 
Association  have  sustained  a  great  loss  in  the  tragic 
death  of  Dr.  John  H.  Lane  on  April  24,  1968. 

Dr.  Lane  was  born  in  Lynchburg,  Virginia,  in  1931 
and  was  educated  in  the  Virginia  Polytechnic  Institute 
in  Industrial  Engineering.  He  received  the  M.D.  de- 
gree from  Duke  Medical  School  in  1959,  and  served 
his  internship  and  medical  residencies  at  Medical  Col- 
lege of  Virginia. 

He  spent  a  year  1 1962-1963 '  as  a  Fellow  in  Hema- 
tology at  Duke  Medical  Center.  Dr.  Lane  was  appointed 
to  the  Assistant  Attending  Staff  of  Watts  Hospital  on 
May  10,  1963.  He  assumed  the  presidency  of  the  Dur- 
ham Heart  Association  in  1967. 

A  man  of  many  interests  and  diverse  talents,  Dr. 
Lane  endeared  himself  to  all  who  sought  his  profes- 
sional aid. 

WHEREAS,  the  members  of  the  medical  staff  of 
Watts  Hospital  were  deeply  saddened  by  the  untimely 
death  of  Dr.  Lane,  therefore  let  it  be 

Resolved,  that  we  his  colleagues  express  our  deepest 
sympathy  to  the  members  of  his  family:  and  be  it  fur- 
ther 

Resolved,  that  copies  of  this  resolution  be  mailed  to 
his  immediate  family,  the  North  Carolina  Medical 
Journal,  the  American  Medical  Association,  and  the 
Secretary  of  the  Medical  Society  of  the  State  of  North 
Carolina.  Watts  Hospital  Medical  Staff 


Excessive  speed  continues  to  reign  supreme  as  the 
number  one  killer  on  America's  highways.  Exceeding 
the  speed  limit,  according  to  the  annual  highway  acci- 
dent booklet  released  by  The  Travelers  Insurance 
Companies,  accounted  for  nearly  40%  of  the  52.200 
highway  fatalities  in  1967.  Statistics  in  the  booklet 
were  compiled  from  reports  by  state  motor  vehicle 
departments. 


Harold    Carter   Whims,    M.D. 

Dr.  Harold  Carter  Whims  died  suddenly  at  home  on 
July  5,  1967.  Dr.  Whims  had  served  Randolph  County 
as  health  officer  since  the  spring  of  1954. 

Dr.  Whims  was  born  October  25,  1906,  in  Elizabeth, 
West  Virginia.  His  family  moved  to  Lasker,  N.  C.  in 
North  Hampton  County  in  1910.  He  received  a  B.S. 
degree  from  Wake  Forest  College  and  his  M.D.  degree 
from  the  University  of  Maryland.  He  received  his  cer- 
tificate in  public  health  from  the  University  of  North 
Carolina  in  Chapel  Hill. 

Between  1932  and  1936  he  practiced  medicine  in 
Waxhaw.  He  then  entered  the  public  health  field  and 
served  as  health  director  of  the  Rutherfordton  County 
Health  Department,  Rutherfordton:  the  Catawba  County 
Health  Department.  Newton:  the  Buncombe  County 
Health  Department,  Asheville:  and  the  Randolph 
County  Health  Department.  Asheboro. 

Dr.  Whims  served  with  distinction  in  each  of  these 
counties.  He  was  probably  best  known,  however,  for 
his  work  during  the  polio  epidemic  of  1944,  while  serv- 
ing as  health  officer  in  Catawba  County.  This  had  the 
second  highest  case  rate  in  the  state.  At  that  time 
there  were  no  hospital  beds  available  for  the  treatment 
of  polio,  and  Dr.  Whims,  working  with  the  National 
Foundation  for  Infantile  Paralysis  and  interested  citi- 
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zens,  established  the  polio  hospital  at  Hickory.  This 
emergency  hospital  was  in  use  for  approximately  18 
months,  and  treated  approximately  half  of  the  polio 
cases  reported  in  the  state.  This  remarkable  achieve- 
ment is  known  as  "The  Miracle  of  Hickory." 

Dr.  Whims  is  survived  by  his  wife,  Mary  Lee  Griflin 
Whims  of  Asheboro,  and  one  son,  Harold  Carter  Whims, 
Jr.  of  Chapel  Hill. 


Council  on  Family  Health 
Produces  TV  Film  Spots 

Three  30-second  color  films  dramatizing  the  need  to 
keep  medicines  and  household  and  garden  chemicals 
out  of  reach  of  children  have  been  produced  for  tele- 
vision by  the  Council  on  Family  Health,  according  to 
Howard  A.  Prentice,  Ed.D.,  Council  president. 

The  first  of  the  three  films  is  being  distributed  to 
350  television  stations  throughout  the  nation  for  use  in 
public  service  programming.  It  spotlights  the  risk 
of  leaving  medicines  where  children  can  reach  them 
and  urges  mothers  to  return  medicines  to  their  proper 
storage  place  immediately  after  use. 

The  second  film,  on  the  safe  storage  of  household 
chemicals,  and  the  third,  on  garden  sprays,  will  be 
distributed  later  in  1968. 


Classified  Advertisements 

Emergency  Room  Physician — needed  to  fill  vacancy 
in  group  of  four  men;  minimum  guarantee;  new  400- 
bed  hospital;  ideal  climate  and  recreational  facilities. 
Please  write  or  phone  direct  or,  New  Hanover  Me- 
morial Hospital,  Wilmington,  N.  C.  28401.  Telephone 
763-9021,    Ext.,   218. 

Assistant  Medical  Director  needed.  Liberal  employment 
benefits.  Under  age  40  with  private  practice  experi- 
ence desirable.  Forward  resume  and  salary  require- 
ments to  Medical  Director.  Pilot  Life  Insurance  Com- 
pany, Greensboro,  N.  C. 

Solo  Pediatrician  and  allergist  desires  group  associa- 
tion. 4  years  experience.  Reply  to  34-129-8.  P.  O.  Box 
790,  Raleigh,  North  Carolina.  AS 


Industrial  Physician,  full  time,  for  large  chemical  plant 
in  Southern  New  Jersey  across  the  Delaware  River 
from  Wilmington,  Delaware.  Duties  will  include  pre 
and  post-employment  physical  examinations,  treating 
illnesses  and  seeing  health  of  7,200  employees.  Medi- 
cal staff  includes  six  full-time  physicians,  complete 
plant  hospital,  fully  equipped  laboratory  with  nine 
nurses  and  adequate  laboratory  staff.  Excellent  op- 
portunity. Good  starting  salary  plus  excellent  em- 
ployee benefits.  Pleasant  surroundings.  Relocation 
expenses  paid.  An  equal  opportunity  employer.  Box 
790  c/o  North  Carolina  Medical  Journal.  OS-25-B-11.  S 

PHYSICIANS  WANTED  full  time  Emergency  Room 
practice,  5  man  group,  380  bed,  general  hospital. 
Income  from  professional  fees  with  a  guaranteed 
minimum  of  $20,000  per  year.  Average  40  hour  week 
with  ample  vacation  time.  Contact  W.  A.  Robie, 
M.D.  D.M.E.,  WAKE  COUNTY  HOSPITAL  SYSTEM, 
RALEIGH,   N.    C.  JAS 

Staff  Physician— 3  vacancies  on  psychiatric,  alcoholic, 
or  geriatric  and  nursing  care  services.  Salary  range 
$12,000-$21,000  with  state  fringe  benefits.  Contact  R.  L. 
Rollins,  Jr.,  M.D.,  Superintendent,  Dorothea  Dix  Hos- 
pital,  Raleigh,   North  Carolina.  JASOND 

NEW  APPROACH  to  psychiatric  residency  training. 
Bowman  Gray  School  of  Medicine.  Complete  Board- 
accredited,  3-year,  eclectic  program,  designed  to 
meet  the  needs  of  modern  psychiatry-  Structured  to 
prepare  the  resident  to  manage  competently  any  type 
of  problem  he  may  face  as  a  general  psychiatrist. 
Stipends  to  $12,000.  Apply  to  Richard  Proctor,  M.D., 
Chairman.  Department  of  Psychiatry,  Bowman  Gray 
School  of  Medicine  of  Wake  Forest  University,  Win- 
ston-Salem, N.  C.  JAS 

PHYSICIANS  WANTED  for  four  man  group  emergency 
room  coverage,  250  bed  hospital  expanding  to  375  beds. 
Guaranteed  minimum  income  $24,000  annually,  42 
hour  work  week,  30  days  vacation  annually,  with 
hospital  providing  relief  for  vacation  period.  Contact 
Administrator  High  Point  Memorial  Hospital,  High 
Point,  N.  C.  JJA 
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REPORT  OF  THE  CONSTITUTIONAL  SECRETARY 

The  enrolled  membership  in  December  of  1967  was 
3670.  This  represents  an  increase  for  the  year  of  29 
members.  The  resumes  of  the  meetings  in  Pinehurst 
in  September  1966  and  January  1967  are  recorded  in 
the  transactions. 

Constitutional  officers  and  executive  officers  were  ac- 
tive in  regional  and  national  meetings.  Each  year  in- 
creasing demands  are  made  on  the  President,  consti- 
tutional officers  and  executive  officers  in  committee 
work  and  assignments  related  to  medical  care,  medi- 
cal education,  changes  in  federal  and  state  law,  and 
projects  within  the  Society  itself. 

The  increasing  importance  of  private  and  govern- 
ment insurance  programs  has  resulted  in  extensive 
work  by  the  various  insurance  committees  of  the 
Society.  We  have  been  well  represented  by  the  var- 
ious members  who  have  participated  in  these  com- 
mittees. 

The  extensive  work  of  the  Auxiliary  will  be  seen 
by  a  review  of  the  Auxiliary  President's  report  in  the 
compilations. 

The  North  Carolina  Medical  Foundation  has  been 
organized,  approved  by  the  Internal  Revenue  Service, 
and  duly  licensed.  Officers  and  directors  have  been 
elected.  Please  refer  to  the  contents  for  further  infor- 
mation. 

The  energy  and  ability  exerted  by  committee  chair- 
men and  committee  members  in  the  various  assign- 
ments during  the  year  is  commendable.  Summaries 
of  the  work  are  found  in  this  volume. 

Property  has  been  purchased  for  the  construction 
of  a  headquarters  facility.  Studies  are  being  made  at 
the  present  time  to  determine  the  type  of  structure 
that  will  prove  most  effective  for  our  use. 

The  Headquarters  Office  under  the  Executive  Direc- 
tor, Mr.  James  Barnes,  has  continued  to  function  well 
in  a  fiscally  sound  manner  and  continues  to  render 
outstanding  service  to  the  Membership  of  the  Society. 

Charles  W.  Styron,  M.D. 


ANNUAL  REPORT 

of 

EXECUTIVE   DIRECTOR 


Mr.  Speaker,  President  Ross,  Members  of  the  House 
of  Delegates,  and  friends  of  the  Society,  I  hope  it  may 
not  be  a  passing  significance  that  this  constitutes 
the  twenty-first  year  of  service  to  you  as  executive 
administrator  of  your  affairs— this  being  the  twentieth 
report  of  stewardship  rendered  to  the  House  of  Dele- 
gates. These  have  been  rewarding  years  both  in  per- 
sonal satisfaction  to  the  concept  of  a  constant  fidelity 
and  in  respect  to  Society  growth  in  service  to  the  pro- 
fession and  to  the  people  of  this  state.  I  express  no 
little  pride  in  the  contributions  which  I  have  been 
privileged  to  make  in  the  strides  of  accomplishments 
by   the  Society   both   as   to   service   and   fundamental 


soundness  in  philosophy  and  leadership  which  has 
guided  us  over  the  past  twenty-one  years. 

Lately  I  had  occasion  to  look  back  upon  some  of 
the  records  of  assignment  which,  at  episodes,  placed 
responsibility.  Much  may  have  had  factors  of  intre- 
pidity at  the  time  of  undertaking,  but  in  accepting 
such  assignments  we  have  augured  to  implicate  honest- 
ness  and  humility  as  a  concept  and  as  a  practice.  We 
think  the  record  of  administration  demonstrates,  clearly, 
that  these  tenets  have  always  motivated  and  yielded 
to  productive  activity  and  many  notable  accomplish- 
ments not  the  least  of  which  has  to  do  with  your  fiscal 
accomplishments  and  the  soundness  thereof.  Conserva- 
tively, in  these  twenty-one  years,  assets  approximating 
a  million  dollars  have  been  produced  for  you  in  the 
support  of  educational  functions  carried  on  by  the 
Society  and  much  in  the  area  of  such  function  would 
not  have  been  accomplished  had  not  this  administra- 
tive effort  produced  the  dollars  to  do  it.  And  these 
accomplishments  have  been  carried  out  never  with 
the  slightest  hint  of  wrongdoing  or  lack  of  fidelity. 
Of  this  record,  I  am  justly  proud  for  it  has  been  a 
way  of  life  for  forty-five  years  in  my  executive  career- 
only  about  half  of  it  in  your  service.  Should  you  look 
at  the  fiscal  accruement  of  assets  since  you  elevated 
me  to  Treasurer  ten  years  ago  you  will  note  how 
liquid  these  are  and,  by  easily  analysis,  you  will  find 
these  assets  have  increased  by  125%  in  this  decade; 
so  you  may  be  in  better  position  to  undertake  some 
projects  of  progress  which  I  understand  have  been  in 
concept  since  1885. 

Two  years  ago  I  referred  to  the  "Unusual  extent  the 
business  of  the  Society  continues  to  grow — a  growth 
worthy  of  your  concepts  and  means — that  neither  had 
been  stinted."  I  recall  this  now  to  your  attention  in 
the  hope  that  you  will  not  turn  back,  but  to  continue 
to  grow  and  serve.  I  may  not  join  so  fully  in  your 
processes  in  future  years  of  achievement  for  time 
and  vicisitudes  come  on  and  they  catch  up  with  us 
all.  Some  personal  experiences  during  the  passing 
year  have  come  to  sadden  this  prospect  of  participa- 
tion; to  alert  one  to  fuller  responsibility  that  prevail 
outside  professional  existences,  and;  to  duty  that  only 
Providence  assigns.  To  that  I  must  hold  a  cleaving 
loyalty;  so  you  must  have  a  sense  of  patience,  justice 
and  tolerance,  if  past  experience  and  acquired  know- 
how  is  to  be  of  value  to  you,  in  the  immediate  times 
we  face. 

Also,  a  year  ago,  I  pointed  with  some  pain  to  the 
vast  changes  which  were  taking  place  all  about  us. 
The  dust  of  these  gyrating  changes  in  third  party 
and  government  largess  have  not  settled,  nor  on  the 
horizons  does  one  see  clearly  where  it  all  goes  nor 
where  it  is  taking  professional  practice  and  the  sys- 
tem of  medical  care  which  you  have  developed  and 
refined  in  the  past  fifty  years,  but  there  are  solid 
encroachments  which  appear  to  be  irreversible.  Some 
friends  have  joined  the  foes  of  your  system  and  in 
areas  secretive  approaches  sometime  leave  our  leader- 
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ship  baffled.  We  thank  the  leadership  for  holding  the 
line  on  quality.  With  quality  in  medicare  and  honesty 
of  purpose  in  dealing  with  the  people  will  win  back 
a  position  of  respect  and  duty  in  time.  We  shall  have 
to  work  harder  to  be  understood  and  to  serve  ade- 
quately—this then  should  be  the  immediacy— and  as 
for  the  third  parties  be  dilligent  in  circumspection  and 
dare  to  challenge  them  when  unkonwledgeable  and 
inastute  interference  rises  up  in  the  relationships  of 
medicine  to  the  administration  of  third  party  ongoings. 
You  will  find  a  consternation  and  faltering  in  such 
oppressive  undertakings  when  sensible  challenge  is 
asserted.  Remember  again  that  "federalism  can  de- 
liver at  most  that  which  private  enterprise— created" 
and  mastered.  Some  day  federalism  will  want  you  at 
the  planning  table  to  answer  its  own  shortcomings 
to  the  people. 

I  would  bespeak,  again,  a  faith  in  medicine  and 
medical  leadership  against  the  onslaughts  of  the 
times.  It  has  been  a  useful  and  considerate  year  of 
operation  with  President  Ross  and  we  hope  his  evalua- 
tion of  our  usefulness  has  been  a  pleasing  one  to 
him.  We  have  had  pleasure  in  serving  with  him, 
though  circumstances  have  availed  at  times  to  hinder 
our  usefulness  to  him.  For  that  we  have  regrets  which 
he  recognized  as  unavoidable. 

The  staff  has  filled  many  niches  this  year  which 
aided  our  rate  and  courses  of  productions— this  over 
and  above  the  call  of  duty— for  which  I  am  personally 
grateful.  They  have  been  gracious  in  accepting  assign- 
ments which  may  not  have  been  usual— indeed  un- 
usual—but they  have  yielded  a  good  production  in 
which  one  can  take  pride.  To  each  I  am  grateful  and 
here  express  it. 

Fiscal  matters  are  on  course  and  are  sound.  The 
audit  herewith  presented  supports  our  statement. 
These  matters  of  finance  have  been  handled  in  an 
honest  and  upright  fashion.  At  April  10  the  member- 
ship renewals  stood  at  94.7  per  cent— a  record.  State- 
wide billings  have  proven  the  unity  of  purpose  in  the 
Society    and   continues   as   a   successful   operation. 

The  North  Carolina  Medical  Journal  never  was 
more  sound  in  its  editorial,  production  quality  and 
financial  course — it  is  not  a  fiscal  drain  on  the  mem- 
bership.    (A    distributable    schedule    is    available    to 


the  House  of  Delegates  as  a  citation  of  1967  Journal 
operations. ) 

To  the  officers,  to  the  committees,  to  the  Executive 
Council  and  to  the  component  society  and  members 
one  gives  no  stint  of  appreciation  for  the  clear  and 
direct  manner  in  which  we  at  headquarters  have  been 
guided  into  our  undertakings  for  you.  This  has  been 
meaningful  with  a  single  instance  of  concern.  We 
know  we  have  justified  your  commissions  and  your 
faith. 

What  the  future  months  will  bring  to  your  Director 
and  the  Society  scarcely  is  foretold,  but  suffice  it  to 
express  great  faith— faith  in  the  profession,  faith 
in  the  capacity  of  this  Society  to  project  needed  and 
problem  solving  leaderships,  and  above  all  a  faith  in 
God  and  His  benevolence. 

•STATISTICAL   REPORT  OF 
HEADQUARTERS   STAFF 


Processable  mail  received 

Mail  dispatched 

Telephone   communications 

Telegraph  communications 

Transmittals 

Meetings  attended 

Personal  Conferences 

Review  of  literature 

Talks 

Reports 

Transaction   disseminations 

Educational  Distributions 


21,175 

71,753 

2,138 

37 

321 

68 

101 

713 

10 

156 

82 

3,169 


*  Except  for  items  13  &  4)  of  communications  this 
data  is  not  inclusive  nor  does  it  duplicate  the  data 
submitted  in  the  report  of  the  Assistant  Executive 
Director. 

Attached  is  the  original  of  the  1967  Annual  Audit 
Report  of  A.  T.  Allen  and  Company,  Certified  Public 
Accountants  of  Raleigh,  North  Carolina  for  the  fiscal 
period  January  1967  to  December  31,  1967  which  bears 
the  Auditors  date  of  January  20,  1968  and  which  I 
recommend  to  you  as  constituting  a  report  of  the 
Treasurer  for  the  year  1967  and  for  approval. 
James  T.  Barnes 
Executive    Director— Treasurer 
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Auditor's  Report 

Medical  Society  of  the  State  of  North  Carolina,  Incorporated 
Raleigh,  North  Carolina 
12  Months  Ended  December  31,  1967 

OFFICERS 

Pr.  Robert  A.  Ross,  President    Chapel  Hill,  N.  C. 

Dr.  David  G.  Welton,  President-Elect      Charlotte,  N.  C. 

Dr.  Edgar  T.  Beddingfield,  Jr.,  First  Vice-President      Stantonsburg,  N.  C. 

Dr.  James  S.  Raper,  Second  Vice-President    Asheville,  N.  C. 

Dr.  Charles  W.  Styron,  Secretary    Raleigh,  N.  C. 

Dr.  Donald  B.  Koonce,  Speaker  of  the  House         Wilmington,  N.  C. 

Dr.  Robert  L.  Gerrard,  Vice-Speaker  of  the  House      Greensboro,  N.  C. 

Dr.  Frank  W.  Jones,  Past  President  Newton,  N.  C. 

Mr.  James  T.  Barnes,  Executive  Director    Raleigh,  N.  C. 

Chairman  and  Members  of  the  Finance  Committee  The  real  estate,  capital  stock  and  office  equipment 

Medical  Society  of  the  State  of  North  Carolina,  Inc.,  and    furniture    shown    on    the    Balance    Sheet    in    the 

Raleigh,  North  Carolina,  for  the  period  beginning  Jan-  amount  of  $241,562.56  is  listed  in  detail  in  Schedule— 2. 

Gentlemen:  This  represents  an  estimate  made  in  a  prior  year  which 

Pursuant  to  engagement,  we  have  audited  the  books  has  been  adjusted  for  purchases  made  during  the  last 

and  records  of  the  Medical  Society  of  the  State  of  North  fi.teen  years.  The  items  shown  represent  cost  value  of 

Carolina,  Inc.,  Raleigh,  North  Carolina,  for  the  period  the  equipment  to  the  Medical  Society  as  no  depreciation 

beginning  January  1,   1967,  and  ending  December  31,  has  been  recorded.   As  there  were  no  liabilities  out- 

1967,  and  present  herewith  our  report.  standing-  against  this  equipment,  we  have  shown  the 

entire    amount    as    Fund    Balances— Capital    Fund— in 
EXHIBITS  AND  SCHEDULES  the  Balance  s„eet 

In  presenting  our  findings,  as  the  result  of  the  audit,  Under  the  ..Liabiiities"  section  we  have  listed  those 

we  have  prepared  four  Exhibits  and  four  Schedules,  as  accountSj  expenses,  etc.,  incurred  prior  to  December 

outlined  in  the  Index,  which  are  attached  hereto  as  a  31  ^  for  which  statements  or  acc0unts  were  rendered 

part  of  this  report.  or  payment  was  due. 

Balance  Sheet Exhibit  "A":  The    Accounts    Payable— Trade,    in    the    amount    of 

The  first  statement  is  a  list  of  the  Assets,  Liabilities,  $14,415.73  represents  unpaid  accounts  at  December  31, 

Reserves  and  Fund  Balances,  which  we  designate  as  1967.  Most  of  these  items  were  Paid  during  the  course 

Balance  Sheet,  December  31,  1967,  Exhibit  "A".  This  of  the  audit. 

statement  has  been  divided  into  two  sections.  One  con-  The  $504.54,  Dues  to  be  Refunded,  represents  State 
tains  the  Current  Operating  Fund,  which  represents  dues  collected  which  are  refundable  to  the  members, 
the  Current  Assets,  Liabilities  and  Reserves.  The  other  The  $44,940.00,  "Due  American  Medical  Association", 
has  been  designated  as  a  Capital  or  Non-Operating  is  1968  A.M.A.  dues  collected  in  1967.  The  $810.00, 
Fund  containing  the  office  equipment,  real  estate  and  "American  Medical  Association  Dues  in  Escrow",  rep- 
capital  stock  owned  and  used  by  the  Medical  Society— at  resents  dues  paid  to  the  State  Society  but  which  can- 
estimated  values  established  in  a  prior  year  plus  ac-  n°t  be  remitted  to  the  National  Society  at  the  time  due 
tual  cost  for  purchases  during  the  last  several  years.  to  diverse  disqualifying  reasons.  At  December  31,  1967, 
The  Cash  on  Hand  and  in  Bank  is  made  up  of  $50.00  the  Society  had  collected  from  members  $5,600.00  for 
Petty  Cash  Fund  and  $124,  830.40  in  a  checking  account  Med  Pac  contributions  and  $19,830.50  for  county  dues, 
at  First  Citizens  Bank  and  Trust  Company,  Raleigh,  These  items  will  be  remitted  to  the  respective  organi- 
North  Carolina.  There  was  $80,388.05  on  savings  de-  zation  in  regular  course.  The  payroll  taxes,  $508.39, 
posit  with  the  same  bank.  The  Cash  in  Bank  was  veri-  for  Social  Security  and  $1,811.37  for  employees'  with- 
fied  through  a  reconciliation  of  the  balances  as  shown  holding,  were  paid  during  the  course  of  the  audit, 
by  the  records  of  the  Medical  Society  with  a  certificate  The  deferred  credits  of  $50,400.00  are  for  payments 
obtained  independently  from  the  bank.  This  reconcilia-  of  $2,010.00  received  on  technical  exhibits  space  for 
tion  is  shown  in  detail  in  Schedule— 1  of  this  report.  the  1968  Convention,  and  $48,390.00  on  1968  membership 
Accounts  Receivable-Regular  in  the  amount  of  dues.  These  remittances  were  received  in  1967  and 
$2,843.76  are  shown  on  the  Balance  Sheet.  The  balance  wil1  be  transferred  to  the  income  accounts  in  1968. 
represents  the  total  of  several  uncollected  balances  Tne  Reserve  for  Mental  Hygiene  of  $5,000.00  is  a 
due  for  local  advertising  in  the  State  Medical  Journal.  reserve  to  cover  expenses  and  costs  of  the  said  corn- 
Accounts  Receivable— National  Advertising  in  the  mittee  in  its  rehabilitation  work, 
amount  of  $5,990.44  represent  November  and  December,  The  Reserve  for  Medical  Building  Site  represents 
1967,  National  Advertising  in  the  State  Medical  Journal.  the  unexpended  portion  of  the  $30,723.00  received  from 
Air  Travel  Deposit  of  $425.00  is  cash  deposited  with  the  sale  of  Series  "F"  Bonds.  The  expended  portion 
Eastern  Airlines  for  air  travel  credit  cards.  of  this  fund  is  $27,902.56  and  is  set  out  in  Schedule— 3 
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and  Schedule— 4  of  this  report.  This  leaves  a  balance 
of  $2,820.44  not  disbursed  to  date. 

The  reserve  for  Mental  Health  State  Conference  pro- 
gram was  earmarked  from  1965  authorization  and  is 
held  for  a  specific  purpose.  The  Reserve  for  Mental 
Health  Contactorama  program  was  established  by  spe- 
cific contributions  in  the  amount  of  $4,512.72,  of  which 
amount  $3,475.42  remains  unspent  at  December  31, 
1967. 

The  Fund  Balance  section  of  the  Balance  Sheet  is 
comprised  of  two  figures,  $61,594.71  being  the  balance 
of  the  Current  Operating  Fund  for  the  year,  and  $241,- 
562.56  representing  the  balance  of  Capital  Fund. 
Statement   of   Fund   Balances — Exhibit   "B": 

The  second  statement  is  an  analysis  of  the  changes 
in  Fund  Balances  during  the  year  and  is  detailed  on 
Exhibit  "B". 
Statement  of  Income   and   Expenses— Exhibit   "C": 

A  statement  showing  a  budget  comparison  of  the 
income  and  expenses  for  the  twelve-months  period  is 
given  in  Exhibit  "C".  This  statement  is,  in  effect,  a 
statement  of  operations  for  the  year,  and  by  examina- 
tion it  will  be  seen  that  the  Income  of  $320,169.21  ex- 
ceeded the  Expenses  of  $286,178.58  by  $33,990.63.  There 
was  included  in  the  expenses  $1,524.71  in  Capital  Ex- 
penditures for  Equipment.  Eliminating  these  we  show 
income  from  operations  of  $35,515.34. 

Comparing  with  the  Budget  we  see  that  actual  in- 
come was  more  than  anticipated  by  $29,721.21.  The 
main  items  accounting  for  this  are  $10,202.28  realized 
from  the  sale  of  Mutual  Fund  Stock,  $4,662.00  more 
from  Membership  Dues,  $1,979.61  more  sales  of  journals, 
rosters,  etc.,  $561.37  more  from  Local  Journal  Adver- 
tising, $8,890.43  more  from  National  Journal  Advertis- 
ing and  $3,146.92  unanticipated  earnings  from  interest 
on  the  savings  account. 

Further    comparisons    reveal    that   the    total    actual 
expenses  were  $2,599.42  less  than  the  budget  provision. 
Cash  Receipts  and   Disbursements— Exhibit  "D": 

A  statement  showing  in  detail  the  cash  receipts  and 
disbursements  of  the  Society  during  the  year  under 
reivew  is  shown  in  Exhibit  "D"  which  we  summarize 
as  follows: 

Cash  Balance  January  1,  1967  $190,131.89 

Cash  Receipts  During  the  Year  797,714.42 

Total  Cash  Available  $987,846.31 

Less: 

Disbursements  During  the  Year: 
For  Operations  $296,609.07 

For  A.M.A.  and  Others— Dues    307,109.00 
For  Special  Reserves  2,835.31 

For  Capital  Expenditures  1,024.48 

For  Purchase  of  Medical  Head- 
quarters Site  175,000.00      782,577.86 
Cash  Balance  December  31,  1967  $205,268.45 

We  made  a  careful  analysis  of  the  cash  transactions 
and,  where  practicable,  traced  the  receipts  to  their 
original  source.  Disbursements  for  expenses  were 
supported  by  cancelled  checks  and  invoices  issued  in 
the  regular  course  of  business.  We  beileve  the  funds 
have  all  been  accounted  for. 


GENERAL  COMMENTS 

A  surety  bond  covering  faithful  performance  of  Mr. 
James  T.  Barnes,  Executive  Director,  in  the  amount  of 
$50,000.00,  is  in  force,  held  by  the  Medical  Society  and 
was  examined  by  us.  We  also  examined  and  found 
in  force  a  Primary  Commercial  Blanket  Honesty  Bond 
in  the  amount  of  $25,000.00;  a  fire  insurance  policy— 
with  80%  co-insurance  clause — covering  fire  loss  on 
office  equipment,  books  and  records  in  the  office  of  the 
Executive  Director,  Raleigh,  North  Carolina,  in  the 
amount  of  $20,000.00;  an  Automobile  Schedule  Policy; 
a  Standard  Workmen's  Compensation  and  Employer's 
Liability  Policy:  and  a  Comprehensive  General  Liability 
Policy. 

We  were  extended  every  courtesy  and  cooperation 
during  the  course  of  the  audit  and  we  experienced  no 
trouble  in  obtaining  the  necessary  information  for 
this  report. 

SCOPE   OF   EXAMINATION   AND   OPINION 

We  have  examined  the  balance  sheet  of  the  Medical 
Society  of  the  State  of  North  Carolina,  Incorporated, 
as  of  December  31,  1967,  and  the  related  statements  of 
income  and  expense  and  fund  balances  for  the  year 
then  ended.  Our  examination  was  made  in  accordance 
with  generally  accepted  auditing  standards,  and  ac- 
cordingly included  such  tests  of  the  accounting  records 
and  such  other  auditing  procedures  as  we  considered 
necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  balance  sheet  and 
statements  of  income  and  expense  and  fund  balances 
present  fairly  the  financial  position  of  the  Medical 
Society  of  the  State  of  North  Carolina,  Incorporated, 
at  December  31,  1967,  and  the  results  of  its  operations 
for  the  year  then  ended,  in  conformity  with  generally 
accepted  accounting  principles  for  non-profit  organiza- 
tions applied  on  a  basis  consistent  with  that  of  the 
preceding  year. 

Very  truly  yours, 

A.  T.  ALLEN  &  COMPANY 

CERTIFIED  PUBLIC  ACCOUNTANTS 

By:  A.  T.  Allen 

Certified  Public  Accountant 
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COMPILATION    OF    ANNUAL    REPORTS 

EXHIBIT  "A"— BALANCE  SHEET 
December  31,  1967 

ASSETS: 

CURRENT  OPERATING  FUND: 

Cash  on  Hand  and  in  Banks—  (Schedule— 1)    $205,268.45 

Accounts    Receivable — Regular     2,843.76 

Accounts    Receivable — National   Advertising    5,990.44 

Prepaid  Expenses  and  Supplies    304.83 

Air   Travel   Deposit    425.00 

TOTAL    CURRENT    OPERATING    FUND     "                                  $214,832. 48 

CAPITAL   OR   NON-OPERATING   FUND— (Schedule— 2): 

Real  Estate— Land— Durham-Raleigh  Highway    $  26,604.55 

Land  and  Houses— Lane  and  Person  Streets,  Raleigh    177,123.01 

Office   Furniture    and   Fixtures    37,635.00 

Capital  Stock— Common — State  Medical  Journal  Advertising  Bureau,  Inc 200.00 

TOTAL   CAPITAL   OR  NON-OPERATING  FUND    $241,562.56 


TOTAL    ASSETS     $456,395.04 

LIABILITIES,   RESERVES  AND  NET  WORTH: 

LIABILITIES: 

Accounts  Payable— Trade    $  14,915.73 

Dues  to   be  Refunded    504.54 

Due   American    Medical   Association    44,940.00 

Due  American   Medical  Association — Dues  in   Escrow    810.00 

Due  County  Medical  Association     19,830.50 

Due  Med  Pae  5,600.00 

Federal  and  State  Income  Tax  Withheld    1,811.37 

Payroll  Taxes  Payable    508.39 

TOTAL     LIABILITLES  $  88,920.53 

DEFERRED    CREDITS: 

Advance  Payments  on  Technical  Exhibit  Space  at  1968  Convention      $     2,010.00 

Advance  Payment  on  1968  State  Membership  Dues   48,390.00 

TOTAL    DEFERRED    CREDITS    50,400.00 

RESERVES: 

Reserve  for  Mental  Hygiene  Committee    $    5,000.00 

Reserve  for  Traffic  Liability  Safety  Program    144.32 

Reserve  for  Medical  Building  Site    2,820.44 

Reserve  for  Mental  Health  State  Conference  Programs    2,477.06 

Reserve  for  Mental  Health  Contactorama  Programs 3,475.42 

TOTAL     RESERVES     13,917.24 

FUND  BALANCES: 

Current    Operating    Fund— (Exhibit    "B")     $  61,594.71 

Capital    Fund— (Exhibit     "B")     241,562.56 

TOTAL  FUND  BALANCES    303,157.27 


TOTAL   LIABILITIES,   RESERVES,   AND   NET   WORTH    $456,395.04 


EXHIBIT  "B" 

STATEMENT  OF  FUND  BALANCES 

December  31,  1967 

CURRENT  OPERATING  FUND: 

Balance— January    1,    1967    $200,527.38 

ADD:  Net  Profit  From  Operations    $  35,515.34 

Increase    in    Investment — Dividends    on    Stock    of    Investors    Mutual,    Inc., 

Used   to   Purchase   Additional   Shares    2,901.70  38,417.04 

TOTAL  $238,944.42 

LESS:    Expenditures   for   Capital    Fund— Equipment    $     1,524.71 

Expenditures    for    Capital    Fund — New    Headquarters    Facility    Site,    Person 

and   Lane   Streets,  Raleigh,  N.   C    175,825.00  177,349.71 

TOTAL  CURRENT  OPERATING  FUND— TO  EXHIBIT  "A"  S  61.594.71 

CAPITAL  FUND: 

Balance— January    1,    1967    $  62,914.84 

ADD:  Purchases  Made   Though  Reserve   for  Medical  Facility    1,298.01 

Purchases  Made  Through  Current  Fund — Equipment    . . .  1.524.71 

Purchases  Made  Through  Current  Fund— Headquarters  Site      175.825.00 

TOTAL   CAPITAL   FUND— TO   EXHIBIT   "A"    241,562  56 


TOTAL   FUND    BALANCES— DECEMBER    31,    1967      $303,157.27 
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EXHIBIT  "C  ' 
STATEMENT  OF  INCOME  AND  EXPENSES 

12  Months  Ended  December  31,  1967 


INCOME: 


Membership  Dues— Current  and  Prior  Years    $228,180.00 

Sales  of  Journals,  Rosters  and  Value  Scales    

Author   Contributions  to   Cuts    

Revenue    Unexpected    

Sales  of  Technical   Exhibit  Space    

Journal   Advertising — Local    

Journal    Advertising — National     

Commissions   (1%)  From  AMA  for  Dues  Collected    

Commissions  (1%)  From  Med  Pac  for  Dues  Collected 

Gain  From  Sale  of  Mutual  Fund  Stock   

Rental    Income     

Interest  Income  From  Savings  Account    

TOTAL    INCOME     $290,448.00 


Difference 

Budget 

Over 

Provisions 

Actual 

Or  (Under) 

$228,480.00 

$233,142.00 

$     4,662.00 

2,000.00 

3,979.61 

1,979.61 

200.00 

228.73 

28.73 

1,000.00 

586.68 

(413.32) 

18,000.00 

16,560.00 

(1,440.00) 

9,000.00 

9,561.37 

561.37 

30,000.00 

38,890.43 

8,890.43 

1,468.00 

2,165.61 

697.61 

300.00 

244.55 

(55.45) 

10,202.28 

10,202.28 

1.461.03 

1,461.03 

3,146.92 

3,146.92 

$290,448.00 

$320,169.21 

$  29,721.21 

EXPENSES: 

Executive  Budget: 

A-l  Expense — President      $    4 

A-3  Travel — Secretary     1 

A-4  Salary — Executive   Director    I ' ' 

A-5  Travel — Executive   Director      

A-6  Clerical    Assistants— Office    !  ■'• 

A-7  Equipment — Office      

A-8  Expenses— Office     13 

A-9  Bonding  (In  Effect  to  1969)    — 

A-10  Auditing    1 

A-ll  Payroll    Taxes     3 

A-12  Insurance      .    ■ 

A-13  Membership    Record    System    

A-14  Publications.   Reports   and   Executive   Aids      

A-15  Insurable:    Interest  Insurance   and   Retirement  Plan      5 

A-16  Salary— Assistant    Executive    Director      13: 

A-17  Salary — Assistant   and   Education   Consultant    6 

A-18  Travel — Assistant   Executive    Director    3 

A-19  Travel — Assistant    and    Education    Consultant    2 

A-20  Assistant    to    Executive    Director    5. 

A-21  Travel — Assistant    to    Executive    Director    2 

Total  Executive  Budget  $138 


,500.00 

$     7,075.70 

$     2,575.70 

,000.00 

176.55 

(823.45) 

,000.00 

19,000.00 

— 0— 

,000.00 

5,000.00 

— 0— 

,560.00 

42,234.56 

(1,325.44) 

,500.00 

7,391.09 

(1,108.91) 

,500.00 
■0— 
,000.00 

15,839.22 
— 0— 
1,130.00 

2,339.22 
— 0— 
130.00 

,857.00 

3.137.85 

(719.15) 

256.00 

613.28 

357.28 

100.00 

11.94 

(88.06) 

200.00 

86.15 

(113.85) 

,300.00 

5,295.30 

(4.70) 

,000.00 

13,000.00 

— 0— 

,360.00 

6.360.00 

—0— 

,000.00 

1,786.77 

(1,213.23) 

,500.00 

1,737.84 

(762.16) 

,500.00 

5,500.00 

— 0— 

,500.00 

1,098.40 

(1,401.60) 

633.00 


$136,474.65 


$(2,158.35) 


Journal  Budget: 


B-l  Publication   of   Journal    $ 

B-2  Cuts   for  Journal    

B-3  Salary— Editor      

B-4  Salary — Assistant  Editor    

B-5  Expenses — Editorial     Office      

B-6  Expenses — Business   Manager's   Office      

B-7  Equipment — Business    Manager's    Office     

B-8  Travel   for  Journal    

B-9  Payroll    Taxes    

B-10  Sales   Tax    on   Journal    and   Roster   Sales 

B-ll  Publication  of  Roster      

B-12  Expense — Executive    Council    Reports    

Total  Journal  Budget 


$  38,000.00 

$  38,850.00 

$        850.00 

400.00 

637.48 

237.48 

2,300.00 

2,310.00 

— 0— 

5,000.00 

5,000.00 

— 0— 

450.00 

378.02 

(71.93) 

450.00 

454.48 

4.48 

100.00 

63.86 

(36.14) 

200.00 

92.00 

(103.00) 

484.00 

321.60 

(162.40) 

1,050.00 

1,121.71 

71.71 

5,000.00 

5,701.93 

701.93 

8,000.00 

9,740.00 

1,740.00 

$  61,444.00 

$  64,671.08 

$     3,227.08 

COMPILATION    OF    ANNUAL    REPORTS 
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EXHIBIT  "C"  CONTINUED: 


Intra-Functional  Activity  Budget: 

C-l  Expenses — Executive   Council 

C-3  Expenses — Legislative    Committees     

C-4  Expenses — Maternal    Health    Committee     

C-6  Expenses — Arrangements    Committee      

C-7  Expenses — Scientific  Exhibits  Committee  

C-8  Expenses— Mental    Health    Committee    

C-9  Expenses — Mediation    Committee    

C-10  Expenses — Chronic   Illness  Committee    

C-ll  Expenses— Committees  in  General   

C-13  Expenses — Occupational    Health    Committee    

C-14  Expenses — Professional   Insurance   Committee    

C-16  Expenses — Negotiations    Committee     

C-17  Expenses — Student  AMA  Committee    

C-18  Expenses — Disaster    Medical    Care    Committee    

C-19  Expenses — Industrial  Commission  Committee    

C-20  Expenses — Constitution    and    By-Laws   Committee    

C-21  Expenses — Medical-Legal    Committee     

C-22  Expenses — Advisory  to  N.  C.  Dept.  of  Motor  Vehicles  Committee 

C-24  Expenses — Anesthesia  Study  Committee    

C-26  Expenses— Blue  Shield  Committee    

C-27  Expenses — School   Health  Committee    

C-28  Expenses — N.  C.  Board  of  Public  Welfare  Advisory  Committee 

C-30  Expenses — Insurance  Industry  Liaison  Committee    

C-31  Expenses — Rural   Health  Function    

C-34  Expenses — Scientific  Works  Committee   

C-35  Expenses — Headquarters   Facility   Committee        

C-36  Expenses — Family    and   Marriage   Counselling   Committee    

C-37  Expenses — Medicine    and  Religion   Committee    

C-38  Expenses— AMERF    Committee     

C-39  Expenses — Ad  Hoc  Committee  on  Task  Force   XIX    

C-40  Expenses— Scientific   Awards   Committee    

C-41  Expenses — Physical   and  Vocational   Rehabilitation    

C-42  Expenses — Eye  Care  and  Eye  Bank  Committee    

Total  Intra-Functional  Activity  Budget   


Difference 

Budget 

Over 

Provisions 

Actual 

Or  (Under) 

$     2,500.00 

$    3,996.85 

$     1,496.85 

6,500.00 

4,842.54 

(1,657.46) 

3.600.00 

3,623.77 

23.77 

100.00 

— 0— 

(100.00) 

675.00 

11.01 

(663.39) 

500.00 

399.49 

(100.51) 

200.00 

— 0— 

(200.00) 

2,000.00 

2,176.72 

176.72 

2,500.00 

2,977.02 

477.02 

200.00 

116.73 

(83.27) 

175.00 

6.44 

(168.56) 

200.00 

— 0— 

(200.00J 

1,950.00 

1.635.17 

(314.83) 

400.00 

249.81 

(150.19) 

250.00 
— 0— 
100.00 

15.52 
— 0— 
73.44 

(234.48) 
— 0- 
(26.56) 

100.00 

7.20 

(92.80) 

400.00 

400.00 

— 0  — 

500.00 

—0— 

(500.00) 

400.00 

334.34 

(65.661 

100.00 

22.98 

(77.02) 

500.00 

15.49 

(484.51) 

1,100.00 

305.51 

(794.49) 

150.00 

— 0— 

(150.00) 

100.00 

3.02 

(96.98) 

500.00 

— 0— 

(500.001 

150.00 

214.74 

64.74 

220.00 

167.83 

(52.17) 

300.00 

— 0— 

(300.00) 

100.00 

I) 

(100.00) 

178.00 

—0— 

(178.00) 

100.00 

— 0— 

(100.00) 

$  26,748.00 

$  21,595.62 

$(5,152.38) 

Extra-Functional  Activity  Budget: 

D-l  Expenses— Delegates  to  AMA   $     4,776.00 

D-2  Conference    Dues    200.00 

D-3  Woman's   Auxiliary    2,800.00 

Total  Extra-Functional  Activity   Budget    $     7,776.00 


Public  Relations  Budget: 

E-3  Committee   Chairman,   Out   of  State   Travel    $       500.00 

E-5  Equipment        1,250.00 

E-6  Expenses— Office         5,000.00 

E-8  Publications   and   Executive  Aids    100.00 

E-9  Audio-Visual   Depiction    300.00 

E-10  Educational    Distributions     800.00 

E-ll  News  and  Press  Releases   400.00 

E-12  Public    Relations    Bulletin     2,700.00 

E-13  State  High  School  Science  Fair  Program    200.00 

E-14  Exhibits   and   Displays    650.00 

E-15  Annual  Officers  Conference    $     1,000.00 

E-17  Public    and   Personified   Activities    600.00 

E-18  Collateral  Public  Relations    500.00 

Total  Public  Relations  Budget     $  14,000.00 


5,011.97 

$        235.97 

97.50 

(102.50) 

3,851.52 

1,051.52 

$     8,960.99 


$     1,184.99 


167.33 

5(332.67 j 

269.76 

(980.24) 

5,651.95 

651.95 

120.27 

20.27 

316.42 

16.42 

212.81 

(587.19) 

278.68 

(121.32) 

2,633.32 

(66.68) 

270.67 

70.67 

589.03 

(60.97) 

1,002.57 

$            2.57 

660.19 

60.19 

138.00 

(332.00) 

12,311.00 


5(1,689.00) 


FORWARDED : 
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SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


EXHIBIT  "C"  CONTINUED: 


Annual  Sessions  (113th)  Convention  Budget: 

F-l  Programs      

F-2  Hotel   and   Auditorium   Expense    

F-3  Expenses — Publicity  Promotion    

F-4  Entertainment 

F-5  Orchestra  and  Floor  Entertainment   

F-6  Guest   Speakers    

F-7  Banquet   Speaker    

F-8  Electric  Amplification    

F-9  Booth  Installation  and  Supplies  

F-10  Projection    Expense     

F-ll  Badges     

F-12  Transactions  Reporting  Service 

F-13  Rental— Extra   Facilities    

F-14  Exhibitors    Entertainment    

F-15  Banquet    Expense 

F-16  Police    Security     

Total  Annual  Sessions  (113th)  Convention  Budget    "$ 


Difference 

Budget 

Over 

Provisions 

Actual 

Or  (Under) 

$     1,750.00 

$     1,606.38 

$     (143.62) 

4,500.00 

3,275.26 

(1,224.74) 

500.00 

220.86 

(279.11) 

900.00 

827.91 

(72.09) 

2,500.00 

1,650.90 

(849.10) 

1,000.00 

973.76 

(26.24) 

700.00 

— 0— 

(700.00) 

125.00 

— 0— 

(125.00) 

4,000.00 

5,759.81 

1,759.81 

1,000.00 

981.09 

(18.91) 

100.00 

100.64 

.64 

1,500.00 

2,209.75 

709.75 

132.00 

134.20 

2.20 

1,375.00 

289.02 

(1,085.98) 

500.00 

238.65 

(261.35) 

125.00 

240.00 

115.00 

$  20,707.00 

$  18,508.23 

$(2,198.77) 

Miscellaneous  Budget: 


G-l  Legal   Counsel    $     7,700.00 

G-2  Reporting    (Executive    Council,    etc.)     1,700.00 

G-3  Fifty    Year    Club    175.00 

G-4  Contingency   and   Emergency    1,500.00 

G-5  Employees    Retirement    System 5,000.00 

G-6  Advalorem  Taxes    370.00 

G-7  Association    of    Professions     200.00 

G-9  Association   of  American   Medical   Colleges    225.00 

G-10  Expense  of  Commissioners   600.00 

G-ll  Expense   of  Executive   Committee    500.00 

G-12  Expense  of  Officers  to  National  Meetings   1,500.00 

Total  Miscellaneous  Budget  $  19,470.00 

TOTAL    EXPENSES     $288,778.00 


$     7,560.86 

$ 

(139.14) 

1,434.51 

(265.49) 

261.72 

86.72 

4,317.24 

2,817.24 

7,185.21 

2,185.21 

823.48 

453.48 

564.94 

364.94 

270.84 

45.84 

665.94 

65.94 

29.19 

(470.81) 

543.08 

$ 
$ 

(956.92) 

$  23,657.01 

4,187.01 

$286,178.58 

(2,599.42) 

SUMMARY: 


TOTAL  INCOME      

LESS:  EXPENSES: 

Executive    Budget 

Journal  Burget       

Intra-Functional  Activity   Budget    

Extra-Functional  Activity  Budget    

Public  Relations  Budget      

Annual  Sessions  (113th)  Convention  Budget   

Miscellaneous   Budget    

EXCESS  OF  INCOME  OVER  EXPENSES    

ADD:  Capital  Expenditures  From  Current  Funds   (For  Equipment) 
NET   MARGIN   FROM   OPERATIONS 


$320,169.21 


$136,474.65 
64,671.08 
21,595.62 
8,960.99 
12,311.00 
18,508.23 
23,657.01 


286,178.58 

$  33,990.63 

1,524.71 

$  35,515.34 
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EXHIBIT  "D" 

CASH  RECEIPTS  AND  DISBURSEMENTS 

12  Months  Ended  December  31.  196" 

RECEIPTS: 

CASH  RECEIVED  FROM  REGULAR  OPERATIONS: 

Members'  Dues— Current   and  Prior  Years    $234,962.00 

Medical   Journal   Advertising — Local    9,726.50 

Medical  Journal  Advertising — National    40,919.60 

Sale  of  Exhibit  Space— 1967  Convention    12,050.00 

Sale   of   Exhibit   Space— 1968   Convention    2,010.00 

Medical  Journal  Subscriptions  and  Sales  of  Rosters  and  Value  Scales   4,230.47 

Authors   Contributions   to   Cost   of  Cuts    203.22 

Commission   ( 1% )   For  Collecting  National   Dues    2,401.15 

Unexpected  Revenue      3,150.39 

Reimbursements   for   Items  Paid   by   the  Society    4,797.41 

Miscellaneous     Refunds     642.84 

Proceeds  From  Sale  of  Mutual  Fund  Stock    161,921.92 


TOTAL   CASH   RECEIVED   FROM  REGULAR    OPERATIONS    $477,015.50 

AMERICAN   MEDICAL   ASSOCIATION— REGULAR   DUES   COLLECTED    218,170.00 

COUNTY   DUES   COLLECTED    70,928.50 

AMERICAN  MEDICAL   ASSOCIATION— DUES   PLACED   IN  ESCROW    743.50 

MENTAL  HEALTH   SPECIAL  RESERVE    2,925.00 

INTEREST  EARNED  ON  SAVINGS  ACCOUNT   3,146.92 

MEDICAL  EDUCATION   POLITICAL  ACTION  COMMITTEE    24,785.00 

TOTAL   RECEIPTS                   $797,714.42 

CASH    BALANCES— JANUARY    1,    1966: 

First  Citizens  Bank  &  Trust  Co.,  Raleigh,  N.  C $190,081.89 

Cash  on  Hand   50.00             190,131.89 


TOTAL  TO  ACCOUNT  FOR   $987,846.31 


DISBURSEMENTS: 

DISBURSEMENTS  FOR  CURRENT  OPERATIONS: 

Expenditures — Executive     Budget     $139,253.82 

Less:    Capital    Expenditures — Office    Equipment    818.58  $138,435.24 


Expenditures — Journal     Budget      $  64,459.34 

Less:   Capital   Expenditures — Office  Equipment — 0 —  64,459.34 


Expenditures — Intra-Functional    Activity    Budget     21,261.12 

Expenditures — Extra-Functional   Activity    Budget 9,052.40 

Expenditures — Public    Relations    Budget     $  12,344.50 

Less:    Capital    Expenditures — Office    Equipment    205.90               12,138.60 


Expenditures — Annual    Sessions    ( 113th )    Convention    Budget    19,144.63 

Expenditures — Miscellaneous    Budget    24,767.77 

Refunds  of  Dues  Over  Collected    536.58 

Refunds  of  AMA  Dues  in  Escrow  620.00 

Refunds — Miscellaneous      1,064.40 

Accrued  Payroll   Taxes — 12-31-66    1,816.08 

Accrued  Hospital   Insurance — 12-31-66    80.54 

Prepaid  Supplies       825.72 

Items  Paid  by  the  Society— Billed  to  Others   4,388.29 

Total    $298,590.71 

LESS:  Deductions  From  Wages — Unpaid  at  12-31-67:   Payroll  Taxes    1,981.64 

TOTAL   DISBURSEMENTS— CURRENT  OPERATIONS    $296,609.07 

PAYMENTS  TO  MEDICAL  EDUCATION  POLITICAL  ACTION  COMMITTEE      24,455.00 

PAYMENTS  TO  AMERICAN  MEDICAL  ASSOCIATION— REGULAR   DUES   COLLECTED    217,915.00 

PURCHASE  OF  MEDICAL  HEADQUARTERS  SITE— AT  PERSON  AND  LANE  STREETS, 

RALEIGH,   N.   C 175.000.00 

EXPENDITURES    FOR    CAPITAL   ASSETS    1,024.48 

RESERVE  FOR  MEDICAL  FACILITY    1,798.01 

PAYMENTS  TO  COUNTY  MEDICAL  ASSOCIATIONS— REGULAR  DUES  COLLECTED      64,739.00 

MENTAL    HEALTH    SPECIAL   RESERVE    1.037.30 

TOTAL    DISBURSEMENTS    $782,577.86 

CASH  BALANCES— DECEMBER  31,   1967: 

First  Citizens  Bank  &  Trust  Co.,  Raleigh,  N.  C $205,218.45 

Cash    on    Hand     50.00  205,268.45 


TOTAL  ACCOUNTED  FOR    $987,846.31 


14 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 
SCHEDULE— 1 


CASH  ON  HAND  AND  IN  BANK 
December  31,  1967 

FIRST    CITIZENS    BANK    &    TRUST    COMPANY,    RALEIGH,  N.  C: 

Balance  Per  Bank  Statement   $118,908.93 

ADD:  Deposits  in  Transit  15,960.30 

Total     $134,8G9.23 

LESS:   Outstanding  Checks: 

Number  15072  $  20.00  Number  17185  $      13.00 

15101  25.00  17186  1.91 

15666  160.00  17187  43.26 

16569  60.00  17189  29.00 

16957  40.00  17200  225.10 

16847  280.00  17215  7.00 

16941  293.00  17216  6,175.27 

16959  140.00  17218  2.00 

16984  181.60  17219  125.00 

17063  260.00  17220  1.75 

17072  5.00  17221  111.64 

17137  15.00  17222  1,039.30 

17139  60.00  17223  400.00 

17141  30.00  17224  175.00 

17143  120.00  10,038.83 

BALANCE   PER   BOOKS $124,830.40 

PETTY    CASH    FUND       50.00 

SAVINGS    ACCOUNT    NO.    0861010544— FIRST    CITIZENS    BANK   &   TRUST   COMPANY,   RALEIGH,   N.   C.  80,388.05 

TOTAL  CASH— TO  EXHIBIT  "A"    $205,268.45 


SCHEDULE— 2 

SCHEDULE  OF  CAPITAL  ASSETS 

December  31,  1966 


OFFICE    FURNITURE    AND    FIXTURES: 
EXECUTIVE    OFFICE: 

Wooden    File    Case— Letter    Size    $  21.66 

Typewriter   Desk    25.00 

Steel  Office  Safe                   150.00 

Steel  File  Case— Letter  Size     20.00 

Four  Steel  Card  Files    20.00 

Office    Chair    35.20 

One    Desk          62.55 

Steel  Filing  Cabinet   24.50 

Office  Desk                    47.95 

Letter   File— Two   Drawer    29.46 

Steel  Filing  Cabinet     71.75 

Office    Chairs     40.00 

Office    Desk                                                87.29 

Office    Equipment— Miscellaneous     1,149.39 

One   Telephone   Table — Wooden  15.45 

Two  Pairs  12"  x  38"  C.  S.  Vents  and  Brackets  8.77 

One  Desk  Lamp                                               10.26 

Two  Master  Model  Audiographs  and 

Attachements           725.67 

One  Map  of  Greater  Carolinas     37.50 

Two  Double  Files  3"  x  5"                        11.86 

Three  Pendaflex  Frames   (Installed)    5.57 

Two  Gray  Steel  Cabinets  103.00 

Three  Transfer  Files           11.89 

One  Spec.  B.  Outfit  File      7.25 

Two  Legal  Filing  Cabinets     ....  19.90 

One    Filing    Shelf                                            2.50 

Plywood  Carrying  Case  for  Audiograph     17.00 

Map   Framed            3.61 

Charter    Framed     2.57 

Cash    Box    2.79 

Steel    Desk                                                158.98 

Three  Desk  Trays  With  Stackers     8.57 

Waste    Basket          1.40 

Large    Chair    Mat    9.27 

Glass    Desk    Top        11.68 

Stenograph   and   Tripod                       100.70 

Four  Drawer  Steel  Filing  Cabinet                   78.03 

Four   Pendaflex    Steel   Frames    (Installed)      ...  7.42 


Postal    Scale  

Numbering  Machine 

Filing    Stool        

Bookcase 

Remington  Rand  Electric  Adding  Machine 

Metal    Storage    Cabinet      

Metal  Filing  Cabinet  

Two  Cabinet  Shelves  (Installed)    

Metal   Cash   Box 

Pro  Rata  Share  of  Cost  of  Mimeograph 

Machine  

Typewriter    Table  

Metal  Correspondence  Separator    

Metal  File    and   Sections 

Two    Typewriters — Large    Type    (Bulletin) 

Kardex   File    and   Parts  

Catalogue    Case  

Metal  File  and  Frames 

Secretarial  Foot  Control  

Three    Transfer   Files    

Junior   Pendaflex    File      

Book  Case  Section  

Swivel  Chair  and  Arm  Chair     

Audiograph    Converter     

Pendaflex    File  

Wood  Desk  and  Two  Files 

De  Jur  Camera  With  Flash  Attachment  and 

Case  .  

Audiograph    Machine— Used     

Flight   Bag  

Three   Box    Files        

Portable  Lectern 

Metal  File  

Checkwriter — Paymaster     

Desk    and    Chair  

Supply  Cabinet  Shelves 

Pro  Rata  Share  of  Cost  of  Imeprial  Safe 

ED    "60"    (Kardex) 
Air  Conditioning  Equipment — Office 
Five-Drawer  Letter  File  and  Frames 
Five  Transfer  Files 
Two  Five-Drawer  Filing  Cabinets 
American  Medical  Dictionary 
Two  Plate   Glass  Tops  for  Desks 
Desk,  Swivel  Chair  and  Desk  Set 
Pro  Rata  Share  of  Cost — "/arityper — Used 
Pro  Rata  Share  of  Cost— A.  B.  Dick  Offset 

Duplicator 


6.50 
14.88 
11.23 
63.86 
215.01 
78.28 
92.76 
10.30 

2.32 

337.47 

21.00 

6.18 

68.55 

321.23 
1,842.36 
20.00 
93.07 
25.75 
16.23 
22.87 
26.25 
74.48 
28.84 
5.88 

281.43 

100.44 
300.00 

38.31 
9.42 

29.93 
114.33 
101.48 
268.45 

25.35 

290.00 

1,621.00 

122.78 

20.35 
245.56 

25.00 

20.34 
253.87 

50.00 

1,602.27 


FORWARDED : 
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SCHEDULE  2  CONTINUED: 

Ten    Pronto    Files                                                     ■    ■  46-87 

Two    Four-Drawer   Durable    File    Cabinets  61.70 

One  Kardex  File  Safe  and  Base  593.28 

Pro  Rata  Portion  of  Postage  Mailing   Machine  427.85 

Pro  Rata  Portion  of  Robotyper  360.50 

Pro  Rata  Portion  of  Perforator           121.03 

Pro  Rata  Portion  of  One  Table           18.47 

Pro  Rata  Portion  of  Postal  Scale             12.48 

Stenorette  Machine  No.  215391                            ...  156.06 

Stenorette    Machine    No.    219890  156.06 

Two  Transcribing  Kits  For  Stenorettes  60.08 

Telephone  Adapter  and  Switch  Box             .    .    .  17.66 

Two  Gray  Legal  Desk  Trays                   14.63 

Book   Case   Section   No.   813   Walnut      29.26 

Gray  Table  No.   1808                                              49.59 

Three   Transcribing   Kits   for  Stenorettes  89.75 

Four  Stetho  Clips  for  Stenorettes             12.00 

Documentor    Electric    Typewriter  372.55 

Remington  Electric  Typewriter  No.  E-2289256  360.21 
Pro  Rata  Portion  of  Used  Addressograph 

Machine  No.  312185  With  Work  Table  75.00 

Pro  Rata  Portion  of  Hand  Truck  3.60 
Pro   Rata   Portion   of   Two   Gingher  Valets — 

No  7-6-U  ...  26.59 
Pro   Rata    Portion    of   Remington   Electric 

Typewriter   No.    2129420                 153.83 

Three   Letter  Size   File   Cabinets      103.72 

One— TU-24  Stak  Tube  Roll  File  .  .  40.00 
Pro  Rata  Portion  of  One  No.   11919  Paper 

Cutter                                                                        .    .  10.70 

One— 15  Ft.  x  16  Ft.  Rug  and  Mat       144.82 

Pro  Rata  Portion  of  Five  Tables             27.78 

One— 122H  Steel  Cart  with  3  Shelves      35.76 

One    Brief    Case                                            53.51 

Six  Four-Drawer  Letter  Size  Files         199.31 

One  Documentor  Electric  Typewriter     372.55 

One  Modern  Tub  Chair      31.82 

Two    Bookcases                                   66.64 

One   Electric  Projection   Pointer                 77.15 

Two  Side  Arm  Chairs,  Walnut,  Maroon 

Upholstery  77.62 

Two   Side   Chairs,   Walnut,    Maroon    Upholstery  55.62 

One  Desk  and  Chair                          44.81 

One  Conference  Table— Walnut                 149.81 

One   Executive   Swivel   Chair,   Walnut, 

Maroon    Upholstery                     104.37 

One   Endura  Telephone   Timer      13.11 

One    Walnut    Credenza      125.30 

Carpet               .      .            63.95 

Two  Glass  Desk  Tops       22.45 

One   Book   Case    (Used)                                    15.45 

Pro  Rata  Portion  of  One  Toledo  Postage 

Scale    (Used)                   77.25 

One  3-Section  Book  Case                                  137.61 

Pro  Rata  Portion  of  One  Divisumma  24 

Calculator                           100.00 

Mirror — Secretary's    Office                       1.01 

Portable   Electric   Baseboard   Heater      17.82 

Lamp  for  Conference  Room                                    . .  15.43 

Drapes  and  Rods  for  Conference  Room      114.75 

Walnut  Dictionary  Stand  67.07 

Costumer         12.98 

Four  Side  Chairs  . .  73.05 
Stenorette  Portable   Dictating  Machine   and 

Case  No.   35077  228.11 

Pro  Rata  Portion  of  One  Premier  Ream  Cutter  130.00 

Checkwriter— No.  XL4-076960  .  45.05 
Pro  Rata  Portion  of  One  Flex-O-Build  Desk 

End    File  38.15 

Pro  Rata  Portion  of  No.  1900  Addressograph  200.00 

No.  502  Sort-A-Tray                                            9.95 

Pro  Rata  Portion  of  Walnut  Step  Table     9.25 

Pro  Rata  Portion  of  White  Table  Lamp  4.10 

Pro  Rata  Portion  of  Black  Settee  31.08 

Pro  Rata  Portion  of  Postal  Scale  Rata  Chart  16.13 

Carrying  Case  for  Adding  Machine      18.49 

Electric    Fan              19.45 

No.   412  File  Unit                                        15.72 

Pro  Rata  Portion  of  Verifax  Copier    159.38 

6-Tier    File                                                                 8.72 

Pro  Rata  Portion  of  4-Drawer  Letter  File  130.91 

Pro  Rata  Portion  of  No.  7795  Virco  Desk  16.43 

Pro  Rata  Portion  of  No.  4841  Thomas  Collator  93.00 

File  Cabinet,  4-Drawer  No.  24A       41.95 

Remington  Typewriter  No.  3064244   388.90 

Remington  Typewriter  No.  3521299     388.90 

One  Hand  Truck    13.59 

Steel    Shelving                    123.60 

Walnut  Pamphlet  Rack      7.00 

Plastic  Letter  Tray                              2.17 

Two  Combination  Desk  Top  Files               19.26 

Stenograph  Machine  No.  645223   (Used)      100.00 

One  No.  5F  Cosco  Stenographic  Chair     30.85 

One  No.   1260  Desk— Plastic  Top  177.52 

One  Steno  Chair                                                       . . .  30.85 

One  Scriptor  13"'  Elite  Electric  Typewriter     .  .  311.85 

Remington  Rand  Cabinet  Kardex    586.84 

4  No.  8B51  5-Drawer  Files    401.78 


Electric  Pencil  Sharpener     34  98 

60  x  34  Desk                                        149.25 

Feeder   Unit   for   Addressograph    936.53 

One   KIK   Step   Stool        13.95 

Shelving    Units                                      238.85 

One   Scriptor  Electric  Typewriter    366.17 

Two  5-Drawer  Files— Gray            200.98 

One  Quant  20  Adding  Machine     158.65 

Two  2x4  Tables       28.84 

Storage   Cabinet             83.17 

Verifax  Photo   Copier      296.16 

Walnut   Oil  Table                     108.15 

58"  Desk  Topper  Shelf  Unit  54.75 

IBM  Equipment: 

17  Control  Panels      374.27 

1    Sorter   Rack                               49.70 

5  Sets  Manual  Wire  Complements     177.31 

1    10-Drawer  Card   File      135.96 

1   Control  Panel  Cabinet    71.54 

1   20-Drawer  Card  File        284.96 

1  Control  Panel  Cabinet                 71.54 

Mosler,    Fire-Proof   File — 4    Drawer    319.30 

Cory  Letter  Files  (3)— 5  Drawer  290.95 

Cosco  Secretarial  Chair       30.85 

Combo    Binding    Machine    46.95 

Model  L-H  Letter  Opener                                      . . .  58.71 

No.  3H-V  Combination  Horiz.-Vert.  File   (2)  20.83 

18"  Pendaflexer— 2   Drawer      43.78 

Kruger    Stool                               7.21 

File  Cabinets^!  Drawer   (7)  223.51 

TOTAL  EXECUTIVE  OFFICE      $26,213.55 

PUBLIC   RELATIONS   OFFICE: 

Four  Aluminum  Desk  Trays  with  Supports      $  9.00 

Steel    Costumer    14.20 

Cash    Box        1.50 

Supply  Cabinet     37.00 

Two  Waste   Baskets      7.00 

Metal  Executive  Desk    112.60 

Executive    Chair            48.80 

Two  Side  Arm  Chairs   60.40 

Metal  Secretary  Desk      136.40 

Secretary    Chair     ...      30.20 

Storage  Cabinet    37.00 

Two  Chair  Mats           12.90 

Ringe   Top    Card   File    1.60 

Stapler    4.95 

Punch  3.15 

Metal  Letter  File  with  Lock    61.60 

Storage    Cabinet     37.00 

Royal    Typewriter    133.31 

Two  Electric  Fans           63.29 

Four-Drawer  Metal  File                                        69.49 

Two-Drawer  Metal  File  With  Lock  and  Base  18.36 

Supply    Cabinet      . .                 75.00 

Two  Desk  Trays  and  Stacks     4.64 

Metal  Storage   Cabinet                             57.29 

Pro  Rata  Share  of  Cost  of  Mimeograph 

Machine        .        .                           508.53 

Pendaflex  Frames   (Installed)                   4.64 

Folder  Machine  and  A.  B.  Dick  Stand      397.88 

Used    Elliott    Addressograph    123.83 

Two  Telephone  List  Finders      6.06 

Pendaflex  Frame   (Installed)    4.50 

Used    Projector — Nedco     153.43 

Model  DLS   Screen    32.45 

Record    Player                   101.25 

Microphone   and  Stand         19.40 

Projector   with    Case — Slide    94.47 

Lectern    Mike                                                    56.85 

Display  Equipment— Flip  Chart    31.74 

One   Camera  and   Flash        88.98 

Film  Holders  and  Adapters     19.00 

Metal  File             .                                                     95.79 

Pro  Rata  Share  of  Cost— Varityper— Used  .  .  .  50.00 
Pro  Rata  Share  of  Cost— A.  B.  Dick  Offset 

Duplicator         .                                                         . .  1,602.26 

Pro  Rata   Portion  of  Postage  Mailing  Machine  427.85 

Pro  Rata  Portion  of  Robotyper   360.50 

Pro   Rata  Portion   of  Perforator    121.02 

Pro   Rata   Portion  of  One  Table      17.58 

Pro  Rata  Portion  of  Postal  Scale     12.47 

Stenorette    Machine    No.    205817                       205.06 

Pro  Rata  Portion  of  Used  Addressograph 

Machine  No.  312185  With  Work  Table      75.00 

Pro   Rata   Portion   of  Hand  Truck                 3.13 

Pro  Rata  Portion  of  Two   Gingher  Valets 

No.   7-6-U        ...                                          8.83 

Pro  Rata  Portion  of  One  No.  11919  Paper 

Cutter               10.70 

Pro  Rata  Portion  of  Five  Tables  .  .  27.78 
Two    4-Drawer   Files    Complete   with   Hanger 

Frames      •  •  194.47 

Pro  Rata  Portion  of  One  Toledo  Postage 

Scale     (Used)                                       77.25 

One    Underwood    Scriptor    Electric 

Typewriter— No.    21-8721980       337.64 

FORWARDED : 
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Pro  Rata  Portion  of  One  Divisumma  24 

Calculator      327.79 

Crestline  DeLuxe  Projector           .  79.26 

Pro  Rata  Portion  of  One  Premier  Ream  Cutter  129.47 
Pro  Rata  Portion  of  One  Flex-O-Build 

Desk  End  File  ....  13.00 
Scriptor  Electric  Typewriter  S  No.  8654172  300.00 
Pro  Rata  Portion  of  No.  1900  Addressograph  200.00 
Pro  Rata  Portion  of  Walnut  Step  Table  .  .  9.24 
Pro  Rata  Portion  of  White  Table  Lamp  4.09 
Pro  Rata  Portion  of  Black  Settee  30.67 
Pro  Rata  Portion  of  Postal  Scale  Rate  Chart  16.13 
Pro  Rata  Portion  of  Verifax  Copier  ...  159.38 
Pro  Rata  Portion  of  4-Drawer  Letter  File  .  42.75 
Pro  Rata  Portion  of  No.  7795  Virco  Desk  15.00 
Pro  Rata  Portion  of  No.  4841  Thomas  Collator  60.99 
One  Carri-Voice  with  Microphone  No.  444118 
and  One  Revere  Model  T-3000  Tape  Re- 
corder  No.   3001312        480.00 

Two  8B51  Gray  File  Cabinets     236.66 

One  8B51   Gray  File  Cabinet           100.57 

One   5-Drawer  Gray   File   Cabinet    100.48 

Cosco  Secretarial  Chair     30.90 

Bell  &  Howell  Projector       175.00 

File  Cabinets — 4-Drawer  (2)    63.86 

TOTAL   PUBLIC   RELATIONS   OFFICE  $8,882.26 

JOURNAL    BUSINESS    MANAGER'S    OFFICE: 

Steel  File   and  Frame ¥  88.27 

Pro  Rata  Share  of  Cost  of  Imperial  Safe 

ED    "60"    (Kardex)      170.77 

Book — "Successful  Sales  Promotion"         5.65 

Pro  Rata  Portion  of  Remington  Electric 

Typewriter   No.    2129420        153.83 

Pro  Rata  Portion  of  One  Divisumma  24 

Calculator        200.00 

Pro  Rata  Portion  of  No.  1900  Addressograph  100.00 

Pro  Rata  Portion  of  Verifax  Copier    106.24 

Stenorette  Combination  Unit           105.00 

One  Section  No.  811   Hale   Bookcase    31.52 

File   Cabinets — 4    Drawer    (2)    63.86 

TOTAL   JOURNAL    BUSINESS   MANAGER'S 

OFFICE    1,025.14 

RURAL   HEALTH   AND   MEDICAL   CARE   COMMITTEE: 

Masco    Tape    Recorder    $  159.18 

One    Desk          185.40 

One  Steel  File  and  Trays    121.29 

One    Soundscriber             150.00 

Pro  Rata  Portion  of  Two  Gingher  Valets- 
No.   7-6-U    8.83 

TOTAL    RURAL    HEALTH    AND    MEDICAL 

CARE    COMMITTEE    S  624.70 

ANNUAL    SESSIONS    CONVENTION: 

Portable    Lectern                             $  29.67 

Stenorette  Machine  No.  219618      205.06 

Stenorette   Machine   No.    214740    196.75 

Stenorette  Machine  No.  216837    196.75 

TOTAL    ANNUAL    SESSIONS    CONVENTION        $  628.23 


INTRA-FUNCTIONAL    ACTIVITIES: 

Gray    Secretary's    Desk     $    224.35 

Gray   Secretary's    Chair  36.77 

TOTAL    INTRA-FUNCTIONAL    ACTIVITIES  $    261.12 


TOTAL   OFFICE    FURNITURE    AND    FIXTURES      $37,635.00 


REAL   ESTATE: 

Land — Durham-Raleigh  Highway   (Schedule— 3 1  26,604.55 
Land  and  Houses  (3)  Lane  and  Person  Streets, 

Raleigh— {Schedule — 4)      177,123.01 

OTHER    ASSETS: 

Capital  Stock — State  Medical  Journal  Ad- 
vertising   Bureau,    Inc 200.00 

TOTAL    CAPITAL   ASSETS— TO   EXHIBIT   "A"  $62,914.84 


SCHEDULE— 3 


SCHEDULE  OF  BUILDING  SITE  COSTS 


12  Months  Ended  December  31,   1966 


Options      $      450.00 

Land  Purchase— Durham-Raleigh   Highway      24,650.00 

Legal    Service  126.75 

Survey  and  Map  of  Property     .  .  477.80 

Architect    Service     400.00 

Legal  Fees — Re:Rezoning,  Etc 50o!o0 

TOTAL— TO  SCHEDULE— 2      $26,604.55 


SCHEDULE— 4 

SCHEDULE  OF  BUILDING  SITE  COSTS 
PERSON  AND  LANE  STREETS,   RALEIGH 

12  Months  Ended  December  31,  1967 

Land  Purchase — Person   and   Lane   Streets,   Raleigh 

(Includes  three  Houses)    $175,000.00 

Legal  Services      825.00 

Survey  and  Map  of  Property    — 0 — 

Architect  Service   954.00 

Appraisal    Fees     200.00 

Photos     69.01 

Cleaning   Lot    75.00 

TOTAL— SCHEDULE— 2      $177,123.01 


REPORT  OF  THE  ASSISTANT  EXECUTIVE 
DIRECTOR 

William  N.  Hilliard 

Throughout  the  year  I  have  exerted  my  best  efforts 
toward  whatever  goals  were  set  by  the  Society  through 
its  principal  officers,  Commissioners,  and  Committee 
Chairmen. 

The  advice  and  guidance  of  your  Executive  Director, 
Mr.  James  T.  Barnes,  as  always,  has  been  particularly 
helpful  and  valuable  in  directing  my  individual  efforts 
in  the  proper  direction.  My  particular  thanks  to  him  for 
his  willing  assistance  on  many  occasions. 

The  Committee  on  Public  Relations  should  certainly 
be  recognized  for  its  wise  guidance  in  many  areas  of 
Society  activity.  Dr.  Philip  Naumoff  as  Chairman  of 
the  Committee  on  Public  Relations,  along  with  many 
other  Committee  Chairmen  have  ben  particularly  help- 
ful with  their  assistance. 


evening  January  26,  1968  and  Saturday,  January  27, 
1968  at  the  Carolina   Hotel   in  Pinehurst,   All  reports 

The  staff  of  the  Headquarters  Office  stands  ready 
to  assist  county  medical  societies  wherever  possible, 
but  to  do  so,  we  must  first  know  about  your  needs. 
Many  aids  in  the  form  of  literature,  films,  etc.  are 
available  to  you  on  request,  if  you  but  will  communi- 
cate your  desire  to  the  office. 

The  Society  is  in  the  process  of  producing  a  thirty 
minute  television  program  designed  to  interest  high 
school  and  college  students  in  pursing  a  career  in 
medicine  or  in  the  allied  helath  fields.  The  program 
is  being  produced  as  one  of  a  series  of  six  programs 
in  cooperation  with  the  N.  C.  Association  of  Professions 
and  will  have  been  presented  over  the  University  of 
North  Carolina  Educational  Channel  network  on  April 
11,  1968. 

The  Conference  of  County  Medical  Society  Officers 
and  Committeemen  was  again  sponsored  by  the  Com- 
mittee on  Public  Relations,  held  this  year  on  Friday 
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seem  to  indicate  that  this  annual  conference  con- 
tinues to  be  a  valuable  effort  and  beneficial  service  tj 
the  County  Society  officials  attending.  This  year's  con- 
ference maintained  a  high  standard  of  speaker  par- 
ticipation and  offered  one  new  feature,  that  being  a 
panel  discussion  of  local  society  problems.  A  total  of 
139  persons  attended  the  conference  with  99  of  these 
being  physician  members  of  the  Society.  There  was 
a  slight  increase  in  the  number  of  county  medical  so- 
cieties represented,  however,  the  Committee  on  Pub- 
lic Relations  is  concerned  that  more  counties  are  not 
represented.  A  total  of  46  societies  were  represented. 

A  County  Medical  Society  "Secretary  Check  List"  for 
1968  was  revised  in  cooperation  with  Mr.  Barnes  and 
was  printed  for  distribution  at  the  Conference  of 
County  Medical  Society  Officers  and  Committeemen. 
Copies  were  additionally  mailed  to  any  County  Medical 
Society  Secretaries  not  in  attendance  at  the  Conference. 

Prepartion  and  coordination  of  publicity  efforts  in 
connection  with  the  Annual  Session  of  the  State  Society 
has  been  repeated  during  the  year,  as  well  as  handling 
and  dissemination  of  publicity  and  promotion  of  var- 
ious other  Society  activities  or  meetings  when  they 
were  appropriately  of  interest  to  the  general  public. 
Publicity  for  the  AMA  sponsored  Regional  Conference 
on  Disaster  Medical  Care  held  in  Durham  on  April 
5-6,  1968  were  coordinated. 

An  exhibit  at  the  North  Carolina  State  Fair,  October 
9-14,  1967  was  sponsored  by  the  Committee  on  Public- 
Relations  on  behalf  of  the  Medical  Society  of  the  State 
of  North  Carolina.  The  AMA  exhibit  entitled  "Life 
Begins"  was  featured  and  proved  to  be  one  of  the 
more  popular  exhibits  in  the  building  in  which  it  was 
housed.  In  conjunction  with  the  exhibit,  and  in  co- 
operation with  the  North  Carolina  Association  of 
Medical  Technologists,  a  blood  typing  service  was 
again  offered  whereby  patrons  had  the  opportunity  of 
having  their  blood  type  determined  and  received  a 
pocket  size  identi&cation  card  indicating  the  individ- 
uals blood  type.  The  Fair  exhibit  also  provided  an 
excellent  opportunity  for  the  distribution  of  educational 
literature,  such  as  the  First  Aid  Chart  and  thereby 
reached,  with  health  education  information,  a  cross 
section  of  the  North  Carolina  population  not  contacted 
through  other  methods. 

During  the  September  27  through  October  1,  1967 
Annual  Committee  Conclave  held  at  Mid  Pines  your 
Assistant  Executive  Director  was  assigned  to  the 
Professional  Service  Commission  for  staffing  functions, 
along  with  general  assistance  for  arrangements  of  the 
meeting. 

We  have  also  worked  with  many  different  commit- 
tees of  the  Society  on  various  projects.  The  Committee 
on  Insurance  Industry  for  several  years  has  held  quar- 
terly meetings  with  insurance  industry  representatives 
comprising  the  State  Committee  of  the  Health  In- 
surance Council  for  discussion  and  consideration  of 
items  of  mutual  interest.  A  principle  function  of  the 
joint  undertaking  is  the  Claim  Review  Service 
(C.  R.  S.>.  All  meetings  of  this  joint  effort  have  been 
attended  and  reported  on  in  a  staff  capacity. 


Increasing  interest  in  the  utilization  review  process 
has  been  stimulated  by  the  Medicare  requirements  of 
P.  L.  89-97,  with  the  activities  of  the  State  Society 
Utilization  Committee  being  staffed  in  regard  to  ad- 
ministrative duties. 

North  Carolina  physician  participation  in  two  docu- 
mentary television  programs  produced  by  Airlie  Foun- 
dation was  coordinated  for  the  programs  entitled  "The 
Savage  Cell— Leukemia"  "Beware  The  Wind".  The 
programs  were  shown  over  six  North  Carolina  television 
stations  sponsored  by  Hospital  Care  Association. 

The  Public  Relations  Bulletin  was  edited  and  pub- 
lished on  the  basis  of  ten  issues  during  the  year,  be- 
ing published  monthly  except  for  the  months  of  July 
and  August.  Every  attempt  is  made  to  include  ma- 
terial in  the  Bulletin  which  is  as  up  to  date  as  possible 
maintaining  a  brevity  of  content  and  importance  of 
information  as  a  criteria.  The  volume  of  requests  for 
inclusion  of  material  with  the  Bulletin  seems  to  in- 
dicate that  its  popularity  continues  as  an  effective 
means  of  reaching  the  Medical  Society  membership. 

The  details  of  the  Committee  on  Public  Relations 
support  and  cooperation  with  the  State  High  School 
Science  Fair  program  have  been  worked  out  annually 
whereby  a  representative  of  the  Biological  Science 
Division  of  the  State  High  School  Science  Fair  is  in- 
vited to  display  his  or  her  exhibit  at  the  Annual  Meeting 
of  the  State  Medical  Society.  Criteria  for  selection  of 
the  exhibitor  invited  is  based  on  the  relationship  of  the 
exhibit  to  medicine. 

The  Committee  on  Public  Realtions  continues  its 
support  and  cooperation  with  the  N.  C.  Association  of 
Rescue  Squads  to  the  extent  of  furnishing  trophies  for 
the  First  Aid  Competition,  first,  second  and  third  place 
trophies,  at  the  Annual  Convention  of  the  N.  C.  Asso- 
ciation of  Rescue  Squads.  First  Aid  Competition  is  one 
of  the  feature  portions  of  the  annual  program  of  that 
association. 

The  "Information  Booklet  for  Physicians"  remains 
available  to  County  Medical  Societies  for  presentation 
to  new  members  as  they  join  the  Society,  along  with 
the  Orientation  Information  Kit  for  new  members.  The 
kits  are  distributed  to  new  members  by  the  Head- 
quarters as  their  membership  in  the  State  Society  is 
processed  except  in  cases  where  the  County  Society 
has  already  delivered  the  materials  to  the  new  mem- 
bers at  the  local  level. 

The  two  day  Annual  American  Medical  Association- 
Public  Relations  Institute  was  attended  in  Chicago,  111.. 
August  24-25.  1967.  Attendance  at  this  session,  along 
with  the  on-day  meeting  of  the  American  Association 
of  Medical  Society  Executives  on  August  23,  1967,  of- 
fered an  excellent  opportunity  for  the  exchange  of 
ideas  with  other  persons  employed  in  similar  capacity 
from  other  states.  The  formal  programs  also  provided 
information  of  benefit  for  State  Medical  Society  activi- 
ties. 

Other  out  of  state  meetings  attended  included  the 
AMA  Annual  Meeting  in  Atlantic  City,  N.  J.  during 
the  period  June  17-22,  1967. 

Responsibility  for  the  continuing  "programming"  of 
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the  Headquarters  Office  I.B.M.  punch  card  data  pro- 
cessing equipment  involves  some  time  and  effort 
throughout  the  year.  Increased  familiarity  with  the 
system  of  record  keeping,  it  is  hoped  will  bring  in- 
creased benefit  to  the  Society  in  more  efficient  utiliza- 
tion of  this  equipment. 

In  conclusion,  we  wish  to  emphasize  that  every  ef- 
fort will  be  continued  to  carry  out  the  work  of  the 
Society  as  efficiently  as  possible  toward  whatever 
goals  may  be  set  by  the  appropriate  officials  of  the 
Society. 

Statistical  reference  is  made  to  the  following  tabula- 
tion with  regard  to  the  public  relations  mailings: 

March  1,  1967  to  March  1,  1968 

Mail  received  2,715 

Mail  dispatched    11,905 

News  releases  mailed     3,514 

Films    19 

Educational  pamphlets  &  First  Aid  Charts        . .    2,827 

Public  Relations  Bulletins  39,522 

Exhibits     9 

William  N.  Hilliard 
Assistant  Executive  Director 


REPORT    OF    THE    ASSISTANT    TO    THE 
EXECUTIVE    DIRECTOR 

Under  the  guidance  of  the  Executive  Director  it  has 
been  my  satisfaction  to  become  more  intergrated  into 
responsibilities  of  the  Medical  Society  Headquarters 
office. 

During  the  past  year  it  has  been  my  responsibility 
to  work  together  with  Mr.  Barnes  in  surveying  all 
legislative  bills  introduced  by  the  1967  General  As- 
sembly. A  total  of  over  2,000  bills  were  introduced  and 
of  this  figure  over  260  had  health  or  medical  implica- 
tions. To  secure  these  bills  daily  caused  much  ex- 
posure for  me  in  the  State  House  and  somewhat  allowed 
me  to  understand  the  interworkings  of  health  and 
medical  legislation.  In  connection  with  legislative  ac- 
for  health  oriented  bills  and  recall  that  voluminous 
tivity  I  have  reviewed  the  Congressional  Record  daily 
amounts  were  devoted  to  the  Social  Security  amend- 
ments of  1967.  My  growing  knowledge  in  the  health 
legislative  process  is  certainly  attributable  to  Dr.  E.  T. 
Beddingfield  and  Mr.  Barnes  who  helped  direct  my 
activities  this  past  year. 

It  was  my  responsibility  in  the  area  of  legislation  to 
prepare  with  the  assistance  of  William  N.  Hilliard 
and  James  T.  Barnes  a  legislative  Special  Report  on 
the  S.  S.  amendments  of  1967  which  was  mailed  with 
the  January  P.  R.  Bulletin. 

I  have  staffed  the  committees  of  the  P.  R.  Com- 
mission. Namely  the  Committee  on  Medical-Legal, 
Eye  Care  and  Eye  Bank,  Association  of  Professions, 
Community  Health  'Rural  &  Urban)  and  the  Commit- 
te  on  Disaster  Medical  Care. 

In  October,  I  participated  in  the  Civil  Defense  exer- 
cise   <CDEX— 67  >    which    consisted   of   three    days   of 


intensive    consideration   of    medical    manpower    needs 
in  case  of  a  man  made  disaster. 

In  traveling  2,000  miles  around  the  State  attending 
meetings,  I  have  been  able  to  understand  more  of  the 
interworkings  of  the  Society  at  the  county  and  State 
level.  On  the  national  level,  I  was  privileged  to  at- 
tend the  AMA  Clinical  Meeting  held  this  past  year  in 
Houston,  Texas.  Another  pleasurable  and  informative 
conference  was  again  presented  by  the  U.  S.  Cham- 
ber of  Commerce  in  Washington,  D.  C.  This  was  the 
61th  Association  Public  Affairs  Conference,  and  the 
second  one  that  your  Assistant  to  the  Executive  Direc- 
tor has  attended.  At  this  meeting,  I  was  able  to  meet 
and  renew  aquaintances  with  the  N.  C.  Congressional 
delegation  to  Washington. 

Again  this  year,  I  was  able  to  assist  Dr.  Robert  Mil- 
ler in  the  arrangement  of  Scientific  Exhibits  during 
the  Annual  Meeting  of  the  Medical  Society. 

Again  this  year,  I  was  able  to  assist  Dr.  Robert 
Miller  in  the  arrangement  of  Scientific  Exhibits 
during  the  Annual  Meeting  of  the  Medical  Society. 

Again  this  year,  I  have  participated  voluntarily  in 
the  MEDPAC  activities  and  I  feel  that  note  should 
be  taken  of  the  40%  doctor  participation,  to  date,  that 
should  give  North  Carolina  an  impressive  station  in 
the  nationwide  results. 

With  the  direction  of  Dr.  Kenneth  Cosgrove,  I  aided 
in  the  arrangements  for  a  MEDPAC  Workshop  held 
last  September  in  Greensboro. 

MEDPAC  has  attempted  to  provide  short,  and  in- 
formative topics  of  interest  in  its  MEDPAC  Bulle- 
tin, which  has  gone  out  quarterly  to  all  members  of 
the  Society. 

Physician  Placement  has  become  an  area  of  much 
concern  during  the  past  year.  Attempts  have  been 
made  and  will  continue  being  made  to  visualize  the 
corresponding  needs  of  physicians  and  communities 
with  an  effort  to  mesh  these  neds  to  the  benefit  of 
both. 

Report  on  Figures 
Review   of   related    literature— 900  Telephone— 60 

Mail  dispatched   (included   in  Executive  Directors  re- 
port) 

Bryant  D.  Paris 


REPORT   OF   EDUCATION   CONSULTANT 

The  highlight  of  my  work  this  year  has  been  co- 
operating with  the  American  Medical  Association  in 
their  efforts  to  bring  the  20th  National  Rural  Health 
Conference  to  North  Carolina,  March  10  and  11,  1967 
at  the  White  House  Inn,  Charlotte,  N.  C,  Dr.  Bond 
Bible  of  the  AMA  Committee  on  Rural  Health  came 
to  North  Carolina  twice  to  meet  on  plans  and  pub- 
licity for  the  conference  and  many  telephone  calls  in 
addition  to  correspondence  flowed  between  the  State 
Headquarters  Office  in  Raleigh  and  AMA's  Chicago 
office. 

The  Conference  was  held  and  an  attendance  of  500 
persons  was  recorded  as  one  o  fthe  two  best  attended 
National    Rural    Health    Conferences    that    AMA    has 
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held.  Credit  certainly  goes  to  the  people  of  North 
Carolina  who  came  and  made  this  conference  such 
a  success  and  a  special  thanks  goes  to  those  individuals 
and  groups  in  Charlotte  who  turned  out  for  the  con- 
ference, both  medical  health  related  and  rural  groups. 
AMA  would  scarcely  hesitate  to  hold  another  such  na- 
tional meeting  in  this  state. 

In  this  same  area,  the  Committee  on  Community 
Health  I  Rural  and  Urban)  voted  in  September  to  have 
state  regional  rural  health  conferences  over  the  next 
two  years  with  one  in  the  eastern  part  of  the  state 
an  done  in  the  western  sector.  June  6,  1968  has  al- 
ready been  designated  as  the  date  for  the  first  con- 
ference at  Wilson  Memorial  Hospital  in  Wilson,  N.  C. 
Topics  for  the  one-day  meeting  range  from  the  Reg- 
ional Medical  Program,  Problems  of  the  Aging-,  Traf- 
fic Deaths,  Title  XIX  to  Health  Manpower. 

Activities  in  the  Committee  on  Medicine  and  Religion 
have  been  on  an  increase  this  year  with  a  special  em- 
phasis on  what  can  the  State  Committee  do  for  county 
medical  society  committees  on  medicine  and  religion. 
A  half-day  workshop  for  county  society  chairmen  was 
held  January  26,  1968  at  The  Carolina  in  Pinehurst, 
N.  C.  The  Committee  also  voted  to  hold  a  state  meet- 
ing on  Medicine  and  Religion  in  the  fall  of  1968  at 
Gardner  Webb  College.  These  plans  are  in  progress. 

On  assignment,  this  writer  has  also  attended  many 
other  metings  over  the  state  sponsored  by  allied  health 
groups.  It  has  been  observed  through  these  meetings 
that  particular  emphasis  this  year  has  been  put  on 
nutrition  for  teenagers,  graduate  medical  education, 
family  pinning,  home  helth  services  and  comprehensive 
health  planning.  National  meetings  attended  include 
the  AMA  Conference  for  State  Medical  Society  Mental 
Health  Representatives,  Chicago,  Illinois;  the  AMA 
Annual  Meeting,  Atlantic  City,  New  Jersey;  the  11th 
National  Conference  on  Schools  and  Physicians,  Chi- 
cago, Illinois;   and  the  AMA  Clinical,  Houston,  Texas. 

This  writer  has  continued  to  serve  on  the  Board  of 
the  N.  C.  Rural  Safety  Council  and  as  secretary  to 
the  N.  C.  Council  on  Food  and  Nutrition,  Inc.  Both  of 
these  organizations  hold  annual  meetings  each  year. 
It  has  been  a  pleasure  and  privilege  to  be  a  judge 
for  the  Community  and  Area  Development  program. 
This  is  an  excellent  year  round  program  which  the 
Extension  Department  at  N.  C.  State  University  con- 
ducts in  each  county.  Often  health  projects  are  con- 
ducted by  the  communities  in  addition  to  may  other 
community    strengthening   services    and   undertakings. 

Other  committees  of  the  Medical  Society  which  have 
been  assisted  this  year  include  the  Committee  of 
Physicians  on  Nursing,  Committee  on  Child  Health, 
Committee  on  Chronic  Illness,  TB  and  Heart  Disease, 
Committee  on  Family  and  Marriage  Counselling,  Com- 
mittee on  Maternal  Health,  Committee  on  Mental 
Health,  and  the  Committee  on  School  Health.  Under 
the  leadership  of  the  Executive  Director,  Mr.  James 
T.  Barnes,  this  writer  has  continued  to  service  these 
Committees  in  the  conduct  of  correspondence,  arrange- 
ments of  agenda  and  meeting  accommodations,  de- 
velopment of  minutes  and  policy  recommendations  and 


much  of  the  implementation  of  policy  and  programs 
when  finally  determined  and  authorized  by  the  So- 
ciety and  to  carry  out  those  assignments  which  have 
been  delegate  as  a  part  of  the  Education  Consultant 
position.  It  has  been  a  pleasure  to  work  with  those 
chairmen  and  members  of  their  committees  in  the 
execution  of  these  duties. 

Kay  K.  Zeigler 
Education   Consultant 


THE  AUXILIARY  TO  THE  MEDICAL  SOCIETY 
OF  THE  STATE  OF  NORTH  CAROLINA 
ANNUAL  REPORT  OF  THE  PRESIDENT 

1967-68 

It  has  been  an  honor  and  privilege  to  serve  as  Presi- 
dent of  the  Auxiliary  to  the  Medical  Society  for  1967-68. 
All  credit  for  the  good  work  and  accomplishments  go 
to  the  individual  members  who  make  up  this  organi- 
zation. Words  cannot  express  my  gratitude  to  the  Of- 
ficers, Councilors,  Committee  Chairmen  and  County 
Presidents  for  their  cooperation. 

The  theme  for  the  year  was  'Auxiliary  in  Action" 
with  each  Auxiliary  choosing  its  own  plans  for  action 
based  on  community  needs.  Compilation  of  Guide  Posts, 
which  is  the  working  tool  of  all  Officers,  was  com- 
pleted during  the  summer.  This  contains  all  the  in- 
formation and  instructions  of  the  structure  of  the  Auxi- 
liary. Copies  were  given  to  Officers,  State  Chairmen. 
Councilors  and  County  Presidents.  This  year,  for  the 
first  time.  County  Presidents-elect  were  included  since 
it  was  felt  it  would  be  helpful  to  them  in  becoming 
familiar  with  the  state  auxiliary,  as  well  as  preparing 
for  the  coming  year.  Top  Officers  of  the  Medical  So- 
ciety, Woman's  Auxiliary  to  A.M. A.,  and  Headquar- 
ters Staff  in  Raleigh  were  also  given  one. 

On  the  cover  the  format  of  our  quarterly  paper  Tar 
Heel  Tandem  was  used.  It  is  an  auxiliary  member  and 
her  doctor  husband  riding  a  tandem  bicycle  and  sym- 
bolizing teamwork.  Since  this  is  the  new  name  of  our 
paper  and  has  been  published  for  us  through  the  cour- 
tesy of  Hospital  Saving  Association,  the  dedication 
was  "To  the  Birth  of  Tar  Heel  Tandem  and  to  Hospital 
Saving  Association  who  has  made  it  all  possible". 

North  Carolina  has  been  well  represented  at  out  of 
state  meetings.  A  full  quota  of  delegates  and  alternates 
attended  A.M. A.  meeting  in  June  which  was  held  in 
Atlantic  City.  Mrs.  Amos  Johnson  serves  as  a  Director 
on  the  National  Board  and  Mrs.  Leon  Robertson  has 
been  appointed  to  the  post  of  Chairman  of  Safety 
and  Disaster  Preparedness  for  the  Southern  Region. 
The  Fall  Conference  for  State  Presidents  and  Presi- 
dents-elect, which  was  held  in  Chicago  in  October,  was 
attended  by  Mrs.  McCain,  myself  and  Mrs.  Johnson. 

A  Fall  Workshop  is  held  in  October  and  six  chairmen 
from  each  state  are  invited  to  attend.  Those  who 
received  invitations  this  year  in  addition  to  the  Presi- 
dent-elect were  Chairmen  of  AMA-ERF.  Health  Careers, 
International    Health    Activities,    Legislation    and    Tar 
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Heel  Tandem.  We  are  proud  that  all  of  our  chairmen 
were  present  at  this  workshop  which  was  in  Atlanta. 

Our  own  Fall  Board  Meeting  and  Workshop  was  held 
in  Winston-Salem  at  Wake  Forest  University  on  Sep- 
tember 13.  State  Chairmen  explained  the  work  of  their 
committees  and  ideas  of  programs  and  fund  raising 
were  presented  for  County  Auxiliaries.  Mrs.  Virgil 
Forester  of  Oklahoma  City,  A.M. A.  Chairman  of  The 
Volunteer  Friendly  Training  Program,  was  a  guest  and 
explained  this  program  to  us.  Dr.  J.  Ralph  Scales, 
President  of  Wake  Forest  University,  was  the  featured 
luncheon  speaker. 

The  six  chairmen  who  attended  the  workshop  in  At- 
lanta brought  us  the  information  and  knowledge  they 
had  gleaned  in  the  form  of  a  dialogue  at  our  Mid- 
Winter  Conference  in  Pinehurst.  Dr.  Rachel  Meschan  of 
Winston-Salem,  spoke  to  us  on  "The  Teaching  of  Hu- 
man Reproduction  in  Elementary  Schools:  How  County 
Auxiliaries  can  meet  this  need". 

Four  District  meetings  have  been  attended  and  a 
conflict  prevented  my  being  present  at  two.  One  was 
due  to  previous  commitment;  the  other  because  of 
weather,  but  both  were  delegated  to  the  President 
elect.  She  has  been  a  joy  to  work  with  and  has  served 
capably  in  this  capacity  as  well  as  practically  Co-Presi- 
dent. We  have  worked  closely  with  the  Convention  Com- 
mittee in  Moore  County,  whose  most  capable  Chairman 
is  Mrs.  Robert  McMillan.  Robeson  County  is  helping 
with  the  Convention  in  taking  over  the  duties  con- 
nected with  the  President-elect's  luncheon. 

Complete  reports  are  not  in  at  this  time  but  as  of 
February  13,  1968  our  membership  was  2,259;  with  29 
unorganized  counties;  14-  Members-at-larg-e,  and  30 
Life  Members. 

Projects  are  AMA-ERF,  Student  Loan  Fund  and 
Mental  Health  Research  Endowment  Fund.  County 
Auxiliaries  contribute  generously  to  these  in  addition 
to  their  local  projects.  Some  counties  include  those  in 
their  budget  and  in  addition  funds  are  raised  for 
AMA-ERF  by  the  sale  of  notepaper,  Christmas  cards, 
playing  cards,  charms  and  various  other  ways. 

We  have  reached  our  minimum  goal  of  $10,000  for  the 
Mental  Health  Research  Endowment  Fund,  which  was 
started  in  1960,  and  are  heading  for  $20,000  As  of 
February  13,  1968  our  balance  was  $12,117.10. 

We  believe  there  is  still  a  definite  need  for  our  Stu- 
dent Loan  Fund.  We  have  24  outstanding  loans,  4  of 
which  were  made  this  year,  with  two  pending. 

Our  four  Sanatoria  Beds  are  fully  endowed  in  the 
amount  of  $10,000  each  and  the  funds  are  in  four 
Federal  Savings  &  Loan  Associations  over  the  state. 
Accrued  interest  from  these  go  for  the  upkeep  of  the 
beds.  There  is  a  remembrance  schedule  whereby  each 
county  auxiliary  is  assigned  a  particular  month  and 
sends  gifts  to  the  guest  occupying  the  bed. 

During  the  year  a  complete  revision  of  our  By-Laws 
was  completed.  It  seemed  best  to  divide  the  whole 
rather  loosely  knit  things  into  separate  divisions.  The 
Constitution  to  give  us  our  reason  for  being  and  our 
structure;  the  By-Laws  to  give  us  our  operating  rules 
which  will  be  easier  to  revise  or  amend,  if  necessary. 


All  county  auxiliaries  are  active  in  Health  Careers  in 

varied  ways,  and  many  have  scholarship  funds  in  their 
counties  available  for  nurses  and  allied  paramedical 
fields.  Alamance-Caswell's  Health  Fair  was  a  credit 
to  medicine,  as  well  as  their  Antique  Fair,  where  the 
proceeds  go  to  their  local  scholarship  funds.  Various 
counties  work  with  Candy  Stripe  programs. 

Community  Service  is  now  Community  Health  and 
thousands  of  hours  have  been  spent  by  our  members 
in  their  communities  serving  on  Boards,  working  with 
Churches,  P.T.A.'s,  Scouts,  as  well  as  participating  in 
all  community  projects  that  are  health  related.  Many 
work  with  retarded  children.  Robeson  County  dis- 
tributed 7,500  copies  of  "The  Cautious  Twins"  to  all 
children  in  grades  one  through  three  in  their  schools. 
These  booklets  are  for  use  in  combating  the  problem 
of  child  molestation,  and  they  worked  closely  with  the 
P.T.A.  showing  the  film  "Parent  To  Child  About  Sex". 
Doctors'  wives  are  called  upon  to  participate  in  com- 
munity activities  more  than  most  women  and  they 
capably  and  willingly  perform  their  duties. 

Much  time  is  devoted  to  Mental  Health  through  vol- 
untary services  in  local  hospitals,  health  facilities  and 
participation  in  Operation  Santa  Claus.  One  county  spon- 
sors a  course  in  Safety  &  Disaster  Preparedness  and 
many  are  participating  in  International  Health  Activi- 
ties in  various  ways.  Leper  bandages  are  being  knit, 
torn  bandages  prepared,  as  well  as  Johnny  Coats. 
Sample  drugs  are  being  sent  to  hospitals  all  over  the 
world  and  one  county  furnished  a  bush  medical  kit 
for  people  of  Bolivia  in  honor  of  all  physicians  in  their 
county. 

Since  this  is  election  year,  Legislation  has  been  top- 
most in  our  minds  with  many  members  working  on  a 
county  level.  A  program  was  founded  last  year  which 
is  our  Women's  Division  of  the  MEDPAC  program.  This 
is  called  "Partners  in  Politics,"  and  last  year  we  had 
a  total  of  25  members  with  23  of  these  being  "Part- 
ners". A  brochure  was  printed  and  widely  distributed. 
Fourteen  states  have  adopted  the  Partners  in  Politics 
program  in  their  states  with  most  of  them  copying  our 
program  identically  with  the  pin  and  membership 
brochure.  At  the  National  AMPAC  Board  meeting  in 
Chicago,  tribute  was  paid  to  this  program  that  was  ini- 
tiated in  North  Carolina. 

Doctors'  Day  is  observed  by  all  auxiliaries  and 
North  Carolina  won  several  awards  at  Southern  Medical 
Association  last  year.  We  hope  we  can  do  this  again 
this  year.  Governor  Moore  has  again  issued  an  of- 
ficial proclamation  declaring  March  30  as  Doctors'  Day 
in  North  Carolina. 

A  Memorial  Service  will  be  held  during  Convention 
for  those  members  we  have  lost  during  the  year. 

Programs  have  been  varied  and  many  have  used  the 
package  programs  prepared  by  National.  Films  and 
speakers  have  been  widely  used,  and  we  have  been 
fortunate  this  year  to  have  good  news  coverage  with 
the  press.  One  member  has  a  radio  program  and  one 
county  has  fifteen  minutes  on  the  radio  each  Saturday 
morning.  Their  programs  have  been  varied  and  by  the 
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end  of  the  year,  they  hope  to  have  covered  all  aspects 
of  medicine. 

Many  counties  actively  participated  in  programs  in 
the  interest  of  Rural  Health. 

Scrapbooks  are  kept  by  counties  and  send  newspaper 
clippings,  as  well  as  other  valuable  information  to  the 
state  chairman.  Our  state  scrapbook  is  a  good  reference 

Quite  a  few  counties  have  Yearbooks  in  which  they 
list  their  programs  for  the  year,  members,  projects 
and  meetings. 

We  have  two  WA/SAMA  Chapters  I  Bowman  Gray  and 
University  of  N.  C.».  The  presidents  are  invited  to  our 
state  Convention.  These  girls  are  our  future  members 
and  more  interest  and  support  should  be  given  to  them. 
So  far.  we  have  not  been  able  to  get  Duke  interested 
in  organizing  a  chapter. 

We  have  Representatives  to  Other  Organizations, 
which  are  listed  in  Guide  Posts  and  these  Representa- 
tives attend  meetings  of  the  organizations.  We  are  well 
informed  as  to  their  programs  in  addition  to  being  a 
representative   for  medicine. 

The  Auxiliary  is  deeply  grateful  to  the  Medical  So- 
ciety for  the  financial  assistance,  and  without  this  help 
we  could  not  accomplish  so  many  things. 


My  humble  thanks  to  the  President  of  the  Medical 
Society,  who  we  all  love  and  fondly  call  Daddy  Ross; 
to  Dr.  Roscoe  McMillan  and  Dr.  C.  T.  Wilkinson,  Chair- 
men of  the  Advisory  Committee  to  the  Auxiliary,  as 
well  as  all  of  the  members  who  make  up  this  com- 
mittee. They  are  truly  our  friends  and  assist  us  in 
anything  we  call  upon  them  for. 

We  could  not  operate  without  the  help  of  Mr.  Barnes, 
Mr.  Hilliard  and  the  entire  staff  of  the  Headquarters 
office  in  Raleigh.  All  have  been  most  cooperative  and 
for  this  I  am  most  grateful. 

Space  will  not  permit  the  detailed  accomplishments 
of  the  Auxiliary.  This  will  be  in  our  printed  annual 
report  which  will  be  presented  at  Convention  for  your 
records. 

We  feel  that  we  are  a  part  of  the  Medical  Society, 
and  it  is  our  hope  that  the  feeling  is  mutual,  and  that 
all  the  work  accomplished  by  our  group  in  your  in- 
terest has  been  worthwhile.  It  is  our  goal  to  perform 
our  duties  in  such  a  manner  that  will  make  you  proud 
of  us. 

Mrs.  Eugene  C.  Clayton.  President 
Auxiliary  to  the  Medical  Society 
of  the  State  of  North  Carolina 


REPORT  OF  COUNCILORS 


FIRST  MEDICAL  DISTRICT 

The  First  Medical  District  has  had  no  specific  prob- 
lems during  the  past  year.  Medicare  appears  to  be 
working  smoothly  and  earlier  complaints  have  vir- 
tually disappeared. 

Our  post  graduate  courses  were  not  well  attended. 
There  seems  to  be  a  better  spirit  prevailing  than  in  the 
past. 

As  Councilor  I  have  attended  all  Executive  Council 
meetings. 

William  H.  Romm,  M.D.,  Councilor 


SECOND  MEDICAL  DISTRICT 

The  Second  Medical  District  reports  the  death  of 
the  Vice-Councilor  for  the  District,  R.  Vernon  Jeter, 
M.D.,  of  Plymouth.  Dr.  Jeter's  unexpired  term  was 
filled  by  the  Executive  Council  in  session  on  January 
28,  1968,  in  Pinehurst.  Charles  P.  Adams,  M.D.,  of 
Greenville  was  elected  to  this  unexpired  term,  which 
runs  to  1970. 

Ernest  W.  Larkin,  Jr.,  M.D. 

Councilor 


THIRD  DISTRICT 

I  am  glad  to  report  a  happy  harmonious  atmosphere 
prevailed  throughout  the  Third  Medical  District  during 
the  past  year.  I  visited  all  the  component  medical  so- 
cieties during  the  year  and  attempted  to  explain  to 
them  the  problems  that  both  the  State  and  the  Medical 
Society  face  in  implementing  Title  XIX  in  North  Caro- 


lina. Also,  the  impact  that  it  would  have  on  the  in- 
dividual practitioners. 

The  New  Hanover  County  Medical  Society  held  it's 
Annual  Symposium  at  Wrightsville  Beach  in  August 
which  was  very  well  attended.  Membership  of  the 
Third  District  continues  to  grow  steadily  along  with 
the  increasing  population,  as  southeastern  North  Caro- 
lina continues  to  have  an  industrial  awakening.  As 
Councilor,  I  have  attended  all  Executive  Council  Meet- 
ings held  during  the  year. 

Frank  R.  Reynolds,  M.D. 

Councilor 


FOURTH  DISTRICT 

The  Fourth  Medical  District  had  a  very  quiet  and 
uneventful  year.  The  District  Medical  Meetings  have 
shown  gradual  and  steady  improvement  in  regards  to 
attendance  and  interest.  I  know  of  no  happenings  that 
warrant  further  discussion  at  this  time. 

Harry  H.  Weathers,  M.D. 

Councilor 


FIFTH  MEDICAL  DISTRICT 

Judging  from  the  absence  of  major  complaints  or 
other  crises,  the  past  year  has  been  a  relatively  quiet 
one  in  the  Fifth  District. 

The  Annual  Meeting  of  the  Fifth  District  Medical 
Society  was  held  at  the  Country  Club  of  North  Carolina 
at  Pinehurst  on  October  11,  1967.  As  usual  it  was  well 
attended  and  the  scientific  program  sponsored  by  the 
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host,  Richmond  County  Society,  was  both  interesting 
and  informative.  The  topic  of  the  various  papers  pre- 
sented concerned  current  diagnosis  and  management 
of  cardiac  and  vascular  diseases.  In  addition  to  papers 
presented  by  members  of  the  Moore  County  and  Rich- 
mond County  Societies,  there  were  presentations  by 
Dr.  James  A.  Hunter  of  Chicago,  Illinois  and  by  Dr. 
Douglas  Zipes  of  Durham,  North  Carolina.  All  were 
well  received. 

Social  activities  included  golf,  a  cocktail  hour  and 
dinner.  These  were  enjoyed  and  shared  by  the  doctors' 
wives. 

At  the  business  meeting,  presided  over  by  Dr.  Giles 

Cloninger,    the   following   slate   of   officers   were   duly 

elected  and  installed  for  the  ensuing  year.  They  include: 

President:   Roland  Pittman,  M.D.,  I  Robeson  County  I 

President-Elect:  E.  A.  Erwin,  M.D.,  I  Scotland  County) 

Secretary-Treasurer:      Will     Staub,     M.D.,      I  Moore 

County) 

We  are  looking  forward  to  future  well-planned  meet- 
ings of  this  caliber. 

Harry  H.  Summerlin,  M.D. 
Councilor 


SIXTH   MEDICAL   DISTRICT 

Those  North  Carolina  physicians  practicing  in  the 
Sixth  Medical  District  have  again  gone  through  a  busy 
year  of  practice,  teaching,  research,  administration, 
and  related  activities  and  no  major  problems  arising 
in  or  peculiar  to  the  Sixth  Medical  District  have  arisen. 
The  Councilor  has  attended  all  but  one  of  the  meetings 
of  the  Executive  Council  and  the  District  was  repre- 
sented by  its  Vice-Councilor  at  this  meeting.  The  Coun- 
cilor has  assisted  with  those  administrative  matters 
affecting-  the  District  which  have  come  to  the  atten- 
tion of  the  Headquarters  Office  of  the  State  Medical 
Society. 

The  Sixth  District  has  been  represented  at  the  meet- 
ings of  the  North  Carolina  State  Medical  Society  by  an 
active  and  interested  group  of  physicians  representing 
each  of  its  ten  component  counties.  Its  members  look 
forward  to  another  good  year  in  1968-69  with  continuing 
active  participation  in  the  affairs  of  the  Medical  Society 
of  the  State  of  North  Carolina. 

John  Glasson,  M.D.,  Councilor 


SEVENTH  MEDICAL  DISTRICT 

In  accordance  with  provisions  of  the  Constitution  and 
By-Laws  of  this  organization,  the  following  annual  re- 
port is  submitted: 

There  have  been  no  major  problems  and  operations 
of  component  societies  have  apparently  been  re- 
markable. 

Administrative  and  personal  problems  have  been 
adjudicated  by  State  and  County  level  officers  and 
committees.  It  has  been  the  policy  of  this  Councilor  to 


interfere  with  such  techniques  to  a  minimum,  it  being 
apparent  that  some  major  issues  diminish  in  severity 
with  the  passage  of  time  and  cautious  neglect. 

The  Medical  Society  is  growing  to  meet  the  demands 
of  advancing  organized  medicine  and  must  continue 
such  adjustments  in  scope.  Liaison  with  component 
societies  becomes  more  difficult  but  at  the  same  time 
more   important. 

C.  L.  Stuckey,  M.D.,  Councilor 


EIGHTH   DISTRICT 


The  Councilor  has  not  been  called  upon  for  any 
problems  during  the  past  year.  He  has  offered 
his  services  and  advice  to  each  of  the  component 
societies.  One  dispute  involving  hospital  privileges 
is  apparently  being  resolved  locally.  The  Councilor 
has  attended  all  meetings  of  the  Executive  Council. 

Louis   Shaffner,   M.D. 

Councilor 


NINTH  DISTRICT 


As  Councilor  for  the  Ninth  District,  I  wish  to  report 
that  so  far  in  this  year  we  have  had  no  real  problems. 
The  main  problem  that  has  come  up  has  been  with 
concern  for  the  Ninth  District  Medical  Meeting  and 
its  future  portent. 

We  had  a  very  excellent  meeting  of  the  Ninth  Dis- 
trict in  Morganton  this  year,  but  unfortunately  had  no 
representative  from  Lexington  or  Thomasville,  in  spite 
of  phone  calls  to  the  Presidents  concerned  and  he 
assured  me  that  either  he  or  a  representative  of  his 
would  be  present  to  present  a  slate  of  officers  for  the 
coming  year.  It  was  decided  at  this  meeting  in  Mor- 
ganton that  we  would  have  no  further  scheduled  Ninth 
District  Meetings  and  would  leave  it  entirely  up  to 
the  County  Medical  Society  that  came  up  next  for  the 
meeting  to  state  whether  or  not  they  would  have  the 
meeting.  Since  we  had  no  representative  from  the 
Thomasville  group,  we  have  taken  it  for  granted  there 
will  probably  be  no  Ninth  District  Meeting  this  year 
unless  the  next  county  in  line  sees  fit  to  organize  this 
meeting  on  their  own. 

I  submit  this  as  a  report  from  the  Ninth  District 
with  nothing  further  to  add. 

P.   M.   Deaton,  M.D. 
Councilor 


TENTH  MEDICAL   DISTRICT 

There  have  been  no  serious  controversal  problems 
handled  by  or  reported  to  the  Councilor.  A  potentially 
serious  catastrophy  for  the  future  of  Buncombe  County 
hospitals  has  been  avoided.  There  was  bitter  feeling 
due  to  the  conflict  of  future  expansion  plans  of  the 
three  general  hospitals.  Doctors,  hospital  Boards  of 
Directors,  and  the  whole  community  were  all  split  three 
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ways.  With  good  participation  of  local  doctors,  the  three 
hospital  boards  have  firmly  settled  on  a  mutually  satis- 
factory compromise  for  unified  common  fund  drives 
and  goals  for  the  future. 

Your  Councilor  has  devoted  considerable  time  and 
effort  related  to  the  State  of  Franklin  Health  Council. 
The  doctors  within  the  geographic  boundaries  of  the 
seven  Southewestern  counties  of  the  state  have  put  in 
more  time  and  concentrated  effort  in  behalf  of  this  one 
project,  than  on  any  other  medical  activity  except  their 
own  practices.  The  Councilor's  main  function  in  this 
regard  has  been  to  improve  understanding  and  co- 
operation between  the  doctors  of  the  "State  of  Franklin" 


and  the  "State  of  North  Carolina  Medical  Society".  This 
mutually  beneficial  comprehensive  health  movement  is 
motivated  by  the  peoples  of  the  area,  across  county 
lines,  and  not  by  the  Department  of  Health,  Education 
and  Welfare.  The  realization  of  this  very  unique  phe- 
nomenon is  slowly  attracting  great  interest  and  enthu- 
siam  in  every  quarter. 

All  Executive  Council  meetings  have  been  attended. 
There  is  gratifying  participation  by  doctors  in  the 
Tenth  Medical  District  in  the  affairs  of  the  Medical 
Society  of  the  State  of  North  Carolina. 

George  G.  Gilbert,  M.D. 
Councilor 


REPORTS  OF  COMMISSIONS 


ADMINISTRATION    COMMISSION 

The  Administration  Commission  was  composed  of  the 
following  Committees  during  1967-68: 

Finance 

Headquarters  Facility  &  Planning 

Professional  Insurance 

Retirement  Saving  Plan  Committee 

Please  refer  to  the  reports  of  the  individual  chairmen 
of  the  above  committees  for  their  detailed  reports. 

Wayne  J.  Benton,  M.D.,  Chairman 


ADVISORY  &  STUDY  COMMISSION 

This  Commissioner  wishes  to  report  on  the  actions 
of  the  nine  committee's  of  the  Medical  Society  of  the 
State  of  North  Carolina  which  are  included  in  the 
Advisory  and  Study  Commission.  All  of  these  com- 
mittee's have  met  and  have  undertaken  action  to  the 
benefit  of  the  Medical  Society.  All  committee's  met 
during  the  Committee  Conclave  at  Mid-Pines  in  Sep- 
tember. The  reports  of  each  committee  are  worthy 
of  consideration  by  the  members  of  the  Society.  Several 
highlights  deserve  mention  here. 

The  Committee  on  American  Medical  Education  & 
Research  Foundation  has  under  consideration  urging 
the  County  Medical  Societies  to  make  contributions 
to  the  North  Carolina  Medical  Schools  directly.  In  addi- 
tion they  have  continued  their  works  to  promote  more 
interest  in  the  A.M.A.E.R.F. 

The  Anesthesia  Committee  continues  to  review  anes- 
thetic deaths  in  the  state  and  plans  to  publish  a  fol- 
low-up study  in  the  State  Medical  Society  Journal. 

The  Committee  on  Appalachia  has  actively  studied 
two  programs:  the  Regional  Health  Council  of  Eastern 
Appalachia,  Inc.  and  the  State  of  Franklin  Health  Coun- 
cil, Inc.  The  committee  has  recommended  to  the  coun- 
cil putting  all  these  government  programs  under  one 
committee  of  the  State  Medical  Society. 

The  Committee  on  Auxiliary  and  Archives  reviewed 
the  fine  work  done  by  the  Auxiliary  and  was  delighted 
with  the  success  of  its  program.  A  report  was  made 


that  the  Archives  of  the  Medical  Society  was  progres- 
sing satisfactory  and  tha  the  final  dead  line  for  out- 
standing manuscripts  was  forthcoming. 

The  Committee  on  Cancer  has  again  reviewed  the 
discussing  of  the  State  Board  of  Health's  problems 
with  Cytology  Tests.  Definitive  action  was  planned  by 
this  committee.  The  committee  also  approved  the 
changes  presented  by  the  State  Board  of  Health  in  the 
Cancer  Control  Program. 

The  Committee  on  Constitutions  and  By-Laws  con- 
tinues its  efforts  to  up-date  the  constitution  and  by- 
laws and  several  changes  were  made  and  others  pro- 
posed. 

The  Committee  Advisory  to  North  Carolina  Depart- 
ment of  Motor  Vehicles  has  reviewed  and  approved 
proposals  of  the  Governor's  Traffic  Safety  Council 
which  was  to  be  presented  to  the  National  Traffic 
Safety  Council. 

The  Committee  of  Physicians  on  Nursing  have  had 
several  meetings  and  have  made  definitive  action  to 
improve  nursing  education  in  the  state. 

The  Committee  Advisory  to  Student  AMA  Chapters 
in  North  Carolina  have  arranged  for  further  pro- 
grams for  the  1968  annual  meeting  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina. 

This  Commissioner  again  wishes  to  draw  attention 
to  the  interest  of  the  committee  members  and  their 
chairmen  on  behalf  of  the  Medical  Society  of  the  State 
of  North  Carolina. 

Mark  McDonald  Lindsey,  M.D. 
Commissioner 


ANNUAL    CONVENTION    COMMISSION 

The  Annual  Convention  Commission  for  1967-1968  con- 
sisted of  seven  committees.  The  Committee  on  Scien- 
tific Works  under  the  chairmanship  of  Dr.  Warner 
Wells  did  an  outstanding  job  in  arranging  the  programs 
for  the  General  Sessions,  to  be  held  May  12-15,  1968  in 
Pinehurst.  As  in  previous  years,  the  Committee  on 
Audio-Visual      Scientific      Post-Graduate      Instruction, 
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headed  by  Dr.  John  C.  Grier.  Jr.,  arranged  the  audio- 
visual presentations  for  the  Pinehurst  meeting.  The 
Committee  on  Scientific  Exhibits,  headed  by  Dr.  Robert 
E.  Miller,  made  arrangements  for  this  phase  of  the 
program. 

The  Committee  on  Scientific  Awards  under  the 
chairmanship  of  Dr.  Lester  Crowell,  Jr.  and  the  Com- 
mittee on  Credentials  to  the  House  of  Delegates  with 
Dr.  Charles  B.  Wilkerson,  Jr.,  has  functioned 
and  will  continue  to  function  as  in  previous  years. 
The  Committee  on  Necrology,  headed  by  Dr.  Charles 
H.  Pugh,  was  added  to  this  Commission  by  President 
Frank  Jones  in  1966.  This  Committee  arranged  an  ap- 
propriate service  to  be  presented  before  the  House 
of  Delegates  at  Pinehurst  on  May  12,  1968. 

The  final  committee  under  this  commission  is  The 
Committee  on  Arrangements.  The  Secretary  of  the 
Medical  Society,  Dr.  Charles  W.  Styron,  served  as 
Chairman.  There  were  also  two  consultants  appro- 
priate for  the  Pinehurst  meeting  plus  ex  officio  con- 
sultants who  serve  as  chairman  of  the  standing  com- 
mittees stated  above. 

The  Blue  Ribbon  No.  1  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina  was  appointed 
by  President  Frank  W.  Jones  on  February  24,  1967, 
to  "evaluate  the  functions  and  internal  relations  of  the 
Society."  The  Chairman  is  Dr.  Jesse  P.  Chapman, 
Jr.  Meetings  of  the  Committee  were  held  in  April  and 
in  September  of  1967  and  on  January  7,  1968.  From 
time  to  time,  President  Ross,  President-elect  Welton, 
Past  President  Frank  W.  Jones,  Executive  Director 
James  T.  Barnes,  as  well  as  other  members  of  the 
Society  and  its  headquarters  staff  have  met.  An  analy- 
sis was  made  of  the  Annual  Meeting  as  to  location, 
date  and  time  of  meeting.  House  of  Delegates,  exhibits, 
specialty  organization,  and  program.  The  full  report 
is  printed  elsewhere  in  the  compilation.  Much  study 
is  being  given  to  improvements  in  the  Annual  Meeting. 

Paul  F.  Maness,  M.D. 
Commissioner 


PROFESSIONAL   SERVICE    COMMISSION 

This  Commission  is  composed  of  the  following  Com- 
mittees: 

1— Committee  on  Blue  Shield 

2— Hospital  &  Professional  Relations  &  Liaison  to 
N.  C.  Hospital  Association 

3— Committee  to  Work  with  N.  C.  Industrial  Com- 
mission 

4 — Insurance  Industry  Committee 

5— Committee  on  OCHAMPUS  (Office  of  Civilian 
Health  &  Medical  Programs  Uniformed  Serv- 
ices) 

6— Committee  on  Physical  &  Vocational  Rehabilitation 

7— Committee  Advisory  to  N.  C.  Dept.  of  Public  Wel- 
fare 

8— Ad  Hoe  Committee  on  Task  Force  on  Title  XIX 

9— Utilization  Committee 

Individual  Committee  Reports  are  included  in  the 
Compilation  of  Annual  Reports. 


All  Committees  met  atthe  Annual  Conclave  held 
at  Southern  Pines  in  September  of  1967.  Each  Commit- 
tee is  to  be  commended  for  the  diligence  with  which 
it  pursued  its  duties  throughout  the  year.  Some  Com- 
mittees met  at  stated  regular  intervals,  others  only 
when  necessity  required.  All  members  of  the  Medical 
Society  of  the  State  of  North  Carolina  owe  a  deep 
debt  of  gratitude  to  those  Committee  members  who 
have  vigorously  and  conscientiously,  often  at  great 
personal  sacrifice,  worked  to  further  the  goals  of 
the  Society.  Regrettably,  as  Commissioner,  it  is  neces- 
sary to  report  that  there  are  some  members  of  Com- 
mittees who  have  been  inactive  for  various  and  sun- 
dry reasons,  and  I  suggest  that  these  members  be 
replaced. 

Inasmuch  as  there  are  four  Committees  under  this 
Commission,  i.e.  the  Committee  on  Blue  Shield,  the 
Committee  to  Work  with  the  N.  C.  Industrial  Commis- 
sion, the  Insurance  Industry  Committee,  and  the 
Committee  on  OCHAMUS  (OPffice  of  Civilian  Health 
&  Medical  Programs  Uniformed  Services),  each  of 
which  has  as  a  part  of  its  function  a  Review  of 
Claims,  i.e.  Claim  Review  Service,  it  is  recommended 
that  this  subject  be  thoroughly  studied  by  a  separate 
body,  possibly  Blue  Ribbon  No.  1  Committee,  with 
the  idea  of  combining  this  particular  function  into  one 
claim  Review  Service  for  the  Medical  Society  of  the 
State  of  North  Carolina.  Having  observed  these  var- 
ious Committees  in  their  deliberations,  it  is  felt  that 
one  Claim  Review  Service  for  the  Society  might  func- 
tion more  efficiently  and  arrive  at  more  equitable  de- 
cisions. I  feel  this  particularly  important,  as  with 
continued  "third  party  involvement"  with  the  practice 
of  medicine,  and  the  use  of  "usual  customary  and 
reasonable  fees",  one  Claim  Review  Service  would 
lead  to  greater  unity. 

J.  Henry  Cutchin,  Jr.,  M.D.,  Chairman 


PUBLIC   RELATIONS   COMMISSION 

All  Committees  under  the  Public  Relations  Commis- 
sion had  very  well  attended  meetings  at  the  Mid  Pines 
Conclave  in  late  September.  The  reports  of  these  Com- 
mittees were  submitted  to  the  Executive  Council  with 
recommendations  and  these  reports  can  be  found  in 
the  minutes  of  the  Executive  Council  Sessions. 

The  following  Committees  were  active  during  the 
year:  The  Public  Relations  Committee  under  Dr.  Philip 
Naumoff.  Legislative  Committee  under  Dr.  Ed  Bedding- 
field,  Rural  Health  Committee  under  Dr.  Boyette,  As- 
sociation of  Professions  under  Dr.  John  Kernodle,  Medi- 
cal Legal  under  Dr.  Julius  Howell.  Eye  Care  Com- 
mittee under  Dr.  Shahane  Taylor.  Jr.,  and  the  Phar- 
macy Committee  under  Dr.  Dees,  a  Diaseter  Commit- 
tee under  Dr.  Geo.  Watson. 

The  Public  Relations  Committee  planned  and  exe- 
cuted a  most  successful  meeting  of  the  Officers  Con- 
ference in  Pinehurst  on  January  26th  and  27th.  The  120 
registrants  of  this  meeting  learned  much  which  will 
aid  them  in  becoming  better  Society  Officers.  The 
highlight  was  an  addrees  by  representative  Burlson  of 


COMPILATION    OF    ANNUAL    REPORTS 


25 


Texas  and  the  presenct  of  Dr.  F.  J.  L.  Blasingame,  Ex- 
ecutive Vice  President  of  the  AMA  who  lead  the  work- 
ship  on  society  functions. 

The  Legal  Committee  under  Dr.  Jul'us  Howell  was 
most  active  in  working  with  our  legal  colleagues  in 
up-dating  the  inter-professional  codes  and  study  of 
various  plans  for  expediting  the  settlement  of  mal- 
practice claims.  This  Committee  is  still  working  on 
these  plans  and  is  not  yet  ready  to  submit  recom- 
mendations for  action. 

The  Legislative  Committee,  of  course,  continues  to 
work  not  only  to  inform  the  membership  of  legislation 
which  has  been  passed  but  to  influence  legislation  now 
under  consideration  or  about  to  be  proposed. 

The  Commissioner  would  like  to  offer  for  considera- 
tion the  suggestions  that  two  sessions  be  alloted  to  the 
legislative  committee  at  the  Mid  Pines  Conference. 
The  amount  of  material  which  must  be  reviewed  and 
discussed  can  not  be  even  hurriedly  reviewed  in  one 
session. 

The  Commissioner  would  like  to  take  this  opportunity 
of  thanking  each  of  the  Committee  Chairmen  and  the 
members  of  all  Committees  for  the  most  conscientious 


efforts  which  were  expended  in  performing  the  duties 
of  these  various  Committees. 

Marvin  N.   Lymberis,   M.D. 

Chairman 


PUBLIC    SERVICE    COMMISSION 

The  Public  Service  Commission  is  composed  of  the 
following  Committees:  Child  Health,  Chronic  Illness, 
Family  and  Marriage  Counselling,  Maternal  Health, 
Medicine  and  Religion,  Mental  Health,  Occupational 
Health,  School  Health. 

These  Committees  are  all  active  in  their  respective 
areas  and  have  contributed  tremendous  service  to  the 
state  in  the  name  of  the  medical  profession  in  North 
Carolina.  Meetings  have  been  well  attended  and  chair- 
men have  all  rendered  excellent  leadership  to  their 
committees. 

Please  refer  to  the  individual  chairman's  report  for 
complete  information  on  each  committee  and  the 
Commission. 

Thomas  G.  Thurston,  M.D.,  Chairman 


REPORTS  OF  COMMITTEES 


COMMITTEE    ON    AMERICAN    MEDICAL 

ASSOCIATION    EDUCATION    AND    RESEARCH 

FOUNDATION   (AMA-ERF) 

Membership  of  the  Committee  consisted  of: 
William  L.  Fleming,  Chairman    Benjamin  F.  Huntley 


Jack  S.  Billings 
Eben  Alexander,  Jr. 
Bryant  L.  Galusha 
Ralph  B.  Garrison 


William  P.  J.  Peete 
Ralph  S.  Morgan 
A.  J.  Tannenbaum 
Vernon  W.  Taylor 


The  Committee  met  on  September  28,  1967  at  Southern 
Pines  with  Richard  M.  Nelson,  Director  of  Program 
Development  for  the  American  Medical  Association, 
Emory  Hunt  of  the  UNC  School  of  Medicine,  Howard 
Hall  of  the  Bowman  Gray  School  of  Medicine,  Syndam 
Osterhout  of  the  Duke  School  of  Medicien,  Commis- 
sioner Mark  M.  Lindsey  and  staff  members  of  the 
N.   C.  State  Medical  Society. 

Mr.  Richard  M.  Nelson  outlined  the  status  of  the 
five  programs  of  AMA-ERF.  It  was  decided  to  poll 
members  of  the  Committee  in  writing  as  to  whether 
some  suggestions  regarding  the  National  AMA-ERF 
program  might  be  passed  on  through  Mr.  Nelson,  and 
as  to  whether  county  medical  societies  might  be  re- 
quested to  contribute  from  any  available  funds  to 
AMA-ERF. 

The  poll  of  the  Committee  members  was  carried  out 
and  there  was  a  unanimous  vote  that  points  for  con- 
sideration of  changes  in  AMA-ERF  policy  be  passed  on 
to  its  Board.  However,  members  on  a  split  vote  went 
on  record  against  suggesting  AMA-ERF  contributions 
•  if  funds  were  available)  from  county  medical  socie- 
ties. 

Activities  of  the  Committee  have  included: 

1)    Letter   sent   out   to    all   members   of   the    North 


Carolina  Medical  Society  toward  the  end  of  the  year 
suggesting  contributions  to  AMA-ERF. 

2)  Letter  sent  out  to  North  Carolina  physician  grad- 
uates of  out  of  state  medical  schools  suggesting  that 
they  contribute  through  AMA-ERF  with  the  designa- 
tion that  their  gift  go  to  one  or  more  of  the  three 
North  Carolina  medical  schools. 

3)  Letters  were  sent  to  the  three  SAMA  chapters 
connected  with  North  Carolina  medical  schools  suggest- 
ing that  each  chapter  obtain  the  filmstrip  about  AMA- 
ERF  from  State  Society  headquarters  for  showing  at 
a   meeting. 

4)  Finally  on  January  19,  1968  the  Chairman  wrote  to 
Mr.  Richard  Nelson  proposing  informally  through  him 
that  the  Board  of  Directors  of  AMA-ERF  consider  1 1 1 
the  possibility  of  discontinuing  the  use  of  AMA-ERF 
as  an  umbrella  for  multiple  fund  raising  activities  be- 
cause of  the  confusion  this  had  caused  and  '2)  the  pos- 
sibility of  substituting  an  active  campaign  among  phy- 
sicians to  support  the  "medical  school  of  their  choice" 
for  the  present  program  of  acting  as  a  transmittal 
agent  for  some  physician  contributions  to  medical 
schools.  Mr.  Nelson  has  indicated  that  these  items  will 
be  on  the  agenda  of  the  AMA-ERF  Board. 

William  L.   Fleming,  M.D. 
Chairman 


COMMITTEE   ON  ANESTHESIA  STUDY 

The  Committee  on  Anesthesia  Study  met  with  its 
Commissioner  at  Mid  Pines  Club.  Southern  Pines, 
N.  C.  on  September  28,  1967.  The  following  members 
were  present:  Luther  C.  Hollandsworth,  M.D.,  Chair- 
man:  John  R.   Hoskins,  M.D.:   John  C.   Doerr,  M.D.; 
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Will  C.    Sealy,   M.D.;    Heriberto  Ferrarri,   M.D.;    and 
Mark  Lindsay,  M.D.,  Commissioner. 

The  meeting  was  called  to  order  by  the  Chairman 
and  there  was  a  review  of  the  minutes  of  the  1966 
meeting  held  at  the  Mid  Pines  Club,  Southern  Pines, 
N.  C. 

Summaries  of  twenty  nine  cases,  which  had  been 
rendered  anonymous,  were  sent  to  the  Committee  mem- 
bers during  the  preceding  month.  These  were  dis- 
cussed relative  to  the  possible  role  of  anesthesia  in 
the  deaths  of  these  patients.  This  is  the  first  year 
that  such  active  involvement  of  all  Committee  mem- 
bers has  been  sought  and  it  is  the  feeling  of  the  Chair- 
man that  new  interest  in  the  work  of  this  Committee 
can  thus  be  kindled.  It  will  likewise  necessitate  at 
least  one  additional  meeting  of  the  Committee  during 
the  year. 

In  the  period  extending  from  October,  1961  to  Octo- 
ber, 1967,  a  total  of  1020  questionnaires  have  been  sub- 
mitted to  physicians  by  this  Committee.  518  of  these 
have  been  returned  and,  of  this  number,  155  were  con- 
sidered by  the  Committee  to  represent  preventable 
deaths  from  the  standpoint  of  anesthesia.  Preventability 
was  questioned  in  an  additional  48  cases. 

A  discussion  concerning  utilization  of  information 
obtained  in  this  study  followed.  Mention  was  made  of 
monthly  case  presentations  in  the  North  Carolina 
Medical  Journal.  These  had  been  previously  approved 
by  the  editor  of  the  North  Carolina  Medical  Journal, 
prepared  in  an  anonymous  form  and  are  awaiting  the 
tolling  of  the  statute  of  limitations  for  the  state  of  North 
Carolina. 

It  was  pointed  out  that  a  detailed  report  on  the 
resuscitative  efforts  in  this  study  was  presented  to 
the  Section  on  Anesthesia  of  this  Society  May  4,  1965, 
and  subsequently  published  in  the  North  Carolina  Medi- 
cal Journal  January,  1966.  A  consideration  of  the 
causal  factors  in  this  series  was  suggested  as  a  logical 
follow-up  of  the  first  report. 

The  meeting  was  adjourned  by  the  Chairman. 

Luther  C.  Hollandsworth,  M.D.,  Chairman 
Respectfully  submitted. 


COMMITTEE   ON  APPALACHIA 

No  report  received  as  of  4/16/68. 


COMMITTEE   ON  ARRANGEMENTS 

The   Committee    on   Arrangements   met   on   Friday, 
September  9,  1967,  at  9:00  a.m.  at  the  Mid-Pines  Club, 
Southern  Pines,  North  Carolina. 
PRESENT:  Charles  W.  Styron,  M.D.,  Chairman 
Michael  T.   Pishko,  M.D. 
Paul  F.  Maness,  M.D..  Commissioner 
Robert  A.  Ross,  M.D.,  President 
James  T.  Barnes,  Executive  Director 
LaRue  King,  Recorder 
The  following  matters  were  considered: 
1.    Exhibit  space  assignment:   Technical  exhibits  will 
be   placed    in    the    Exhibition    Hall.    Scientific    ex- 
hibits wil  be  in  the  South  Room. 


2.  Russ  Olson  has  been  engaged  as  the  orchestra  for 
1968. 

3.  Dr.  Ross  requested  a  repetition  of  the  1967  ball 
arrangements   including   a   grand   march. 

4.  The  Host  Committee  of  the  county  medical  society 
are  Dr.  William  Hollister,  Chairman  with  Dr.  Hiatt 
and  Dr.  Pishko.  Dr.  Pishko  will  be  responsible  for 
Golf  arrangements.  Announcements  of  plans  for 
the  tournament  will  be  published  in  the  annual  pro- 
gram. 

5.  Mr.  Demont  Roseman  is  to  be  engaged  to  handle 
publicity  for  the  1968  meeting  under  the  similar 
arrangements   of    1967. 

6.  Alumni  Luncheons  are  to  be  arranged  as  usual 
through   contact   with   the   various   chairmen. 

7.  The  Committee  on  Scientific  Works  approved  a 
MEDPAC  Breakfast  for  Tuesday,  May  14.  TJie 
Breakfast  will  end  in  time  for  the  general  sessions. 

8.  The  installation  of  a  telephone  at  the  Registration 
Booth  was  approved  for  the  staff  use  only.  A  black 
board  is  to  be  placed  at  the  Registration  Desk  for 
announcements. 

9.  Mr.  Barnes  was  commissioned  to  discuss  with  Mr. 
Delaney,  Manager  of  The  Carolina  Hotel,  improve- 
ment in  food  facilities  during  the  annual  meeting. 
He  was  also  commissioned  to  arrange  the  annual 
meeting  in  the  earliest  days  of  May  in  the  future 
if  possible. 

10.  Since  there  have  been  requests  for  breakfast  meet- 
ings, the  Committee  on  Arrangements  concluded 
that  assignment  for  breakfast  meetings  should  be 
made  on  a  first  come,  first  serve  basis,  since  there 
is  limitation  to  facilities  for  breakfast  meetings. 

11.  The  Committee  endorsed  Pinehurst  as  the  location 
for  the  annual  meetings  for  1970  and  1971.  At  the 
present  time  the  dates  for  1970  are  May  16-20  and 
for  1971  May  17-21. 

Charles  W.  Styron,  M.D.,  Chairman 


ASSOCIATION   OF   PROFESSIONS 

The  Medical  Society  of  the  State  of  North  Carolina 
has  continued  its  active  participation  in  the  North 
Carolina  Association  of  Professions  this  year.  Com- 
mittee members  have  attended  all  meetings  of  the 
Board  of  Directors  and  the  1967  Annual  Meeting  held 
in  Raleigh  last  April  12th. 

Dr.  John  S.  Rhodes  has  served  on  the  Executive 
Committee  and  given  leadership  to  membership  pro- 
motion of  physicians.  The  increase  in  membership  has 
not  been  as  great  as  desired  among  physicians,  but 
this  effort  will  be  continuous  and  will  gain  in  momen- 
tum during  the  next  few  months. 

One  of  the  major  accomplishments  of  the  Association 
of  Professions  has  been  a  series  of  six  thirty-minute 
television  programs,  prepared  by  each  member  or- 
ganization and  taped  through  the  cooperation  of 
WNCT-TV  studio  in  Raleigh.  Mr.  Richard  F.  Snavely, 
Program  Director  has  assisted  each  group  with  pro- 
duction and  taping. 

The  Medical  Society's  committee  taped  their  program 
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on  March  7th  for  broadcast  on  April  11,  1968.  The 
series  of  broadcasts  began  March  7th  and  continued 
through  April  11th  with  each  program  shown  over 
the  entire  Educational  Television  Network  on  the 
scheduled  Thursday  nights  at  6:30  p.m. 

This  "first"  major  project  undertaken  and  com- 
pleted within  the  year,  1967,  is  an  outstanding  accom- 
plishment for  each  member  professional  organization 
and  for  the  Association.  Each  member  professional 
group  appointed  its  own  sub-committee  to  prepare 
script  and  visuals  and  paid  $350.00  for  the  cost  of  tape 
and  production.  The  tape  belongs  to  the  Association 
of  Professions  and  may  be  used  by  commercial  TV 
stations  upon  request.  The  theme  of  each  taped  pro- 
gram was  "Professional  Careers"  with  the  aim  and 
purpose  being  to  alert  attention  of  high  school  students, 
counselors  and  parents  of  the  training  opportunities 
we  have  in  North  Carolina  for  each  professional  service 
and  the  job  opportunities  awaiting  trained  profes- 
sionals and  technical  assistants.  The  Title  of  the  series 
is  "  YOU  and  TOMORROW".  This  theme  was  followed 
in  planning  the  Annual  Meeting  held  March  20th  at  the 
Jack  Tar  Hotel  in  Durham.  Featured  speaker  was 
William  A.  Friday,  President,  Greater  University  of 
North  Carolina,  Chapel  Hill.  His  topic:  "Opportunities 
for  Higher  Education  Today'. 

In  North  Carolina  we  have  graduate  training  pro- 
grams at  college  and  University  levels  for  every  pro- 
fessional career.  We  do  not  have  a  separate  Veterinary 
Medical  School,  however,  we  do  have  an  exchange  pro- 
gram for  students  to  attend  other  graduate  schools 
with  state  aid  in  financing. 

The  afternoon  panel  gave  emphasis  to  the  Role  of 
the  Counselor  in  helping  students  select  career  train- 
ing opportunities  and  to  provide  information  about  avail- 
able training  programs,  be  they  graduate  professional 
schools  or  technical  training  institutions.  The  Associa- 
tion of  Professions  recognizes  the  need  for  alerting 
interest  of  young  men  and  women  in  high  school  and 
beginning  college — to  make  their  selection  early  for 
a  future  career  and  to  make  the  best  use  of  the  train- 
ing opportunities  available  to  them. 

To  the  physician  members  of  the  Board  of  Directors, 
the  past  year's  program  and  accomplishment  of  the 
state-wide  organization  shows  definite  progress  and 
growth  and  points  to  the  need  for  increased  physician 
membership  and  participation. 

A  second  accomplishment  can  be  cited,  in  that  the 
goal  of  a  500  individual  membership  for  the  Associa- 
tion has  been  reached  in  1967-68.  The  physician  com- 
mittees strongly  urges  the  Medical  Society  of  the 
State  of  North  Carolina  to  continue  its  promotion  of 
individual  membership  in  1968.  Currently  the  Member- 
ship totals  makes  physicians  look  weak— when  our 
potential  membership  is  greater  than  all  others  com- 
bined. Let's  improve  this  record: 

Architects:  59 

Dentists:  103 

Professional  Engineers:   107 

Pharmacists:  117 


Physicians:  73 

Veterinarians:  46 

Special  Report:  The  chairman  of  the  Medical  So- 
ciety's Committee,  John  R.  Kernodle,  M.D.,  was  in- 
vited to  attend  a  national  planning-  conference  in  July, 
1967  in  upper  Michigan  to  formulate  organizational 
plans  for  an  American  Association  of  Professions.  Rep- 
resenting the  North  Carolina  Association  of  Professions, 
Dr.  Kernodle  voiced  the  stated  opinion  of  the  state 
association  in  that  each  State  Association  would  re- 
main automous  in  policy  making  but  that  membership 
and  participation  in  the  American  Association  was 
favorable.  Dr.  Kernodle  was  named  to  one  of  the  or- 
ganizational sub-committees  to  help  guide  the  final 
formation  and  organization  of  a  nation-wide  Associa- 
tion. 

Medicine  has  been  a  leader  in  the  fore-front  in  the 
establishment  of  state  associations  and  as  physician 
members,  we  hope  to  maintain  this  leadership. 

Members  of  the  Medical  Society's  Committe  serving 
as  Board  members  of  the  Association  of  Professions 
for  the  past  year  are: 

John  Carl  Hamrick,  M.D.,  Shelby- 
John  S.  Rhodes,  M.D.,  Raleigh 

John  R.  Kernodle,  M.D.,  Burlington 

George  G.  Gilbert,  M.D.,  Asheville 

Thomas  G.  Thurston,  M.D.,  Salisbury- 
Philip  Naumoff,  M.D.,  Charlotte 

Special  recognition  is  made  to  the  sub-committee 
responsible  for  making  the  television  tape  program: 
These  members  deserve  recognition  by  the  entire 
medical  society  membership. 

David  G.  Welton,  M.D.,  Charlotte,  Chairman 

Philip  Naumoff.  M.D.,  Charlotte 

Robert  A.  Ross,  M.D.,  Chapel  Hill 

W.  P.  Richardson,  M.D.,  Chapel  Hill 

Mr.  Howard  Hall,  Bowman-Gray  School  of  Medicine, 
Winston-Salem 

Mr.  Sam  Agnello,  Duke  Medical  Center.  Durham 

John  R.  Kernodle,  M.D.,  Chairman 


COMMITTEE  ON 
POSTGRADUATE  AUDIO-VISUAL  INSTRUCTION 

The  Committee  on  Postgraduate  Audio-Visual  In- 
struction met  on  September  28,  1967.  at  Mid-Pines 
Hotel.  Southern  Pines,  North  Carolina. 

The  program  for  the  1968  meeting  of  the  State  So- 
ciety in  Pinehurst,  North  Carolina,  May  11-15,  1968. 
was  discussed  and  planned. 

The  final  program  for  the  1968  meeting  is  recorded 
in  the  program  for  the  Annual  Session  and  was  dis- 
tributed with  the  March  issue  of  the  Public  Relations 
Bulletin. 

J.  C.  Grier,  Jr.,  M.D. 
Chairman 


COMMITTEE  ON  AWARDS 

The  Committee  on  Awards  has  chosen  the  following 
presentations   before   the   1967  Annual   Session   of   the 
Society  as  Winners: 
MOORE  COUNTY  AWARD:   "PREMATURE  SEPARA- 
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SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


TION  OF  THE  NORMALLY  IMPLANTED  PLA- 
CENTA" 

Carlyle  Crenshaw,  M.D.,  and  Arthur  Christakos, 
M.D.,  Department  of  Obstetrics  and  Gynecology, 
Duke  University  Medical  Center,  Durham 

WAKE     COUNTY     COOPER    AWARD:     "SEPSIS     IN 
ABORTION" 

Robert  Griffin  Brame,  M.D..  William  Arthur  Nebel, 
M.D.  and  J.  H.  Whiteside,  M.D.,  Department  of  Ob- 
stetrics and  Gynecology,  North  Carolina  Memorial 
Hospital,  Chapel  Hill 

GASTON    COUNTY    AWARD:     "AN    ORAL    ANTI-IN- 
FLAMMATORY   AGENT    FOR    URETERAL    CAL- 
CULI" 
Edwin    Merrill    Tomlin,    M.D.,    and    Vernon    Hinson 

38— REPORTS 
Youngblood,  M.D.,  Concord 

L.  A.  Crowell,  Jr.,  M.D.,  Chairman 


COMMITTEE  ADVISORY  TO  THE  AUXILIARY 

AND 

ARCHIVES   OF   MEDICAL  SOCIETY   HISTORY 

ADVISORY  TO  AUXILIARY 

The  State  Medical  Society  realizes  more  and  more 
each  year  the  programs  laid  down  since  the  inception 
of  the  Auxiliary  have  proven  their  worth  as  an  inte- 
gral and  necessary  part  of  our  work.  This  year  is  no 
exception.  The  President  has  provided  a  program  varied 
enough  that  each  member  can  select  a  portion  that 
specifically  fits  her  capabilities  and  interest. 

The  President's  theme  for  the  year,  "Auxiliary  in 
Action",  has  been  most  appropriate.  Your  Chairman 
has  been  in  frequent  contact  with  the  President  and 
officers  of  the  Auxiliary  throughout  the  year. 

In  addition  to  the  various  projects  being  carried  on 
by  the  Auxiliary,  your  Chairman  is  glad  to  report  that 
a  great  deal  of  emphasis  and  effort  has  been  given  to: 

I  Health  Careers 

II  Community  Service 

III  AMA-ERF 

IV  Student  Loan  Fund 

V  Mental  Health  Research 

VI  Endowment  Fund 

VII  Support  of  our  future  members,  WA-SAMF 

A  unique  venture  sponsored  by  the  town  of  Bailey, 
North  Carolina:  Wilson  County  Medical  Auxiliary  and 
Wilson  County  Medical  Society  is  achieving  a  dis- 
tinction that  can  be  shared  with  only  one  other  town 
in  the  United  States. 

The  achievement  is  the  establishment  of  a  medical 
museum  in  honor  of  the  Country  Doctor  of  years  gone 
by. 

The  Purpose  of  the  Museum 
"We  want  to  memorialize  the  Country  Doctor",  said 
Dr.  Josephine  Newell:  Bailey  physician,  one  of  the 
originators  of  the  museum  idea.  The  Wilson  County 
Medical  Auxiliary  contributed  substantially  to  the 
museum  and  specified,  "This  gift  is  made  in  com- 
memoration of  Doctors  Day  1967." 

ARCHIVES   OF   MEDICAL   SOCIETY   HISTORY 

As  I  have  said  on  numerous  occassions,  "This  is  a 


long  range  project,  however:  we  are,  I  hope  now  'on 
the  home  stretch'.  An  editor  has  been  secured.  She  is 
at  work  with  only  a  handful  of  sub-committee  reports 
to  be  completed. 

The  first  history  of  the  Medical  Society  of  the  State 
of  North  Carolina  will  be  in  the  hands  of  the  publisher 
very  soon. 

Roscoe  D.  MacMillan,  Chairman 
Committee  Advisory  to  the  Auxiliary  and 
Archives  of  Medical  Society  History 


BLUE   RIBBON  COMMITTEE   NO.   1 

The  Blue  Ribbon  Committee  No.  1  Report  was  printed 
in  its  entirety  in  the  March  1968  issue  of  the  North 
Carolina  Medical  Journal. 

Jesse  P.  Chapman,  Jr.,  M.D. 

Chairman 

REPORT    NUMBER    TWO    OF 
BLUE   RIBBON  COMMITTEE   No.   I 

Since  the  last  meeting  of  the  Executive  Council,  the 
Blue  Ribbon  Committee  No.  1  of  the  Medical  Society 
of  the  State  of  North  Carolina  has  met  to  discuss  opera- 
tions of  the  Headquarters  office  of  the  Medical  Society. 

President  Robert  A.  Ross,  President-elect  David  G. 
Welton,  and  Mr.  James  T.  Barnes,  Executive  Director 
of  the  Society  have  been  most  gracious  and  extremely 
helpful  in  contributing  to  our  studies. 

The  last  "in-depth"  study  of  Headquarters  Operations 
was  made  in  1957.  It  was  felt  that  such  a  detailed  study 
every  ten  years  would  not  be  an  extravagant  waste 
of  Medical  Society  funds,  but  would  be  a  very  worth- 
while investment.  The  Committee,  therefore,  recom- 
mends: 

THAT  THE  EXECUTIVE  COUNCIL  BE  REQUEST- 
ED TO  EMPLOY  A  PROFESSIONAL  MANAGEMENT 
CONSULTANT  TO  STUDY  HEADQUARTERS  OP- 
ERATIONS AND  TO  SUBMIT  AN  APPROPRIATE 
REPORT  TO  THE  EXECUTIVE  COUNCIL,  WITH 
COPIES  TO  BE  DISTRIBUTED  TO  THE  BLUE  RIB- 
BON COMMITTEE  NO.  1.  IN  ORDER  THAT  THEY 
MIGHT  INCORPORATE  THE  CONSULTANT'S  FIND- 
INGS IN  THEIR  OWN  STUDY  AND  FINAL  REPORT 
ON  THE  HEADQUARTERS  FACILITIES. 

Jesse  P.  Chapman,  Jr.,  M.D.,  Chairman 


COMMITTEE   ON   BLUE   RIBBONS   NO.   2 

The  following-  statement  is  a  report  of  Blue  Ribbon 
Committee  No.  2,  Long  Range  Planning  for  the  Medical 
Society  of  the  State  of  North  Carolina,  which  is  sub- 
mitted for  addition  to  the  Compilation  of  Annual  Re- 
ports. 

The  Blue  Ribbon  Committee  No.  2  met  in  Mid  Pines, 
North  Carolina,  Wednesday,  September  27,  1967,  at 
8:00  p.m.  The  meeting  was  well  attended,  and  a  num- 
ber of  additional  members  of  the  Society,  and  mem- 
bers of  the  Staff,  including  the  Legal  Counsel,  and  the 
Executive  Director,  were  present.  The  history  of  the 
Committee  was  reviewed,  and  it  was  pointed  out  that 
on  May  20,  1967,  the  Executive  Council  passed  a  mo- 
tion  that    the    Council    authorize    the    formation    of   a 
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Council  on  planning,  to  be  called  Blue  Ribbon  No.  2 
Committee,  with  duties  to  study  and  otherwise  to 
evaluate  the  needs  of  the  Society  in  the  coming  years. 
This  recommendation  was  presented  to  the  House  of 
Delegates  on  May  21,  and  referred  by  the  House  of 
Delegates  to  the  appropriate  Reference  Committee, 
which  in  turn  approved  this  and  submitted  the  follow- 
ing recommendation  to  the  House  of  Delegates:  "That 
the  Council  authorize  the  formation  of  a  Council  on 
Planning  'Blue  Ribbon  No.  2  Committee)  the  duties 
of  such  Council  to  study  and  otherwise  evaluate  the 
needs  of  the  Society  in  the  coming  years,  and  to 
present  to  the  current  administration,  the  Executive 
Council,  and  the  House  of  Delegates,  at  least  one  time 
each  year  the  results  of  their  study  and  their  recom- 
mendations for  action  to  be  taken  and  that  each  year 
the  planning  projection  of  the  previous  year  be  re- 
evaluated and  if  need,  be  updated." 

It  further  recommended  that  this  Planning  Council 
will  be  composed  by  the  last  ten  living  Past  Presi- 
dents, with  the  retiring  Past  President  acting  as  Chair- 
man, and  the  living  Past  President  with  Presidential 
tenure  immediately  preceeding  him,  acting  as  Vice- 
Chairman,  and  with  the  incumbent  President,  Presi- 
dent Elect,  Past  President,  and  the  Constitutional 
Secretary,  as  ex-officio  voting  members.  The  Execu- 
tive Director  shall  be  an  ex-officio  non-voting  member 
of  the  Council  and  he  or  his  designated  Staff  members 
shall  provide  Secretarial  assistance  for  the  Planning 
Council.  They  shall  establish,  in  writing,  subject  to 
change  from  time  to  time,  a  format  for  procedure  and 
they  shall  submit  annually  to  the  Finance  Committee 
a  budgetary  expense  item,  and  it  is  specifically  pro- 
vided that  this  Council  may  recommend  such  Consul- 
tants to  the  Planning  Council  as  they  feel  are  in  the 
best  interest  of  this  Planning  Council. 

The  above  recommendations  were  approved  by  the 
House  of  Delegates  on  Tuesday,  May  23,  1967.  The 
Mid  Pines  meeting  was  the  only  meeting  to  be  held 
by  the  Blue  Ribbon  No.  2  Committee  during  the  cur- 
rent year.  At  this  meeting,  no  specific  action  was 
taken  by  the  Committee  and  no  specific  recommenda- 
tions were  prepared  for  submission  to  the  Council  and 
through  them  to  the  House  of  Delegates.  It  is  note- 
worthy, however,  to  comment  upon  the  rather  extensive 
discussion  which  took  place  regarding  the  responsi- 
bilities of  the  Committee.  It  was  generally  agreed  that 
organized  medicine  must  retain  its  position  of  leader- 
ship, and  this  can  be  done  only  by  long  range  plan- 
ning. It  was  agreed  that  future  Legislation  should  be 
anticipated  by  a  thorough  knowledge  of  problems  which 
confront  the  Nation  as  a  whole,  the  State  and  the 
local  areas.  It  was  further  pointed  out  that  it  was 
quote  important  that  this  Long  Range  Planning  Com- 
mittee keep  itself  informed  as  to  all  matters  affecting 
organized  medicine  and  to  make  a  study  of  the  prob- 
lems. 

The  cost  of  operation  o  fthis  Committee  was  dis- 
cussed. At  first,  a  motion  was  passed  which  requested 
that  funds,  that  is,  $500  to  $1,000  be  made  available  for 
the  expenses  of  the  Committee  be  budgeted.  However, 


it  was  later  decided  that  funds  needed  would  be  re- 
quested from  the  Executive  Council  from  the  Emer- 
gency and  Contingency  Fund.  Some  elaboration  on  the 
activity  of  this  Committee  at  its  original  meeting  has 
been  made  in  order  that  the  membership  of  the  Society 
would  have  an  opportunity  to  know  about  its  purpose, 
functions,  and  scope.  This  is  submitted  for  information. 
George  W.  Paschal,  Jr.,  M.D.,  Chairman 


REPORT  OF  THE  COMMITTEE  ON  BLUE  SHIELD 

1967-1968 

The  Committee  has  held  regularly  scheduled  meet- 
ings each  sixty  days  on  the  fourth  Thursday  of  odd 
numbered  months  with  minor  variations  due  to  weather 
or  unavoidable  conflicts.  We  express  our  appreciation 
to  Dr.  Robert  A.  Ross,  President:  Dr.  David  G.  Welton, 
President-Eelect;  Dr.  Henry  J.  Cutchin,  Jr.,  Commis- 
sioner: and  Mr.  James  T.  Barnes,  Executive  Director; 
for  their  interest  and  support  of  Committee  activities 
and  for  their  attendance  at  many  Blue  Shield  meet- 
ings. The  highlights  of  the  year's  activities  were  as 
follows. 

CONSOLIDATION  OF  THE  CHAPEL  HILL  AND 
DURHAM  BLUE  SHIELD  PLANS— Effective  January 
2,  1968,  merger  of  the  Hospital  Saving  Association  and 
Hospital  Care  Association  was  formally  announced. 
The  new  North  Carolina  Blue  Cross  and  Blue  Shield 
Corporation  is  headed  by  Mr.  J.  A.  McMahon,  Presi- 
dent, and  Mr.  E.  B.  Crawford  and  Mr.  E.  M.  Herndon, 
Senior  Vice  President.  Mr.  K.  G.  Beeston  was  appointed 
Vice  President,  Blue  Shield  Activities;  Mr.  C.  B.  Ses- 
soms.  Vice  President  for  Claims:  and  Mr.  W.  E.  Mer- 
ritt,  Assistant  Vice  President  for  Claims.  These  six 
are  the  officers  with  whom  the  Committee  meets  and 
maintains  principal  contact.  The  consolidation  had 
little  effect  on  function  of  the  Blue  Shield  Committee 
since  it  has  for  the  past  several  years  met  jointly  with 
officials  of  the  two  former  Associations. 

Officers  of  the  new  Corporation  have  advised  this 
Committee  that  entirely  new  benefit  programs  are 
being  developed  and  that  all  coverages  under  the 
former  Associations  will  eventually  be  phased  out. 
The  Corporation  further  advises  plans  to  liberalize 
benefits  for  diagnostic  and  therapeutic  outpatient  serv- 
ices in  physicians'  offices  and  outpatient  departments 
of  hospitals.  The  Corporation  proposes  to  issue  sub- 
scriber contracts  providing  benefits  for  professional 
services  on  the  basis  of  the  procedure  code,  nomencla- 
ture, and  unit  values  of  the  North  Carolina  Relative 
Value  Studies  as  approved  by  the  Medical  Society  of  the 
State  of  North  Carolina.  The  Value  Studies  as  approved 
by  the  Medical  Society  of  the  State  of  North  Carolina. 
The  Corporation  proposes  to  issue  indemity  contracts 
•  credits  toward  usual  charges >  with  graduated  levels 
of  conversion  factors  applied  to  the  NCRVS  schedules 
suitable  to  the  purchaser's  desires  and  ability  to  pay 
coverage.  The  Corporation  also  proposes  to  issue 
coverages  for  professional  services  on  the  basis  of 
percentages  i estimated  70%  to  100%  ^  of  usual,  cus- 
tomary, and  reasonable  charges. 

Blue  Shield  presently  has  two  income  limit  service 
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benefit  programs.  The  older  program  (schedule  "D") 
at  a  $4200  family  income  limit  program  was  with- 
drawn from  new  sales  approximately  two  years  ago 
and  is  being  phased  out  of  existence.  The  High  Op- 
tion (schedule  "M")  $6000  family  income  service  pro- 
gram will  not  be  offered  for  sale  under  the  new  Cor- 
porate set  up  and  will  be  phased  out  of  existence  as 
rapidly  as  possible.  The  Committee  approves  this  ap- 
proach and  recommends  that  service  programs  be 
phased  out  of  existence.  This  approach  will  require 
no  action  on  the  part  of  the  Medical  Society  and  will 
avoid  undue  publicity. 

THE  BLUE  SHIELD  CLAIMS  REVIEW  SUBCOM- 
MITTEE—During  the  past  year,  the  Claims  Review 
Four-Man  Subcommittee  composed  of  Drs.  Crouch, 
Hollandsworth,  Wilson,  and  Bigham  has  met  regularly 
on  the  second  Wednesday  of  each  month  alternately 
in  Durham  and  Chapel  Hill  with  personnel  of  various 
claims  departments.  At  each  meeting  the  Subcommit- 
tee has  made  benefits  allowance  determinations  on 
twenty  to  twenty-&ve  individual  cases  and  in  all 
cases  the  determinations  have  been  accepted  by 
Blue  Shield  without  question.  A  few  unusually  difficult 
cases  or  cases  involving  policy  decision  have  been 
referred  to  the  parent  Committee.  The  work  of  the 
Subcommittee  is  considered  most  effective  and  has 
done  much  to  reduce  agendas  at  full  Committee  meet- 
ings. 

LIAISON  WITH  SPECIALTY  ORGANIZATIONS— At 
various  times  during  the  year  the  Committee  invited 
officers  of  medical  specialty  societies  as  guests  at 
regular  committee  meetings.  During  this  past  year, 
the  Committee  was  pleased  to  have  as  guests  officers 
of  the  North  Carolina  Society  of  Internal  Medicine, 
the  North  Carolina  Chapter  of  the  American  College 
of  Surgeons,  the  North  Carolina  Peditric  Society,  and 
the  North  Carolina  Radiological  Society.  In  addition, 
there  was  a  special  task  force  meeting  between  repre- 
sentatives of  the  Committee  and  four  members  of  the 
North  Carolina  Socity  of  Dermatology  which  led  to  a 
satisfactory  resolution  of  certain  areas  of  difficulty  in 
determining  surgical  allowance  for  dermatological  pro- 
cedures. As  a  result  of  this  meeting,  Blue  Shield 
schedules  were  modified  so  as  to  provide  dermatolog- 
ical benefits  on  a  more  equitable  basis. 

BLUE  SHIELD  NEWSLETTER— The  Committee  ap- 
proved text  and  authorized  distribution  of  two  Blue 
Shield  Newsletters  to  all  North  Carolina  physicians 
which  were  designed  to  provide  helpful  factual  infor- 
mation concerning  Committee  activities,  new  develop- 
ments, claim  form  reporting,  identification  card  cod- 
ing, and  benefit  allowances. 

HOSPITAL  EMPLOYED  PHYSICIANS— During  the 
course  of  the  year,  Blue  Shield  began  to  receive  a  few 
claims  in  the  name  of  hospital-employed  physicians. 
The  problems  engendered  involved  important  prin- 
ciples. Resolution  of  this  matter  required  considerable 
time  and  attention  and  involved  one  joint  meeting  with 
members  and  officials  of  the  North  Carolina  Hospital 
Association  and  officers  of  the  Blue  Cross  and  Blue 
Shield  Plans.  This  matter  was  eventaully  resolved  to 


the  satisfaction  of  the  Committee  and  in  accordance 
with  the  American  Medical  Association's  published 
"Statement  of  Principles."  The  result  was  that  in 
North  Carolina,  Blue  Shield  will  continue  to  make 
payments  directly  to  licensed  physicians  who  per- 
sonally provide  medical  services  and  customarily  bill 
and  charge  patients  in  their  own  right.  No  payments 
are  made  to  physicians  in  training  status.  However, 
Blue  Shield  is  enabled  to  make  payment  for  services 
carried  out  by  a  physician  in  training  upon  receipt  of 
a  billing  from  a  practicing  physician  who  personally 
supervses  care  and  treatment  of  the  patient  and  who 
would  customarily  charge  for  such  supervisory  service. 
It  was  agreed  that  Blue  Shield  could  make  payments 
payable  to  educational  trust  funds  for  care  of  "staff" 
patients  when  requested  to  do  so  by  the  supervising 
physician  after  it  had  been  established  that  such  trust 
fund  was  under  the  control  and  direction  of  the  full- 
time  hospital  staff  physicians  or  faculty  members. 

PODIATRY— The  1967  North  Carolina  State  Legis- 
lature amended  Chapter  57  of  the  General  Statutes 
in  such  manner  that  Blue  Shield  was  obligated  to  pro- 
vide benefits  for  podiatric  services,  provided  the  serv- 
ices are  within  the  scope  of  the  Podiatry  Licensing  Act 
and  otherwise  payable  to  an  M.D.  as  a  covered  bene- 
fit. After  review  of  the  Blue  Shield  Professional  Serv- 
ices Index  Surgery  Schedule,  representatives  of  the 
North  Carolina  Podiatry  Society  selected  ninety-four 
procedures  as  applicable  to  podiatry  practice.  Blue 
Shield  in  an  endeavor  to  develop  podiatry  schedule 
of  benefits  acceptable  to  podiatrists  and  approved  by 
the  Medical  Society  requested  the  Blue  Shield  Com- 
mittee to  review  this  list.  Subsequently,  Dr.  Chalmers 
Carr  and  the  Chairman  in  company  with  Dr.  Ed 
Beddingfield,  Chairman  of  the  Medical  Society  Legis- 
lative Committee,  met  with  five  representatives  of 
the  North  Carolina  Podiatry  Society  and  representa- 
tives of  Blue  Shield.  The  result  was  that  the  Sub- 
committee recommended  to  the  full  Committee  which, 
in  turn,  recommended  to  the  Executive  Council  ap- 
proval of  sixty  of  the  ninety-four  procedures  as  pro- 
cedures customarily  done  on  an  office  basis  which  did 
not  involve  resection  of  bone  or  tendons  or  treatment 
by  the  use  of  systemic  drugs.  Although  this  recom- 
mendation was  approved  by  the  Council,  it  was  re- 
jected by  the  Podiatrists  who  subsequently  received 
a  letter  from  the  North  Carolina  Attorney  General's 
office  ruling  that  the  entire  list  of  innety-four  pro- 
cedures were  proper  and  in  compliance  with  the  sta- 
tutes defining  the  practice  of  podiatry. 

In  view  of  this  the  Committee's  previous  recom- 
mendation to  the  Council  is  of  no  effect  and  the 
Committee  is  no  longer  directly  involved  in  matters 
having  to  do  with  benefits  for  podiatry  services.  We 
assume  that  future  involvement  will  be  the  respon- 
sibility of  other  Committees  and  bodies  of  the  State 
Medical  Society  as  they  may  pursue  the  matter  through 
the  Courts  or  Legislature  to  clarif  yscope  of  services 
and  use  of  drugs  under  the  Podiatry  Licensing  Act. 

NATIONAL  MEETINGS— The  Chairman  attended  the 
annual   National   Blue   Shield   Program   Conference   in 
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Washington,  D.  C.  in  October,  1967  and  found  this  a 
good  way  of  keeping  abreast  of  Blue  Shield  develop- 
ments in  other  areas  and  an  opportunity  to  exchange 
ideas  with  physicians  from  other  states. 

The  AMA  House  of  Delegates  at  its  November  meet- 
ing in  Texas  passed  the  following  resolution— that 
Medical  Officers  and  Medical  Society  Executives  be 
urged  to  participate  in  activities  of  the  respectively 
sponsored  or  approved  Blue  Shield  Plans  to  the  end 
that  all  such  Plans  shall,  in  fact,  be  and  continue  to 
serve  as  economic  arms  of  the  medical  profession  in 
offering  sound  alternatives  to  the  public  in  the  volun- 
tary financing  of  health  care.  At  this  same  meeting, 
the  AMA  established  a  joint  liaison  committee  with 
National  Blue  Shield  for  the  purpose  of  resolving  any 
disagreements  which  may  arise  between  Medical  As- 
sociations and  Blue  Shield  Plans. 

USUAL,  CUSTOMARY,  AND  REASONABLE  CHAR- 
GES—The  trend  nationally  and  in  North  Carolina  is 
toward  payment  of  Blue  Shield  benefits  for  profes- 
sional services  on  the  basis  of  usual,  customary  and 
26— REPORTS 

reasonable  charges.  As  this  payment  basis  accele- 
rates, there  will  be  an  increase  in  the  number  of  cases 
requiring  adjudication.  Therefore,  your  Committee  is 
giving  consideration  to  the  appointment  of  physician 
consultant  panels  on  a  county,  area,  or  regional  basis 
to  whom  the  Committee  can  turn  to  for  advice  based 
on  local  knowledge  of  medical  practice  in  the  area 
in  which  a  claim  question  arises. 

Roy  S.  Bigham,  Jr.,  M.D. 
Chairman 


COMMITTEE  ON  CANCER 

The  Committee  on  Cancer  met  September  29,  1967 
at  Southern  Pines,  N.  C. 

The  State  Board  of  Health  Cytology  Program  was 
discussed  by  Dr.  James  Faulk.  There  has  been  an 
increase  of  ten  percent  over  last  year's  Papanicalaou 
smears  which  now  approaches  120,000  pap  slides  per 
year.  Some  physicians  in  the  state  are  still  sending 
Pap  smears  to  the  State  Board  of  Health  lab  from 
private  patients.  A  letter  was  sent  to  the  presidents 
of  the  county  medical  societies  and  also  published  in 
the  Public  Relations  Bulletin  regarding  the  improper 
use  of  the  facilities  of  the  State  Board  of  Health  for 
Pap  smears  on  private  patients.  This  warning  did  not 
reduce  the  number  of  Pap  slides.  A  special  ad  hoc 
committee  was  formed  with  Dr.  D.  E.  Ward,  Jr.  to 
meet  with  representatives  of  the  State  Board  of  Health, 
the  State  Society  of  Pathologists.  The  Governor's  Com- 
mission to  Study  the  Cause  and  Control  of  Cancer  in 
order  to  discuss  the  possible  action  in  regards  to  the 
Cytology  Program. 

Dr.  Ted  Scurletis  reported  that  the  Cancer  Control 
Program  of  the  State  Board  of  Health  is  now  being 
extended  from  a  previous  nine  month  program  to  a 
twelve  months  program. 

Dr.  M.  J.  Musser,  Director  of  the  Regional  Medical 
Program,  reported  that  approval  wasin  sight  for  the 
"A  Central  Cancer  Registry  for  North  Carolina"  and 


"Cancer    Information    Service    of   the   North    Carolina 
Regional  Medical  Program." 

Dr.  D.  E.  Ward,  Jr.,  President  of  the  Board  of  Trus- 
tees of  the  North  Carolina  Cancer  Institute,  Lumberton, 
N.  C,  reported  that  more  patients  had  been  admitted 
during  the  past  year  than  any  previous  year.  He  stated 
that  there  were  only  two  requirements  for  admission; 
ill  The  patient  must  have  terminal  cancer;  <2>  The 
patient  must  be  authorized  as  indigent  through  the 
county  board  of  health. 

Mrs.  Donald  S.  Stone,  Executive  Director  of  the 
N.  C.  Division  of  the  American  Cancer  Society,  pre- 
sented copies  of  "North  Carolina  History  of  the 
Amberican  Cancer  Society"  by  Mrs.  Gertrude  Jones  to 
each  member  of  the  Cancer  Committe.  North  Caro- 
lina is  the  first  state  in  the  United  States  to  have  a 
history  written. 

D.  E.  Ward,  Jr.,  M.D.,  Chairman 


COMMITTEE   ON  CHILD  HEALTH 
AND  IMMUNIZATIONS 

The  Committee  on  Child  Health  and  Immunizations 
held  its  annual  meeting  September  28,  1967  at  the 
conclave  of  committees  of  the  Medical  Society  of 
the  state  of  North  Carolina  at  the  Mid  Pines  Club, 
Southern  Pines,  North  Carolina. 

The  subject  of  increasing  the  use  of  measles  vaccine 
in  the  child  population  in  North  Carolina  above  one 
year  of  age  was  again  reviewed.  In  early  1967  letters 
were  sent  from  this  committe  to  each  physician  in  the 
state  urging  them  to  stress  to  their  patients  hte  impor- 
tance of  receiving  vaccine  and  urging  county  societies 
to  undertake  either  a  mass  immunization  campaign  or 
educational  publicity  campaign.  Mr.  Henry  Woodard 
of  the  Immunization  Activity  Program  of  the  State 
Boar  dof  Health  reported  that  33  campaigns  had  been 
completed  and  136,000  doses  of  vaccine  given.  Some 
of  the  problems  relating  to  such  campaigns  were  dis- 
cussed. It  was  pointed  out  that  enough  vaccine  was 
available  from  both  public  and  private  sources  to  im- 
munize every  susceptable  child  in  North  Carolina  and 
this  was  not  being  accomplished.  Therefore  the  Child 
Health  Committee  recommended  to  the  Executive 
Council  that  they  encourage  all  physicians  through 
their  county  medical  societies  to  accept  the  respon- 
sibility that  every  susceptible  child  be  immunized  by 
encouraging  the  use  of  measles  vaccine  in  their  own 
office,  in  health  departments,  and  public  clinics. 

Dr.  Ted  Scurletis  reported  on  the  Post  Neonatal 
Death  Study  project  which  this  committee  previously 
endorsed. 

Richard  S.  Kellv.  Jr.,  M.D..  Chairman 


COMMITTEE    ON    CHRONIC    ILLNESS 

The  Committee  on  Chronic  Illness  has  had  only  one 
formal  meeting  during  the  present  year,  however,  the 
various  members  and  the  Chairman  have  been  quite 
busy  with  Medical  Society  activities.  The  formal  meet- 
ing was  held  at  the  time  of  the  Committee  Conclave  at 
the  Mid  Pines  Club,  September  28,  1967.  The  meeting 
was  devoted  to  a  consideration  of  the  various  Health 


32 


SUPPLEMENT  TO  THE  N.   C.  MEDICAL  JOURNAL 


Council  programs  developing,  particularly  in  western 
North  Carolina,  including  reports  from  several  visits 
to  the  State  of  Franklin  Health  Council  and  to  the 
Multi-County  Health  Council  centered  at  Spruce  Pines. 
The  Committee  is  impressed  with  the  dedication,  sin- 
cerity, and  goals  of  the  participating  groups  but  is 
acutely  aware  of  the  indication  of  need  for  guidance 
in  the  area  of  organized  medicine.  The  Committee 
urges  that  the  Medical  Society  and  its  individual  mem- 
bers participate  actively  in  these  programs  to  the  end 
that  the  primary  goal  of  better  health  care  for  the 
citizens  of  North  Carolina  may  be  attained. 

Discussions  were  held  in  the  area  of  Tuberculosis 
with  approval  of  a  survey  treatment  plan  for  posi- 
tive tuberculin  reactors  as  proposed  by  Dr.  Roy  V. 
Berry,  Chief,  Tuberculosis  Section,  N.  C.  State  Board 
of  Health.  A  position  paper  was  recommended  and 
subsequently  adopted  by  the  Executive  Council. 

In  this  area  also,  Dr.  C.  E.  Buckley,  III,  Duke  Uni- 
versity Medical  Center,  reported  on  the  need  for 
audio  visual  training  devices  for  patient  instruction 
in  selected  physicians'  offices.  A  pilot  study  was  given 
the  Committee's  blessing. 

The  Committee  continues  to  be  interested  in  the 
adoption  of  the  unified  physical  examination  form  for 
repetitive  physical  examinations  of  school  children, 
campers,  Boy  Scouts,  etc.  It  is  hoped  that  the  Execu- 
tive Council  and  the  House  of  Delegates  will  adopt 
this  form  at  the  time  of  the  annual  meeting  in  May 
1968. 

The  perennial  problem  of  discharge/referral  informa- 
tion for  nursing  homes  and  similar  institutions  was 
again  discussed  and  approval  of  a  proposed  form  from 
the  State  Board  of  Health,  Personal  Health  Division, 
was  again  requested  of  the  Executive  Council.  Copies 
of  this  form  with  explanatory  cover  letter  were  to  be 
provided  by  the  State  Board  of  Health  for  inclusion 
in  an  early  mailing  of  the  PR  Bulletin. 

Recommendations  were  made  by  the  Committee  to 
regional  and  state  T.  B.  Associations  as  to  how  best 
to  utilize  their  time  in  support  of  our  goal  of  better 
health  for  all  our  citizens.  This  proposal  was  made  at 
the  request  of  the  officials  of  the  state  T.  B.  Association 
and  was  of  an  informal  nature.  Other  items  of  im- 
portance were  considered  and  some  recommendations 
made  particularly  in  the  area  of  health  screening  pro- 
grams and  in  the  area  of  Medicare's  implementation 
in  our  state. 

As  mentioned  above,  the  various  members  of  the 
Committee  have  been  quite  busy  attending  medical 
meetings  of  interest  in  the  area  of  chronic  disease. 

In  addition  to  this,  the  Chairman  attended  the  meet- 
ing of  the  National  Social  Welfare  Assembly  in  New 
York  in  early  December  and  a  Workshop  Conference 
on  Health  Care  for  the  Poor  in  mid  December  in  Chi- 
cago. Individual  coordination  has  been  carried  out  also 
with  the  Regional  Medical  Program,  with  the  new 
Comprehensive  Health  Planning  Committee  and  with 
the  Title  XIX  Task  Force  of  the  State  Medical  Society. 

Further  meetings  of  the  Committee  are  planned  for 


the  near  future  when   developments   in   the   state  to- 
ward the  implementation  of  Title  XIX  so  warrant. 

D.  A.  McLaurin,  M.D. 

Chairman 


COMMITTEE  ON  COMMUNITY  HEALTH 
(Rural  &  Urban) 

Much  of  the  Committee's  efforts  in  the  area  of  rural 
safety  are  channeled  through  the  organization,  the 
N.  C.  Rural  Safety  Council  in  order  to  avoid  duplica- 
tion. An  awards  program  for  Home  and  Farm  Safety 
recognizes  individuals  and  groups  who  have  made  out- 
standing contributions  in  safety.  The  awards  are  made 
at  the  annual  conference  and  consists  of  plaques  and 
certificatees. 

Has  cooperated  with  the  Pesticide  Education  Team 
in  North  Carolina,  Extension  Service,  in  the  sponsoring 
and  distribution  of  the  American  Druggist  Chart  on 
Counter  Doses  for  poisons. 

The  Committee  wiil  sponsor  one  of  two  regional  con- 
ferences in  the  state  to  be  held  in  the  next  two  years. 
Topics  to  be  discussed  at  the  conference  include  com- 
prehensive health  planning.  Regional  Medical  Program. 
Title  XIX,  problems  of  the  aging,  traffic  deaths,  and 
health  manpower.  The  20th  National  Rural  Health  Con- 
ference sponsored  by  the  American  Medical  Association 
was  held  in  Charlotte.  N.  C,  March  10  and  11,  1967  with 
particular  support  of  the  Committee  and  the  Society. 

North  Carolina  has  a  strong  4-H  program  through 
Extension  Service  and  this  past  year  scored  two  na- 
tional winners  for  achievement  in  4-H  Club  Health  ac- 
tivities. The  Medical  Society  sponsors  the  trip  annually 
for  one  of  the  two  state  4-H  King  and  Queen  of  Health 
to  this  national  competition  in  Chicago.  A  subscription 
to  Today's  Health  is  awarded  to  the  high  school  library 
of  each  county  4-H  King  and  Queen  and  each  county 
winner  is  also  presented  a  certificate  of  their  recog- 
nition from  the  County  Society  Rural  Health  Chairman. 

The  Committee  continues  liaison  with  the  N.  C. 
Farm  Bureau,  N.  C.  Grange,  Extension  Service  and 
other  allied  health  groups  and  organizations.  The  June 
1967  issue  of  the  N.  C.  Farm  Bureau  News  carried  a 
lead  article  "A  Country  Doctor  and  His  People"  by 
Clay  Williams.  Editor. 

Seeing  the  need  of  emergency  medical  care,  the  Com- 
mittee urged  county  medical  Society  rural  Health  chair- 
men to  contact  industries  in  their  area  to  send  some 
of  their  people  to  take  the  American  National  Red 
Cross  first  aid  instructor's  course  at  the  National 
Aquatic  and  Small  Craft  School.  In  discussing  this 
with  the  Red  Cross  people  in  the  state  it  was  their 
feeling  that  one  of  the  biggest  needs  was  for  instruc- 
tors qualified  to  teach  first  aid. 

The  Chairman  of  the  Committee  and  other  members 
of  the  Medical  Society  appeared  before  the  State  Legis- 
lative Research  Commission  on  behalf  of  obtaining  more 
family  practitioners  and  comments  on  the  general 
shortage  of  physicians  in  North  Carolina. 

Edward  L.  Boyette,  M.D.,  Chairman 
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COMMITTEE  ON  CONSTITUTION  AND  BY-LAWS 

The  House  of  Delegates  in  1967  considered  several 
changes  in  methods  of  election  of  officers  and  an- 
nouncement of  nominees  for  various  commissions  and 
boards.  These  are  to  be  voted  upon  at  the  1968  meeting 
and  have  been  published  in  detail  in  the  February, 
1968  issue  of  the  Journal. 

Three  other  proposals  have  been  considered  by  the 
Committee  with  the  following  recommendations: 

It  is  suggested  that  no  limit  be  placed  on  the  tenure 
of  members  to  the  Board  of  Trustees  of  the  North 
Carolina  Blue  Cross  and  Blue  Shield,  Inc.  The  pro- 
posed changes  in  the  duties  of  the  Nominating  Com- 
mittee which  will  be  voted  on  this  year  will,  if  passed, 
tend  to  encourage  the  Nominating  Committee  to  select 
nominees  for  this  and  other  boards  in  a  manner  which 
will  best  serve  the  interests  of  the  Society. 

The  proposal  to  have  the  member  of  the  Nominating 
Committee  from  a  district  selected  by  the  District 
Society  was  felt  to  be  unnecessary.  Since  the  Nominat- 
ing Committee  is  selected  by  The  House  of  Delegates 
i By-Law  Chapter  V,  Section  ID,  the  Committee  felt  that 
if  accepted  parliamentary  procedures  were  followed 
nominees  would  be  suggested  on  the  foor  of  the  House. 
Any  delegate  could,  therefore,  nominate  any  member 
from  his  district  to  the  Nominating  Committee  and 
make  comments  as  to  his  support  from  that  district. 

Because  of  confusion  in  interpreting  the  constitution 
in  the  matter  of  changing  the  constitution,  the  com- 
mittee will  offer  an  amendment  to  the  effect  that 
any  proposed  change  in  the  constitution  on  first 
presentation  to  the  House  will  require  acceptance  for 
consideration  by  a  majority  vote  of  the  House  before 
it  may  be  considered  for  final  passage  by  two-thirds 
majority  vote  the  following  year. 

Louis  Shaffner,  M.D. 
Chairman 


COMMITTEE  ON  CREDENTIALS 

The  first  session  of  the  House  of  Delegates  of  the 
Medical  Society  of  North  Carolina  met  at  the  Cardinal 
Ballroom  at  2:00  P.M.  on  May  21,  1967. 

The  meeting  was  called  to  order  by  the  Speaker  of 
the  House,  Dr.  Donald  B.  Koonce.  137  delegates  and 
11  delegates-at-large  were  certified  by  the  Credentials 
Committee. 

A  total  of  148  voting  delegates  was  more  than  a 
quorum  and  the  meeting  began  on  schedule. 

Charles  B.  Wilkerson,  Jr.,  M.D.,  Chairman 


COMMITTEE    ON    DISASTER   MEDICAL   CARE 

There  has  been  an  increase  in  interest  and  activity 
in  this  Committee  during  the  past  year.  Impetus  was 
added  by  th  broadening  coverage  to  include  the  field 
of  Emergency  Medical  Service.  The  initial  meeting 
of  a  new  American  Medical  Association  Committee  in 
this  field  was  held  in  the  spring  of  1967  prompted  by 
the  national  concern  because  of  deaths  due  to  high- 
way accidents,  cardiovascular  accidents,  poisonings, 
and  asphyxiations. 

During  the  fall  conclave  at  Mid  Pines,  this  extension 


of  interest  was  discussed.  Dr.  George  Paschal,  now 
Chairman  of  the  AMA  Committee  on  Disaster  Medi- 
cal Care,  discussed  this  new  trend  at  a  national  level. 
Rather  than  form  a  new  State  Committee,  it  was 
thought  advisable  to  broaden  the  powers  of  the  present 
Committee  since  this  seemed  to  be  the  national  trend. 
Then,  lacking  coverage  in  tow  impotrant  aspects,  two 
new  members  were  added:  Dr.  Michel  Bourgeois- 
Gavardin  from  Durham  and  Dr.  Dewey  Dorsett  of 
Charlotte.  These  two  doctors  with  their  specialties  of 
anesthesiology  and  cardiology  to  give  better  coverage 
in  the  broader  field  of  Emergency  Medical  Care. 

At  the  fall  conclave  Mr.  Roddy  A.  Brandes  of  Char- 
lotte, President  of  the  American  Ambulance  Service, 
talked  on  the  importance  of  Ambulance  Service. 
Licensing  of  ambulances  and  training  of  par  medical 
personnel  were  discussed  in  detail.  As  a  result,  the 
first  of  two  resolutions  was  adopted:  'Motion  by  Dr. 
Meredith ) 

Whereas,  the  implementation  of  Chapter  343  of  the 
Session  Laws  of  1967  passed  by  the  General  Assembly 
is  eminent,  and  because  that  law  will  require  train- 
ing and  probable  certification  of  para-medical  per- 
sonnel who  have  the  responsibility  for  the  care  of  the 
sick  and  injured  prior  to  their  arrival  at  institutional 
facilities, 

And  whereas,  the  State  Board  of  Health  has  been 
designated  to  implement  this  law  and  since  some 
mechanism  must  be  established  on  a  state  wide  level 
to  train  such  para-medical  personnel  at  a  local  level, 

Be  it  RESOLVED,  that  the  Medical  Society  of  the 
State  of  North  Carolina  recommend  to  the  State  Board 
of  Health  that  members  of  the  County  Medical  So- 
cieties be  solicited  for  advice  in  the  training  and  cer- 
tification of  such  personnel,  possibly  through  their 
Committee  on  Disaster  Medical  Care,  and  suggest 
where  convenient,  and  possible,  training  be  through 
the  auspices  of  the  community  colleges  according  to 
curriculum  which  is  available  to  them  from  the  De- 
partment of  Community  Colleges  in  Raleigh,  with  a 
faculty  from  the  County  Medical  Societies. 

In  connection  with  the  discussion  on  ambulance 
services  and  highway  safety  problems,  the  following 
motion  was  made  by  Dr.   Robert  Miller: 

The  Committee  on  Disaster  Medical  Care  recom- 
mends to  the  Executive  Council  that  the  entire  State 
Society  meeting  (hopefully  1969)  be  devoted  to  the 
business  of  Emergency  Medical  Care  and  Highway 
Safety  and  its  allied  fields. 

Drs.  Wells,  Meredith  and  Bourgeois  discussed  at 
length  the  Highway  Safety  Act  of  1966.  Dr.  James  F. 
Newsome  of  the  Committee  Advisory  to  N.  C.  Depart- 
ment of  Motor  Vehicles,  spoke  of  his  interest  in  this 
matter  and  the  above  second  resolution  was  passed. 

Members  of  the  Committee  participated  in  the  Na- 
tional Civil  Defense  Exercise  held  in  the  fall.  At  this 
time  the  need  for  closer  liaison  with  other  branches 
of  the  health  services  became  evident. 

The  Chairman  attended  the  fall  meeting  of  the 
American  Medical  Association  in  Miami  Beach  and 
Dr.  Frank  Clippinger  was  a  speaker.  In  April  of  this 
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year,   the  National  Meeting,   under  the  Chairmanship 
of  Dr.  George  Paschal,  will  be  held  in  Durham. 

George  A.  Watson,  M.D.,  Chairman 


COMMITTEE   ON   SCIENTIFIC   EXHIBITS 

The  Scientific  Exhibits  Committee  met  at  Mid  Pines 
in  the  Fall  and  set  up  the  proper  people  to  monitor  the 
exhibits  around  the  country  at  the  various  medical 
meetings. 

A  number  of  exhibits  have  been  selected  for  the  Stale 
Medical  Society  meeting  in  Pinehurst  for  1968. 

It  was  a  suggestion  of  the  committee  chairman  that 
the  committee  chairman  authorize  the  Executive  Of- 
fice of  the  State  Medical  Society  to  automatically  write 
and  request  showing  of  those  exhibits  they  have  moni- 
tored at  the  national  meetings.  In  this  way  we  would 
at  least  have  our  name  on  the  list  for  reservations  of 
these  exhibits,  although  we  may  not  affirmatively 
choose  them.  This  would  allow  these  invitations  to 
exhibit  to  go  out  shortly  after  the  national  meetings, 
and  also  correct  any  delinquency  on  the  part  of  the 
Chairman  and  members  of  the  committee  in  requesting 
the  showing  of  exhibits  in  time  that  they  might  have 
priority  for  our  State  Medical  Meeting. 

The  pros  and  cons  of  the  value  of  the  scientific  ex- 
hibits have  again  been  debated  this  year  and  it  has 
been  decided  to  continue  them  for  the  present. 

Robert   E.    Miller,   M.D. 
Chairman 


COMMITTEE  ON  EYE  CARE  AND  EYE  BANK 

The  Committee  on  Eye  Care  and  Eye  Bank  held  its 
only  meeting  of  the  year  in  September,  1967,  during 
the  Committee  Conclave. 

The  North  Carolina  Eye  Bank  has  continued  to  grow 
under  the  capable  leadership  of  Mrs.  Helen  Morrill. 
During  the  past  year  instruction  sheets  have  been  made 
available  to  physicians  in  those  parts  of  North  Carolina 
who  wish  to  send  donor  eyes  to  the  Eye  Bank,  and 
who  do  not  have  the  services  of  an  Ophthalmologist. 
The  procedure  for  surgical  removal  and  preparation 
of  these  eyes  was  unfamiliar  to  many  physicians  inter- 
ested in  sending  material  to  the  Eye  Bank. 

The  Committee  again  went  on  record  as  endorsing 
the  "usual  and  customary  fee"  schedule  suggested  by 
President  Ross.  The  problem  of  Blind  Commission 
fees  was  discussed,  and  it  was  felt  that  the  usual 
fee  schedule  should  apply  in  billing  to  this  agency  in 
spite  ol  the  shortage  of  funds  to  pay  such  fees.  The 
data  obtained  could  be  used  for  budget  planning  in 
the  future. 

The  relationship  of  Opthalmology  and  Optometry  was 
again  discussed  at  length,  and  the  Committee  restated 
its  opposition  to  the  practice  of  medicine  by  optome- 
trists, but  agreed  that  the  Committee  has  no  opposi- 
tion to  the  practice  of  optometry  as  defined  by  the 
North  Carolina  statutes  governing  that  profession.  This 
constituted  an  endorsement  of  the  AMA  position  on 
that  subject. 

The  need  for  closer  liaison  with  the  three  teaching 
departments  of   ophthalmology   in   the   state   was   dis- 


cussed. There  was  some  feeling  that  a  Faculty  Member 
from  one  of  the  Universities  might  be  invited  to  fu- 
ture meetings  to  represent  the  special  problems  of 
these  departments  to  this  Committee. 

In  an  attempt  to  represent  the  ophthalmologists  of  the 
state  at  the  Committee  proceedings,  a  letter  was  mailed 
to  all  practicing  ophthalmologists  in  North  Carolina 
in  early  June.  This  letter  invited  a  frank  discussion  of 
problems,  and  called  for  suggestions  for  the  committee 
agenda.  More  than  half  of  the  letters  were  answered 
either  by  return  mail,  phone  call,  or  personal  visit. 
There  had  apparently  been  some  confusion  about  the 
exact  function  of  the  Committee,  and  this  was  made 
clear  where  necessary.  We  feel  there  has  been  a  closer 
feeling  of  cooperation  and  interest  as  a  result  of  this 
exchange  of  ideas  and  comments.  Many  of  the  prob- 
lems discussed  in  these  letters  are  under  continuing 
study  by  Committee  members. 

Shahane  R.  Taylor,  Jr.,  M.D.,  Chairman 


COMMITTEE  ON  FAMILY  AND  MARRIAGE 
COUNSELING 

The  Committee  on  Family  and  Marriage  Counseling 
met  in  Southern  Pines  and  at  that  time  it  was  hoped 
that  a  part  on  the  program  for  the  State  Medical  So- 
ciety Meeting  in  May,  1968  would  be  available  to  this 
Committee  for  obtaining  speakers.  Unfortunately,  there 
was  no  space  for  such  speakers  at  this  May,  1968 
meeting.  The  Committee  also  reported  progress  on  the 
proposal  to  the  State  Government  for  the  setting  up 
of  the  Governor's  Commission  on  Population  and  the 
Family.  It  is  well  on  its  way  at  this  time,  and  would 
not  require  further  action  by  the  Committee.  Dr. 
Rachel  Davis,  a  member  of  the  Committee,  is  on  this 
Commission. 

Dr.  Mary  Anne  Breslin  was  appointed  a  committee  to 
discuss  with  Dr.  Oscar  Sapp  of  the  University  of  North 
Carolina  the  possibilities  of  providing  at  least  one  pro- 
gram in  the  series  on  closed  circuit  television  through- 
out the  State,  using  a  topic  somewhere  in  the  general 
area  of  Family  and  Marriage  Counseling.  She  was  also 
to  look  up  the  possibilities  of  setting  up  a  speaker's 
bureau  to  make  speakers  available  to  the  County  Medi- 
cal Societies  throughout  the  State. 

Eugene  B.  Linton,  M.D.,  Chairman 


FINANCE    COMMITTEE 

The  Finance  Committee  has  functioned  for  the  past 
year  as  prescribed  in  the  By-Laws.  It  has  prepared  the 
budget  for  1968  and  presented  it  to  the  council  for 
approval. 

The  Committee  has  considered  the  salaries  of  the 
Headquarter's  Staff  and  has  attempted  to  deal  fairly 
and  adequately  with  each  member  of  the  staff  with 
the  objective  of  keeping  them  satisfied  and  the  So- 
ciety solvent. 

We  believe  the  morale  of  the  Headquarter's  Staff  is 
good,  that  it  is  working  efficiently,  and  that  the  Society 
is  getting  a  good  return  for  the  monies  spent. 

The  Committee  has  also  supervised  the  investments 
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of  surplus  funds  and  approved  the  changes  in  invest- 
ments made  in  the  past  year. 

Wayne  J.  Benton,  M.D.,  Chairman 


COMMITTEE  ON 
HEADQUARTERS    FACILITIES    AND    PLANNING 

The  society  has  purchased  the  committee-recom- 
mended piece  of  property  on  Person  and  Lane  Streets 
consisting  of  45,818  square  feet  for  the  purpose  of  build- 
ing a  headquarters  facility.  Drs.  Paschal  and  Kernodle 
have  reported  on-site  inspections  of  the  Pennsylvania 
and  Florida  facilities.  A  feasibility  study  by  Mr.  Ford 
Worthy  was  presented  to  the  Executive  Council  in 
January.  His  recomendation  that  a  0,000  foot  building 
be  planned  with  short  term  leases  to  allied  organiza- 
tions and  to  other  organizations  for  future  enlargement 
of  the  society's  space  was  accepted.  Council  agreed  to 
employ  3Mr.  Worthy  as  a  development  consultant  and 
to  have  him  investigate  purchase  of  adjacent  lots. 

A.  Hewitt  Rose,  M.D.,  Chairman 


COMMITTEE    ON    HOSPITAL   AND 
PROFESSIONAL   RELATIONS 

This  committee  met  at  the  annual  Medical  Society 
Committee  Conclave  in  Southern  Pines,  N.  C.  Septem- 
ber 28,  1967. 

Matters  referred  to  the  committee  have  been  handled 
to  the  satisfaction  of  physician  and  the  Medical  So- 
ciety. 

The  committee  has  made  an  effort  to  implement 
AMA  resolution  No.  94  by  providing  information  and 
data  to  physicians  regarding  physician  membership 
on  Hospital  Boards  of  Trustees.  A  report  of  the  re- 
sponse to  a  questionnaire  to  N.  C.  hospital  chief's  of 
staff  was  submitted  to  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  N.  C.  in  January  1968. 

A  questionnaire  was  sent  to  County  Society  presidents 
in  an  effort  to  obtain  information  on  contract  practice 
of  medicine  in  N.  C.  The  purpose  of  this  inquiry  was 
to  obtain  data  that  might  be  useful  to  physicians  con- 
templating contract  practice.  It  was  also  felt  the 
Medical  Society  needed  to  be  better  informed  regard- 
ing contract  practice  in  N.  C.  A  report  of  this  survey 
was  presented  to  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  N.  C.  in  January  1968. 
Jack  W.  Wilkerson,  M.D.,  Chairman 


COMMITTEE   TO  WORK  WITH   N.   C. 
INDUSTRIAL   COMMISSION 

During  the  summer  of  1967  the  long-  efforts  of  this 
committee  were  successful  in  the  distribution  of  the 
new  fee  schedule  by  the  North  Carolina  Industrial 
Commission.  This  new  schedule  indicated  a  greater 
adoption  of  the  relative  value  principle  than  had 
previously  been  the  case  by  the  Industrial  Commission. 
For  a  number  of  items  there  were  fee  increases  which 
were  not  in  all  instances  what  the  committee  would 
consider  usual  and  customary. 

The  committee  met  in  the  Fall  at  Pinehurst  and  with 
the  support  of  the  Executive  Council  rejected  the  new 
fee   schedule    in   principle   as    being   inadequate.    The 


position  of  the  committee  remains  one  of  opposition 
to  any  fee  schedule  at  all  and  favors  usual  and  cus- 
tomary charges.  However,  the  Industrial  Commission 
has  shown  no  willingness  to  do  without  a  fee  schedule. 

Our  committee  has  been  of  the  opinion  that  the  In- 
dustrial Commission  operates  with  a  "horse-and- 
buggy"  approach.  We  have  attempted  to  alleviate  this 
situation  through  meetings  with  the  Commission  and 
also  by  contacting  the  Governor  of  North  Carolina. 
In  December  of  1967  a  delegation  visited  Governor 
Moore  to  plead  our  case.  We  received  a  very  sympa- 
thetic hearing  but  to  date  no  action  has  been  forth- 
coming. The  members  of  the  Society  are  urged  to 
utilize  their  contacts  with  those  in  governmental 
authority,  from  the  governor  on  down,  to  bring  about 
an  improved  situation  as  regards  the  Industrial  Com- 
mission. The  governor  has  the  authority  to  designate 
a  new  chairman  at  any  time. 

Our  negotiations  with  the  Industrial  Commission  have 
been  time-consuming  and  frustrating,  as  is  often  the 
case  wit  hgovernmental  agencies.  The  members  of  the 
Society  are  urged  to  remain  patient,  and  the  commit- 
tee will  continue  to  do  everything  possible  to  bring 
about  a  more  satisfactory  situation  with  the  Industrial 
Commission. 

J.  S.  Mitchener,  Jr.,  M.D.,  Chairman 


INSURANCE    INDUSTRY    COMMITTEE 

The  Insurance  Committee  of  the  Medical  Society 
has  continued  to  meet  quarterly  with  representatives 
of  the  Insurance  Industry.  The  claims  review  service 
has  continued  to  function  well  and  decisions  have 
been  made  on  all  cases  submitted  as  of  this  date.  It 
has  been  exceptionally  helpful  to  have  representatives 
of  different  specialties  serve  on  the  committee.  This 
has  been  most  beneficial  to  arriving  at  our  decisions. 

The  majority  of  cases  submitted  have  been  sub- 
mitted by  the  Insurance  industry,  and  we  feel  that 
the  Medical  Society  members  are  not  taking  full  ad- 
vantage of  this  committee  when  problems  regarding 
insurance  arise. 

We  are  pleased  at  the  expeditious  way  in  which  Pilot 
Life  is  handling  Part  B  of  Medicare  and  wish  to  re- 
port to  the  Society  that  problems  in  that  area  have 
been  minimal. 

I  wish  to  personally  thank  all  the  members  for  their 
cooperation  and  excellent  attendance  at  meetings.  I 
feel  that  this  committee  continues  to  serve  a  useful 
purpose  and  that  the  better  understanding  of  the  mu- 
tual problems  of  medicine  and  insurance  has  come 
about  as  a  result  of  our  committee's  existence. 

Jack  E.  Mohr.  M.D..  Chairman 


COMMITTEE  ON  PROFESSIONAL  INSURANCE 

The  Committee  on  Professional  Insurance  meets  on 
an  average  of  four  times  a  year. 

The  Committee  reviews  proposed  contracts  dealing 
with  health  and  accident  insurance  and  passes  on 
recommendations  to  the  executive  council.  We  have  so 
far  been  fortunate  to  have  Dr.  Wayne  J.  Benton,  Chair- 
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man  of  the  Commission,  to  attend  the  majority  of  our 
meetings. 

A  close  liaison  between  the  committee  and  members 
of  the  St.  Paul  Insurance  Company  had  led  to  a  mini- 
mum of  friction  in  the  area  of  malpractice  insurance 
and  claims.  We  believe  that  our  present  relatively  good 
standing  in  the  matter  of  malpractice  insurance  costs 
is  due  to  this  liaison. 

John  C.  Burwell,  Jr.,  M.D. 

Chairman 


COMMITTEE    ON    LEGISLATION 

Since  the  submission  of  our  last  annual  report  to 
the  House  of  Delegates,  the  Activities  of  the  Com- 
mittee have  included  the  busier  portion  of  the  1967 
General  Assembly,  and  an  almost  continuous  session 
of  the  90th  Congress. 

STATE  LEGISLATION:  In  addition  to  the  items 
reported  one  year  ago,  at  which  time  the  General  As- 
sembly was  in  session,  the  1967  General  Assembly 
made  additional  significant  changes  in  state  policy  in 
several  areas  relating  to  health.  Among  these  were 
the  granting  of  new  authority  at  both  the  state  and 
local  levels  for  coping  with  the  ambulance  service 
problem;  establishment  of  a  new  agency  to  deal  with 
air  and  water  pollution  (which  was  amended  through 
our  efforts  to  include  medical  representation  on  the 
policy-making  board);  appropriation  of  grant-in-aid 
funds  for  diploma  schools  of  nursing  (a  measure  spon- 
sored by  the  Society);  recognition  of  the  deplorable 
conditions  of  many  of  our  local  jails  and  initiation  of 
a  new  program  for  their  improvement  including  the 
opportunity  for  local  medical  society  involvement  in 
establishing  an  adequate  medical  coverage  program  for 
jails;  regulation  of  LSD;  abolishment  of  charitable 
immunity  for  community  hospitals;  licensing  of  prac- 
ticing psychologists  (this  bill  was  amended  to  meet 
the  previously  stated  objections  of  the  Medical  So- 
ciety); institution  of  a  new  statewide  system  for  post- 
mortem medicolegal  examinations  requiring  a  medical 
examiner  in  every  county  (a  measure  long  supported 
by  medicine);  and  the  placement  of  new  emphasis  on 
the  treatment  (as  opposed  to  the  punishment)  of  alco- 
holics, respect  for  epileptics,  and  care  of  the  mentally 
retarded.  After  a  long,  and  sometimes  rather  bitter 
legislative  battle,  attempts  to  revise  the  licensing  laws 
to  permit  osteopaths  to,  in  effect,  practice  medicine, 
were  defeated  largely  due  to  the  efforts  of  the  So- 
ciety. Following  a  long  and  careful  study  of  the  ex- 
periences in  other  states  and  of  the  quality  of  profes- 
sional education  in  Colleges  of  Osteopathy,  it  was  felt 
by  the  Committee  that  the  licensing  of  osteopaths  to 
practice  medicine  was  not  in  the  best  health  interest 
of  our  citizens.  Assuming  an  "underdog"  role,  and  in 
the  face  of  an  acknowledged  shortage  of  medical  man- 
power, the  osteopaths  developed  considerable  legisla- 
tive support,  and  it  is  likely  that  this  issue  will  appear 
again  in  the  future. 

An  excellent  resume  of  the  changes  in  our  state  laws 
relating  to  health  enacted  by  the  1967  General  As- 
sembly may  be  obtained  upon  request  by  application 


to  the  Institute  of  Government,  University  of  North 
Carolina,  Chapel  Hill,  and  requesting  a  copy  of  Public 
Health  Bulletin  No.  15,  September  1967. 

The  Committee  is  already  looking  forward  to  the 
1969  General  Assembly.  The  1967  Assembly  enacted 
a  resolution  directing  the  Legislative  Research  Com- 
mission to  make  an  in-depth  study  of  ways  and  means 
to  provide  more  physicians  for  small  towns  and  com- 
munities and  to  report  back  to  the  1969  General  As- 
sembly. The  Commission  conducted  public  hearing  in 
January  1968  at  which  time  your  Committee  presented 
the  viewpoints  of  the  Society,  which  were  largely  to 
the  effect  that  some  element  of  physician  shortage 
does  exist,  that  part  of  this  is  due  to  technical  ad- 
vances and  specialization  in  medicine;  that  modern 
communications  and  transportation  eliminate  the  neces- 
sity for  every  small  community  to  have  a  physician  in 
residence;  that  other  states  have  taken  innovative  steps 
to  solve  the  problem  by  providing  and  temporarily  sub- 
sidizing small  medical  groups  in  selected  areas;  and 
that  there  is  not  a  state  of  crisis  which  would  justify 
the  extension  of  the  privilege  and  responsibility  of  med- 
ical practice  to  lesser-trained  individuals.  At  this 
writing,  it  is  not  known  just  what  recommendations 
the  Study  Commission  might  make  to  the  1969  General 
Assembly. 

Of  utmost  importance  to  medicine  will  be  the  enact- 
ment of  Title  XIX  (Medicaid)  legislation  by  the  1969 
Legislature.  Inasmuch  as  this  program  must  be  im- 
plemented by  January  1970,  under  penalty  of  loss  of 
millions  of  dollars  in  matching  federal  welfare  funds, 
it  is  incumbent  upon  the  1969  legislators  to  develop  and 
to  provide  funding  for  Medicaid  in  this  state.  Under 
the  federal  law,  this  must  include  certain  basic  health 
care  services,  including  the  payment  of  physicians 
for  services  rendered  to  the  indigent.  Representatives 
of  the  Committe  on  Legislation  have  met  regularly  and 
frequently  with  the  Society's  Task  Force  on  Title  XIX, 
with  representatives  of  state  government,  and  with 
those  from  other  states  already  involved  in  this  pro- 
gram in  an  effort  to  become  thoroughly  familiar  with 
the  opportunities,  challenges,  and  pitfalls  presented 
by  Medicaid. 

There  is  evidence  that  the  1969  General  Assembly  will 
again  be  asked  to  consider  changes  in  the  law  relating 
to  the  possession  and  use  of  hallucinogenic  drugs. 
Certain  of  these  proposals  are  under  consideration  by 
other  Committees,  and  their  reports  are  awaited.  Also, 
there  is  reason  to  believe  that  some  action  of  the 
Legislature  is  necessary,  and  will  be  sought,  to  pro- 
vide a  legal  mechanism  for  the  utilization,  perhaps  on 
an  experimental  basis  at  the  outset,  of  the  new  type 
of  ancillary  personnel  now  designated  as  "Physician's 
Assistants."  The  Committee  has  been  represented  in 
these  preliminary  discussions  and  it  is  felt  that  the 
advocates  of  this  program  are  proceeding  with  the 
proper  concern  and  restraint.  This  proposal  is  not  yet 
in  draft  form,  nor  is  another  proposal  relating  to  the 
procurement  and  utilization  for  human  organs  and  tis- 
sues for  transplantation,  although  requests  for  informa- 
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tion  from  one  legislator  indicate  that  this  will  also  be- 
come a  topic  for  consideration  in  1969. 
NATIONAL   LEGISLATION: 

In  our  last  annual  report,  it  was  indicated  that 
H.  R.  5710,  the  "Social  Security  Amendments  of  1967", 
then  being  considered  by  the  Congress,  occupied  our 
prime  concern  at  the  national  level.  We  are  pleased 
to  report  that,  in  general,  those  provisions  of  the  bill 
favored  by  medicine  were  adopted;  and  for  the  most 
part,  those  provisions  most  strongly  opposed  by  medi- 
cine were  defeated.  Action  was  taken  to  delete  the 
necessity  for  physician  certification  of  need  for  hos- 
pital admission;  to  limit  the  states  in  their  setting 
income  levels  for  Title  XIX  recipients;  to  allow  pay- 
ment of  Medicare  benefits  to  beneficiaries  upon  the 
proper  presentation  of  itemized  (rather  than  receipted) 
bills  for  physicians'  services,  and  to  provide  for  the 
inclusion  of  all  outpatient  hospital  benefits  under  Medi- 
cal Insurance  (part  B).  Defeated,  at  least  for  the 
present,  were  proposals  to  include  the  disabled  under 
Medicare,  to  require  (directly,  or  by  indirect  pres- 
sure' the  prescribing  of  generic  rather  than  brand- 
name  prescription  drugs,  the  provision  of  prescription 
drug  benefits  under  Medicare;  and  the  inclusion  of 
coverage  of  services  of  additional  health  practitioners, 
including  chiropractors.  However,  the  Congressional 
proponents  of  certain  of  these  Medicare  changes  that 
were  defeated  did  succeed  in  having  a  series  of  special 
studies  and  advisory  groups  established  to  study  their 
proposals  and  to  make  subsequent  recommendations, 
and  it  is  a  certainty  that  for  an  indefinite  period  of 
time  constant  vigilance  must  be  observed  in  the  con- 
tinuing efforts  of  those  who  would  expand,  through 
constant  amendments,  the  Medicare  law  into  a  mech- 
anism of  national  governmental-controlled  health  care. 
As  medicine  anticipated,  and  publicly  predicted, 
Medicare  costs  have  far  exceeded  the  estimates  of 
HEW  predictions.  Rumblings  of  discontent  are  coming 
from  some  Congressmen  and  from  the  White  House 
regarding  health  care  costs,  and  as  expected,  there 
are  those  who  would  assign  the  responsibility  for  this 
to  the  medical  profession.  It  is  predicted  that  within 
a  short  time  an  effort  will  be  made  to  curb  costs  by 
exerting  control  over  either  physicians'  services,  or 
fees,  or  both. 

Of  particular  interest  to  our  Society,  and  similar 
groups,  was  an  Internal  Revenue  decision  to  reinter- 
pret a  law  in  effect  since  1950  regarding  the  income 
tax  Liability  of  scientific  and  educational  organizations 
such  as  the  Boy  Scouts,  National  Geographic  Society, 
AMA,  state  medical  societies,  etc.,  to  the  end  that 
"non-related  income'  such  as  revenue  derived  from 
journal  advertising,  exhibits  at  annual  sessions,  etc., 
would  become  subject  to  income  tax,  although  it  had 
previously  not  been  subjected  to  such  taxation.  An 
amendment  in  the  form  of  a  rider  to  an  unrelated 
matter  (the  Excise  Tax  Law)  which  would  have  the 
e'fect  of  a  directive  from  the  Congress  to  Internal 
Revenue  Service  not  to  levy  tax  on  such  income  has 
passed  the  Senate,  and  is  now  in  a  House-Senate  Con- 
ference Committee.  It  is  hoped  that  the  Senate  view- 


point will  prevail  in  the  Conference  Committee,  and 
thus  resolve  this  new  taxation  threat  to  the  fiscal 
operations  of  our  Society. 

At  this  writing,  it  appears  that  very  little  important 
new  health  legislation  will  be  seriously  considered  in 
the  remaining  months  of  the  90th  Congress.  Indeed, 
there  is  a  very  large  volume  of  pending  health  legis- 
lation left  over  from  the  first  session  of  this  Congress, 
most  of  which  will  pass  into  oblivion  with  the  ad- 
journment of  this  Congress.  The  decision  of  President 
Johnson  not  to  seek  reelection  with  the  resultant  poli- 
tical turmoil;  the  war  in  Vietnam;  the  crucial  social, 
raical,  and  other  domestic  issues;  the  problems  re- 
lating to  the  nation's  fiscal  integrity;  and  a  time  of 
general  upheaval  in  agencies  influencing  health  legis- 
lation i  HEW,  NIH,  FDA,  etc.  I  have  for  the  moment 
shoved  health  legislation  into  the  background.  How- 
ever, this  is  but  a  temporary  respite  and  all  physicians 
are  urged  to  regularly  read  the  "Washington  News"  in 
JAMA,  along  with  the  articles  relating  to  legislation 
in  the  AMA  news,  and  to  pass  their  comments  and 
views  on  both  to  their  Congressmen  and  to  the  So- 
ciety Headquarters.  The  Committee  on  Legislation  and 
the  Headquarters  staff  continues  their  effort  to  monitor 
all  pertinent  legislative  activity,  and  to  alert  physi- 
cian-members as  indicated  to  carry  out  Society  policies, 
and  to  maintain  liaison  with  our  Congressional  Delega- 
tion, with  AMA,  and  with  other  state  societies.  The 
Committee  expresses  its  continuing  and  sincere  ap- 
preciation and  admiration  to  Mr.  James  T.  Barnes 
and  his  staff  for  their  energies  and  dedication  in  the 
work  of  our  Committee. 

Edgar  T.  Beddingfield,  Jr.,  M.D..  Chairman 


COMMITTEE   ON  MATERNAL  HEALTH 

The  Committee  on  Maternal  Health  continues  m  its 
efforts  to  exert  its  influence  wherever  it  may  im- 
prove maternal  care  and  reduce  maternal  mortality. 
Through  the  cooperation  of  the  State  Board  of  Health 
and  Department  of  Vital  Statistics,  the  Chairman  has 
gathered  data  on  81  maternal  deaths  for  the  year 
1967  which  are  shown  in  Table  I.  Again,  toxemia  was 
the  leading  cause  of  maternal  death  with  10  cases 
reported.  Hemorrhage  was  second  with  9  maternal 
deaths  and  embolism  third  with  8  deaths  being  re- 
corded from  this  cause.  Infection  continues  to  be 
among  the  leading  causes  of  maternal  death  with 
5  being  reported  in  1967.  Other  maternal  deaths  were 
classified  as  cardiac  conditions — 3:  anesthesia — 1: 
other  obstetrical  due  to  intercurrent  medical  and  sur- 
gical conditions— 8,  and  non-obstetrical  deaths  due  to 
accidents,  homicide,  suicide,  etc.  33;  insufficient  in- 
formation for  classification — 4  for  a  total  of  81  ma- 
ternal deaths. 

Tabulation  according  to  race  shows  that  true  ob- 
stetrical deaths  occurred  in  a  much  higher  incidence 
in  the  non-white  as  compared  to  the  white.  While 
there  were  41  colored.  1  Indian  and  39  white  maternal 
deaths,  it  will  be  noted  that  24  of  the  white  maternal 
deaths  were  from  non-obstetrical  causes  while  there 
were  only  9  non-white.  It  would  appear  that  this  low 
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socio-economic   group   of   patients   continue    to    run   a 
higher  maternal  mortality  rate. 

The  81  maternal  deaths  occurred  in  39  counties. 
This  distribution  is  recorded  in  Table  2. 

The  full  Committee  met  twice  during  the  year— the 
first  time  in  January,  1967  during  the  conclave  of  so- 
ciety officers  and  committee  chairmen  for  the  purpose 
of  discussing  possible  recommendations  for  imple- 
mentation of  maternal  and  child  care  under  Title  XIX. 
It  is  apparent  that  the  multitude  of  problems  make 
it  rather  difficult  for  the  members  from  the  various 
parts  of  the  state  to  come  to  unanimous  agreement  on 
how  a  program  might  best  be  carried  out  to  improve 
maternal  and  child  care.  However,  it  seems  to  be  the 
feeling  of  many  that  state  health  department  clinics 
should  be  revitalized  and  services  improved  in  them. 

The  full  Committee  again  met  on  September  29, 
1967  at  which  time  there  was  discussion  of  the  needs 
and  desirability  of  trained  obsteterical  nurse  assistants 
in  maternal  care.  It  was  the  unanimous  opinion  of 
the  Committee  at  this  time  that  a  very  real  need  exists 
for  an  approved  program  for  training  obstetrical  nur- 
ses, who  would  serve  as  assistants  to  doctors  in  pre- 
natal clinics  and  delivery  services.  It  was  pointed  out 
that  this  type  of  personnel  would  be  extremely  help- 
ful in  the  smaller  community  hospitals  where  resident 
training  programs  are  not  available  to  furnish  person- 
nel to  follow  charity  patients  through  labor  and 
delivery. 

New  legislation  concerning  abortion  and  related 
offenses  was  discussed,  and  it  was  pointed  out  that 
the  law  places  most  of  the  responsibility  of  keeping 
the  practice  of  abortion  within  the  law  upon  the 
shoulders  of  the  physician.  Because  of  this  fact,  it 
was  recommended  that  the  statute  be  published  in  the 
North  Carolina  Medical  Journal  and  this  appeared  in 
the  November,  1967  issue. 

The  Chairman  has  been  kept  fairly  busy  during  the 
year  attending  meetings  and  participating  in  confer- 
ences concerning  maternal  health  and  related  mat- 
ters. During  the  spring  months  of  1967  the  Chairman 
attended  a  series  of  meetings  at  the  University  of 
North  Carolina  at  Chapel  Hill  as  a  member  of  "Task 
Force  X"  under  the  chairmanship  of  Dr.  John  Graham. 
This  Committee  chairman  was  one  of  two  or  three 
representatives  of  the  State  Medical  Society  serving 
on  the  committee  to  formulate  development  of  the 
Governor's  Council  on  the  Family  and  Population  which 
has  come  to  fruition  through  an  announcement  by  the 
governor  in  July,  1967.  Also  resulting  from  this  family 
planning  activity  the  medical  society  was  able  to  adopt 
a  statement  of  policy  on  family  planning  which  was 
distributed  and  then  adopted  by  the  Executive  Council 
in  October,  1967.  In  this  policy  the  medical  society 
recognized  the  real  threat  to  the  comfort  and  health 
of  our  society  which  is  threatened  by  'the  population 
explosion."  The  medical  society  therefore  endorsed 
the  principles  of  intelligent  family  planning  as  a  means 
of  voluntary  population  control. 


On  April  11,  1967  the  chairman  presented  "Perspec- 
tives in  Obstetrical  Infection"  at  the  Symposium  on 
Obstetric  Infections  at  a  postgraduate  seminar  spon- 
sored by  the  State  Board  of  Health  at  The  Bowman 
Gray  School  of  Medicine.  On  May  17.  1967  the  chairman 
delivered  an  address  on  "Family  Life  and  Sex  Ed- 
ucation as  a  Medical  Responsibility'  'to  the  Assembly 
at  Salem  College,  Winston-Salem,  N.  C. 

In  behalf  of  the  full  Committee,  I  wish  to  extend 
our  appreciation  for  the  continued  confidence  and 
cooperation  of  the  Executive  Council  and  staff  of  the 
State  Medical  Society,  and  assure  our  cooperation 
and  assistance  to  any  physician  in  North  Carolina  who 
wishes  to  consult  on  matters  of  maternal  and  child 
health  and  related  subjects.  Enclosed  is  a  financial 
statement  for  the  year  ending  December  1,  1967. 

W.  Joseph  May,  M.D.,  Chairman 
Respectfully   submitted, 


Table  1 


Total       White    Colored    Indian 


Hemorrhage 

9 

2 

7 

Toxemia 

10 

1 

9 

Infection 

5 

1 

3 

Cardiac 

3 

2 

1 

Embolism 

8 

r> 

3 

Anesthesia 

1 

0 

1 

N-Ob 

33 

24 

9 

O-Ob 

8 

4 

4 

Not  classified 

4 

4 

Total 


81 
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Maternal  Deaths  by  County 


Alleghany 

1 

Martin 

1 

Anson 

1 

McDowell 

1 

Avery 

1 

Mecklenberg 

9 

Beaufort 

2 

Moore 

2 

Bertie 

1 

Nash 

3 

Buncombe 

3 

New  Hanover 

4 

Cabarrus 

1 

Onslow 

2 

Caldwell 

2 

Orange 

3 

Carteret 

1 

Pasquotank 

4 

Cleveland 

2 

Randolph 

2 

Columbus 

1 

Richmond 

3 

Craven 

1 

Rockingham 

1 

Cumberland 

1 

Robeson 

3 

Durham 

4 

Rowan 

1 

Forsyth 

1 

Transylvania 

1 

Gaston 

1 

Union 

1 

Guilford 

7 

Wilkes 

1 

Halifax 

2 

Wilson 

2 

Harnett 

1 

— 

Lee 

1 

Total 

81 

Lenoir 

2 

— 
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OBSTETRICS/GYNECOLOGY 

Maternal  Welfare  Fund 

Statement  of  Receipts  and  Expenditures 

1-1-67/12-31-67 

Balance:    1-1-67  $   558.82 

Receipts:  N.  C.  Medical  Society  3,600.00 


4,158.82 


Disbursements: 
Salaries: 

Mildred  Williams 

$2,100.00 

Social  Security  Tax 

92.40 

Fringe  Benefits 

253.60 

2,446.00 

Supplies/Expenses : 

Office  Supplies 

$     91.70 

Computer  Charges 

192.75 

Medical  Illustration  Charges    80.20 

Postage 

25.00 

Departmental  Charges 

13.21 

Subscriptions 

18.00 

Telephone 

1.33 

422.19 

Travel: 

Dr.  W.  Joseph  May— Committee 
on  Maternal  Health  Meeting, 
Sept.  29,  1967,  Mid-Pines,  N.  C. 

Balance  12-31-67 


17.50    $2,885.69 


$1,273.13 


MEDIATION   COMMITTEE 

Your  Mediation  Committee  which  is  constituted  of  the 
5  immediate  Past  Presidents  of  the  Medical  Society 
of  the  State  of  North  Carolina  has  met,  mediated,  and 
transacted  business  at  hand  on  several  occasions  dur- 
ing the  year  1967-68. 

While  there  have  been  some  10  to  12  complaints  of 
varying  nature  filed  with  your  committee,  we  have 
solved  most  of  these  complaints  to  date  with  equitable 
agreements  and  understandings  and  with  a  minimum 
of  psychic  and  emotional  trauma. 

Your  Mediation  Committee  will  continue  its  work 
on  those  matters  yet  unsettled  and  on  future  complaints 
as  they  occur. 

Amos  N.  Johnson,  M.D.,  Chairman 
Frank  Jones,  M.D.,  Secretary 


MEDICAL-LEGAL    COMMITTEE 

1.  Review  of  work  done  to  date. 

During  the  year  a  sub-committee  of  the  Medico-Legal 
Committee  with  Dr.  Ralph  W.  Coonrad  as  Chairman, 
completed  work  on  the  revised  Interprofessional  Code. 
This  revised  code  has  been  approved  by  both  the 
Medico-Legal  Committee  of  the  Medical  Society  and 
the  Medico-Legal  Committee  of  the  North  Carolina 
Bar  Association,  and  is  to  be  presented  to  the  Medical 
Society  at  the  annual  meeting  in  May  for  final  ap- 
proval. The  revised  version  is  much  shorter  and  is 
patterned    after    the    new    National    Interprofessional 


Code  which  has  been  approved  by  the  American  Bar 
Association,  and  the  American  Medical  Association. 

The  annual  meeting  of  the  Medico-Legal  Committee 
was  held  on  September  29,  1967,  with  seven  members 
present.  Matters  considered  included  role  of  nurses 
in  cardiac  resuscitation,  procurement  of  information 
from  hospital  records  by  attorneys,  medical  reports, 
and  several  specific  legal  problems  involving  members 
of  the  Society  were  reviewed.  The  Committee  made 
the  following  recommendations  in  regard  to  nurses 
engaging  in  cardio-pulmonary  resuscitation  and  cardiac 
care:  "The  Medical  Society  and  the  NSCNA  recom- 
mend that  every  health  agency,  hospital,  and  insti- 
tution in  North  Carolina  employing  registered  nurses 
to  care  for  patients  should  make  provision  to  qualify 
these  nurses  to  apply,  when  proper  indications  are 
present,  the  procedure  of  external  cardio-pulmonary 
resuscitation." 

In  regard  to  the  problem  of  lawyers  obtaining  in- 
formation fro  mhospital  record  rooms,  it  was  the 
feeling  of  the  Committee  that  the  fee  to  be  charged 
for  this  was  a  matter  for  the  hospital  administrator  to 
decide. 

A  joint  meeting  of  the  Medico-Legal  Committee  of 
the  Medical  Society  and  the  Medico-Legal  Committee 
of  the  North  Carolina  Bar  Association  was  held  on 
December  1,  1967.  Matters  of  common  interest  dis- 
cussed included  fees  for  expert  medical  testimony, 
medical  reports,  and  courtesy  on  the  part  of  the  at- 
torney in  handling  subpoenas  for  physicians.  The  mat- 
ter of  a  panel  to  screen  malpractice  cases  similar  to 
the  one  in  operation  in  Virginia  for  the  past  six  years 
was  discussed  at  length,  and  it  was  agred  that  copies 
of  the  various  plans  in  operation  in  several  states  would 
be  reviewed  by  members  of  both  committees.  If  pos- 
sible, representatives  of  the  two  committees  were  to 
visit  a  hearing  in  Richmond,  Virginia,  to  observe  their 
plan. 

Consideration  was  given  to  another  Medico-Legal 
seminar  inasmuch  as  the  last  such  seminar  was  in 
1962.  That  particular  one,  sponsored  by  the  Medical 
Society  and  the  North  Carolina  Bar  Association  was 
well  attended,  and  it  was  felt  that  there  was  enough 
interest  to  warrant  planning  another  similar  program. 

In  January  of  1968,  the  Medico-Legal  Committee  was 
invited  by  the  North  Carolina  Academy  of  General 
Practice  to  participate  in  a  seminar  to  be  held  on 
June  1,  1968,  to  be  sponsored  jointly  by  the  Academy 
of  General  Practice  and  the  North  Carolina  Bar  As- 
sociation. A  sub-committee  with  Dr.  Ralph  Coonrad  as 
Chairman  was  to  work  out  the  details  of  this  meeting. 
Joint  meetings  was  held  in  approximately  twenty-five 
counties  during  the  year. 

2.  No  instance  of  alleged  unethical  action  on  the 
part  of  physicians  has  been  reported  to  the  Com- 
mittee. 

Recommendations  for  the  future:  Continued  co-opera- 
tion and  liason  between  the  Medico-Legal  Committees 
of  the  Medical  Society  and  the  North  Carolina  Bar 
Association.  This  would  include  the  sponsoring  of  more 
joint  meetings  at  the  county  level. 

Julius  A.  Howell,  M.D..  Chairman 
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COMMITTEE   ON   MEDICINE   AND   RELIGION 

The  Medicine  and  Religion  Committee  held  two 
meetings  in  1967-68.  September  29,  1967  in  Southern 
Pines,  N.  C.  and  January  26,  1968  in  Pinehurst,  N.  C. 

1967-68  was  a  very  active  year  for  this  committee 
in  its  efforts  to  improve  communications  between  the 
two  professions  of  Medicine  and  Religion.  The  AMA 
Medicine  and  Religion  exhibit  was  again  displayed 
at  the  annual  meeting  of  the  Medical  Society  at  Pine- 
hurst, N.  C.  May  1967. 

The  symposium  on  Medicine  and  Religion,  "The  Phy- 
sician, The  Clergy  and  The  Whole  Man"  was  held  at 
Chapel  Hill,  N.  C.  June  11,  12,  13,  1967.  The  symposium 
was  attended  by  approximately  two  hundred  physi- 
cians and  clergymen.  The  program  was  well  received. 
The  committee  was  proud  to  have  brought  such  an 
outstanding  program  to  North  Carolina. 

Joint  meeting  of  county  medical  societies  and  minis- 
terial associations  were  held  in  the  following  coun- 
ties: Harnett,  Buncombe,  Cartaret,  Craven  and  Moore. 

Hospital  staff  meetings  under  the  auspices  of  the 
Contact-O-Rama  program  were  held  in  Pitt  Memorial, 
Wake    Memorial    and    Richmond    Memorial    hospitals. 

There  have  been  twenty-seven  county  society  Medi- 
cine and  Religion  Committee  chairmen  appointed  to 
help  promote  a  climate  for  better  communications 
between  their  medical  societies  and  ministerial  groups. 
A  questionnaire  submitted  to  these  chairmen  in  De- 
cember 1967  revealed  that  twenty  Medicine  and  Re- 
ligion meetings  had  been  held  during  1967. 

A  one-half  day  Workshop  for  County  Society  Medi- 
cine and  Religion  chairmen  was  held  at  Pinehurst, 
N.  C.  January  26,  1968.  Unfortunately,  due  to  the 
weather,  only  thirteen  county  societies  were  repre- 
sented. The  State  M  &  R  committee  plans  another 
workshop  for  1969. 

Plans  are  developing  to  have  a  regional  Medicine 
and  Religion  meeting  at  Gardner-Webb  College  in 
September  1968.  Seven  counties  in  the  area  will  be  in- 
vited to  the  one  day  meeting. 

The  Medicine  and  Religion  Committee  has  an  en- 
thusiastic group  of  Physician  members  and  Clergy- 
men consultants  that  have  made  the  activities  of  the 
committee  outstanding  in  the  southeastern  United 
States.  This  Committee  has  received  national  recogni- 
tion for  its  activities.  The  AMA  Department  of  Medi- 
cine and  Religion  has  been  especially  complimentary 
of  this  committees  work  during  1967-68. 

Jack  W.  Wilkerson,  M.D.,  Chairman 


COMMITTEE    ON    MENTAL   HEALTH 

The  Committee  on  Mental  Health  has  held  two  meet- 
ings this  year  at  which  time  the  efforst  have  been 
directed  toward  co-ordinating  the  activities  of  the 
three  subcommittees,  i.e..  Alcoholism,  Mental  Health 
Educations,  and  Mental  Retardation  in  Children  Serv- 
ices. The  activities  of  these  subcommttees  are  well 
covered  in  the  reports  by  the  respective  chairmen.  Dr. 
Hamilton  Stevens,  Dr.  Charles  Vernon,  and  Dr.  Lloyd 
Thompson. 

In   addition  to  the  major   items   referred   to   in  the 


above  reports  several  points  of  emphasis  are  worthy 

of  mention: 
li  The  phamphlet,  "The  Physician  and  His  Two 
Roles  in  Mental  Health",  which  was  prepared  in 
cooperation  with  the  North  Carolina  Mental  Health 
Association,  was  approved  by  the  Executive  Com- 
mittee of  the  Medical  Society  of  the  State  of 
North  Carolina.  This  brochure  describes  the  pur- 
poses and  services  of  Mental  Associations  and 
also  identifies  the  two  roles  that  a  physician 
should  play  in  Mental  Health  Association  activi- 
ties, that  is,  as  a  citizen  participant  and  as  a 
professional  volunteer.  A  copy  of  this  phamphlet 
was  distributed  to  3,800  members  of  the  Medical 
Society  in  North  Carolina.  In  addition,  copies 
were  sent  by  the  Mental  Health  Association  to  the 
various  Mental  Health  Chapters  across  the  state. 
Also  a  display  featuring  this  phamphlet  by  the 
North  Carolina  Mental  Health  Association  was 
made  at  the  National  Association  of  Mental 
Health  Meeting  in  Chicago  in  November,  1967, 
at  which  time  many  of  these  phamphlets  were 
picked  up  by  volunteers  from  all  across  the  coun- 
try. 
2  >  Plans  are  progressing  very  well  for  the  first  of 
a  number  of  state  mental  hospital  regional  con- 
ferences for  continuing  education.  The  first 
regional  conference  is  to  be  held  under  the  aus- 
pices of  Cherry  Hospital  with  Dr.  Hazel  Zealy 
serving  as  chairman  of  this  ad  hoc  committee. 
Serving  with  Dr.  Bealy  are  Dr.  Micky  Vitols,  Dr. 
Jim  Osberg,  Dr.  Leon  Robertson  and  others.  It 
is  now  planned  to  have  the  meeting  in  October 
or  November  in  Goldsboro  to  which  are  to  be 
invited  physicians  from  the  area  served  by 
Cherry  Hospital.  At  this  time  also,  it  is  plan- 
ned that  the  new  descriptive  brochure  concern- 
ing the  services  at  Cherry  Hospital  is  to  be  dis- 
tributed. 

3)  We  are  most  pleased  that  Dr.  Hazel  Zealy,  a 
member  of  this  committee,  was  elected  chairman 
of  the  Professional  Advisory  Council  to  the  North 
Carolina  State  Board  of  Mental  Health. 

4)  In  regards  to  the  Contacto-Rama  Project,  there 
were  some  33  programs  held  in  1967  on  various 
topics.  A  new  brochure  concerning  the  Contacto- 
Rama  Project  has  been  prepared  and  was  dis- 
tributed in  January,  1968,  to  the  newly  elected 
Medical  Society  officers,  Mental  Health  Com- 
mittee chairmen,  and  Program  chairmen,  to 
promote  programs  on  Mental  Health,  Medicine, 
and  Religion.  It  was  felt  that  this  perhaps  would 
be  the  last  year  that  the  Contacto-Rama  Project 
would  be  promoted.  To  surplant  this  project,  we 
hope  to  set  up  a  new  comprehensive  program 
for  continuing  for  continuing  education  in  men- 
tal health  in  conjunction  with  the  North  Carolina 
Department  of  Mental  Health  and  the  Psychiatry 
Department  of  the  three  medical  committees  to 
develop  a  comprehensive  continuing  education 
program.   Permission   for  applying  for   a  federal 
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grant  by  this  committee  in  conjunction  with  the 
other  institutions  outlined,  was  obtained  from  the 
Executive  Committee  of  the  Medical  Society  of 
the  State  of  North  Carolina,  subject  to  their 
final  approval. 

51  Dr.  Robert  Ross  indicated  that  the  Governor's 
Committee  on  "Jail  Study"  was  anxious  to  have 
opinions  and  recommendations  from  the  Medical 
Society  regarding  mental  health  and  welfare 
of  the  inmates  in  our  penalty  institutions.  Ex- 
pression from  the  State  Society  regarding  our 
potential  to  help  was  requested.  The  Mental 
Health  Committee  recommended  that  all  admis- 
sions to  the  Department  of  Correction  be  given 
an  appropriate  total  health  evaluation  and  classi- 
fication. A  total  health  evaluation  includes  iden- 
tification of  "Physical  and  Mental",  social,  ed- 
ucational, occupational  and  deficiencies.  Utiliza- 
tion of  community  resources  is  to  be  encouraged. 
It  is  also  recommended  that  medical  students 
have  experience  in  treating  prisoners.  It  was  the 
recommendation  of  the  committee  that  this 
statement  be  sent  to  Dr.  Ross.  The  desirability 
of  preparing  a  more  comprehensive  statement  in 
the  near  future  is  under  consideration.  ** 

6i  Dr.  Robert  Garrard  reported  that  the  Crisis  Con- 
trol Center  (a  suicide  Prevention  Center)  in 
Greensboro  is  now  incorporated  and  operating. 
He  is  to  keep  the  Committee  in  touch  with  the 
effectiveness  of  the  Center  in  an  effort  to  deter- 
mine the  desirability  of  encouraging  other  urban 
centers  to  develop  similar  suicide  centers. 

7)  On  January  24th,  1968,  the  chairman  of  the  com- 
mittee participated  in  a  panel  discussion  at  the 
seminar  on  "The  Pharameists  Role  in  Mental 
Health".  The  desirability  of  preparing  a  joint 
statement  on  "The  Pharmacists  Role  in  Mental 
Health"  was  considered.  The  suggestion  for  this 
statement  perhaps  could  be  prepared  and  co- 
sponsored  by  the  North  Carolina  Pharmaceutical 
Association,  the  Special  Advisory  Council,  the 
North  Carolina  Board  of  Mental  Health  and  the 
Mental  Health  Committee  of  the  Medical  Society. 
The  advisability  of  proceeding  further  with  this 
suggestion  is  under  consideration  and  advisement. 

8'  Dr.  Lloyd  J.  Thompson  who  has  helped  to  make 
a  good  deal  of  the  mental  health  history  who 
in  North  Carolina,  has  agreed  to  assist  Dr.  Roscoe 
McMillan  in  preparing  a  History  of  the  Medical 
Society  by  the  preparation  of  the  section  on 
Mental  Health  History  in  North  Carolina.  It  is 
anticipated  that  this  report  will  be  available  some 
time  within  the  next  several  months. 

9'  Approval  and  accommodation  was  given  the 
University  of  N.  C.  on  the  proposed  Telephone 
Consultation  Project.  Physicians  around  the  state 
will  be  able  to  telephone  and  receive  immediate 
psychiatric  consultation  when  this  program  is 
put  into  operation. 

10 1  On  July  26,   1967,  a  meeting  was  held  with  Dr. 


Joseph  Baker,  Consultant  from  the  AMA  Council 
on  Mental  Health,  at  the  Angus  Barn  to  discuss 
methods  to  activate  county  Medical  Society  Men- 
tal Health  Chairmen.  The  desirability  of  having 
active  county  Medical  Society  mental  health 
chairmen  was  stressed  at  this  meeting.  We  were 
urged  to  exercise  initative  in  the  development  of 
new  programs  to  involve  and  stimulate  county 
Medical  Society  Mental  Health  chairmen. 
The  interest,  support  and  encouragement  given  this 
committee  by  Mr.  James  Barnes  and  Miss  Kay 
Ziegler,  together  with  the  energetic  leadership 
provided  by  the  subcommittee  cahirmen  are  re- 
sponsible for  the  program  of  the  committee  on 
mental  health  to  present. 

John  L.  McCain,  M.D..  Chairman 


., 


SUBCOMMITTEE    ON    MENTAL    HEALTH 
EDUCATION 

This  committee  continues  to  serve  primarily  as  a 
state  steering  committee  for  psychiatric  post-graduate 
education  for  physicians  no  tspecializing  in  psychiatry. 
It  attempts  particularly  to  coordinate  the  activities  of 
the  medical  schools  and  the  State  Department  of 
Mental  Health  so  that  all  opportunities  for  non-psy- 
chiatrist physician  education  reaches  all  doctors  of 
the  state.  The  Ad  Hoc  Committee  appointed  to  study 
this  subject  submitted  its  report  this  fall:  subsequently, 
plans  have  been  formed  to  carry  out  is  recommenda- 
tion to  develop  a  state-wide  project  for  continuing 
education  in  psychiatry  for  practicing  physicians. 

Dr.  James  Cathell's  Physician  Consultation  Project 
1  psychiatrist-consultant  to  local  practitioners)  has 
gained  recognition  throughout  the  state.  The  Council 
passed  a  resolution  supporting  the  expansion  and  ex- 
tension of  this  project.  This  committee  has  promoted 
this  type  of  service,  especially  in  rural  sections  and 
places  with  insufficient  mental  health  manpower.  To 
further  this  promotion,  quarterly  meetings  are  held 
by  the  Project  Director,  Dr.  Cathell,  where  physicians 
interested  in  this  subject  can  meet  to  exchange  ideas. 
One  recent  meeting  (February,  1968)  was  held  at  the 
College  Inn  in  Raleigh.  Dr.  Robert  Dougherty,  general 
practitioner  from  Oregon,  led  the  all  day  discussion. 
Dr.  Dougherty  described  how  he  has  altered  his  prac- 
tice in  Lebanon,  Oregon,  to  try  meeting  some  of  the 
mental  health  needs  of  patients  in  his  practice  and 
some  of  the  mental  health  problems  of  his  small  com- 
munity. 

The  special  psychiatric  issue  of  the  N.  C.  Medical 
Journal  is  being  formed  and  should  be  ready  by  spring. 
Nine  articles  have  been  finished  and  two  more  are  on 
the  way. 

A  psychiatry  and  medicine-religion  speakers  bureau 
still  functions  through  the  state  medical  society  offices. 
Miss  Kay  Zeigler  has  done  an  excellent  job  in  adminis- 
tering this  and  other  functions  of  this  subcommittee. 

C.  Vernon.  M.D.,  Chairman 
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SUBCOMMITTEE    ON    MENTAL 
RETARDATION  AND   CHILDREN'S   SERVICES 

The  Subcommittee  on  Mental  Retardation  and  Chil- 
dren's Services  produced  a  "Statement  of  Policy  on 
Mental  Retardation"  which  dealt  with  the  roles  and 
responsibilities  of  the  primary  physician  in  the  field  of 
mental  retardation.  This  policy  statement  was  adopted 
by  the  Executive  Council  in  May  1967,  published  in  the 
Public  Relations  Bulletin  and  then  printed  in  pam- 
phlet form  for  wide  distribution.  It  was  sent  not  only 
to  the  physicians  in  the  state  but  also  to  many  educa- 
tors through  the  State  Department  of  Public  Instruction 
and  to  interested  people  and  organizations  outside  the 
state.  Favorable  comment  on  the  value  of  the  policy 
statement  appeared  in  the  Newsletter  of  the  American 
Psychiatric  Association. 

As  a  result  of  the  suggestion  of  this  subcommittee 
the  North  Carolina  Academy  of  General  Practice  had 
an  afternoon  program  devoted  to  the  topic  of  mental 
retardation  at  its  fall  meeting.  Dr.  Harrie  Chamberlin, 
a  member  of  this  subcommittee,  arranged  the  program 
and  served  as  chairman.  Other  members  participated. 

At  the  subcommittee  meeting,  August  24,  1967,  it  was 
known  that  Governor  Moore  would  announce  on  the 
following  day  the  creation  of  the  Governor's  Study  Com- 
mission on  the  Public  School  System  of  North  Carolina. 
It  was  voted  that  a  letter  be  written  to  the  chairman 
of  the  Commission  offering  the  help  of  this  sub- 
committee and  this  was  done.  As  a  result  of  this  letter 
and  perhaps  for  other  reasons,  Dr.  T.  D.  Scurletis  is 
chairman  of  a  subcommittee  on  health  services  and 
Dr.  L.  J.  Thompson  is  a  member  of  a  subcommittee  on 
exceptional  children.  <  It  should  be  noted  that  Dr.  Amos 
Johnson  is  a  member  of  the  Commission  and  many 
other  Medical  Society  members  are  serving  on  com- 
mittes.)  The  final  report  of  the  Commission  will  have 
significant  and  far  reaching  influences  in  the  better- 
ment of  the  mental  health  of  children. 

By  invitation  the  chairman  of  this  subcommittee  has 
been  serving  on  the  Advisory  Committee  for  Mental 
Health  Worker  Educational  Programs  for  the  Depart- 
ment of  Community  Colleges  as  well  as  on  their  sub- 
committee on  Curriculum  for  Mental  Health  Assistant. 
Likewise,  by  invitation,  two  members  of  our  subcom- 
mittee participated  in  meetings  of  a  Group  of  Persons 
Interested  in  Problems  of  Population  and  the  Family, 
i  Several  other  members  of  the  medical  society  were 
in  the  "group.")  The  work  of  this  organization,  led  by 
Dr.  Rachel  Davis,  produced  the  establishment  by  the 
Governor  of  the  North  Carolina  Committee  on  Popula- 
tion and  Family.  Here,  again,  we  tind  a  multidisci- 
plinary  endeavor  that  is  deeply  and  widely  concerned 
with  the  mental  health  of  children. 

At  the  meeting  of  this  subcommittee,  August  24,  1967. 
the  topic  of  reading  disability  or  developmental  dyslexia 
was  discussed.  The  prevalence  (10%  of  children)  and 
the  neglect  of  this  handicap  were  points  brought  out 
in  the  discussion.  It  was  agreed  that  this  subcommittee 
should  continue  consideration  of  the  problem.  Dr.  Mary 
Margaret  McLeod,  a  member  of  this  subcommittee, 
has  arranged  a  program  on  dyslexia  for  the  Section 


on  Pediatrics  at  the  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  North  Carolina  in  May  1968. 

Lloyd  J.  Thompson,  M.D. 

Chairman 


SUBCOMMITTEE   ON  ALCOHOLISM 

The  Subcommittee  on  Alcoholism  had  a  very  active 
year.  The  Subcommittee  reported  that  of  the  twenty- 
eight  Contacto-Rama  Programs  held,  seven  of  these 
were  on  the  Subject  of  Alcoholism.  The  North  Carolina 
General  Assembly  appropriated  funds  to  maintain  and 
provide  Alcohol  Rehabilitation  Centers  in  Greenville, 
Butner,  and  Asheville.  Also,  an  appropriation  of  $500,- 
000  from  the  General  Fund  was  allocated  to  the  De- 
partment of  Mental  Health  for  education,  research, 
treatment,  and  rehabilitation  of  alcoholics. 

The  new  General  Assembly  Law  on  Public  Drunk- 
enness has  been  modified,  allowing  a  repeater  to  be 
referred  for  treatment  of  alcoholism  in  a  rehabilitation 
center  rather  than  be  sentenced  to  jail.  It  is  reported 
that  twenty-three  Alcohol  Information  Centers  operate 
throughout  the  State  of  North  Carolina.  These  are 
funded  by  local  and  State  allocations  from  the  Alcohol 
Board  of  Control. 

The  Subcommittee  met  with  Mr.  Joseph  Barnes  and 
Mr.  William  Andrews  of  the  North  Carolina  Hospital 
Association.  Much  was  accomplished  towards  the  of- 
ficial attitude  of  hospital  administrators  and  medical 
staffs  in  admitting  patients  suffering  from  alcoholism. 
The  North  Carolina  Hospital  Association  reported  that 
their  Board  of  Trustees  endorsed  the  inclusion  of  the 
care  of  the  alcoholic  patient  in  every  hospital. 

The  Subcommitte  has  proposed  that  their  name  be 
changed  to  "Subcommittee  on  Alcoholism  and  Drug 
Abuse".  The  chairman  and  several  members  of  this 
subcommittee  attended  the  American  Medical  Associa- 
tion Annual  Conference  on  Drug  Abuse  in  Chicago. 

The  Subcommittee  also  attended  the  John  W.  Urn- 
stead  Lectures  on  Alcoholism  in  Raleigh,  North  Caro- 
lina. 

The  selection  of  a  candidate  to  attend  the  Univer- 
sity of  Utah  School  of  Alcohol  Studies  was  referred  to 
the  Department  of  Mental  Health.  It  was  requested 
that  a  new  director  of  one  of  the  Alcohol  Rehabilita- 
tion Centers  be  assigned  to  attend  the  University  of 
Utah.  Scholarship  funds  and  stipends  are  allowed  for 
this  educational  program.  The  Committee  obtained 
permission  to  publish  in  the  North  Carolina  Medical 
Journal  an  article  by  Alfred  Auerback,  M.D.  on  the 
Subject  of  "Office  Management  of  the  Alcoholic".  The 
Committee  will,  at  a  later  date,  meet  with  the  Director 
of  the  North  Carolina  Medical  Care  Commission  and 
enlarge  the  activities  of  the  committee  to  include  Drug 
Abuse  Programs. 

H.  W.  Stevens,  M.D.,  Chairman 


COMMITTEE   ADVISORY  TO  NORTH   CAROLINA 
DEPARTMENT  OF  MOTOR  VEHICLES 

This  Advisory  Committee  held  two  meetings  during 
1967.  The  first  was  on  July  23  at  the  Department  of 
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Molor  Vehicles,  Raleigh,  and  the  second  on  September 
29  at  Mid-Pines. 

The  September  29  meeting  was  well  attended  and  a 
number  of  subjects  discussed. 

Among  the  activities  of  this  Committee  are  the  fol- 
lowing: 

It  maintained  closer  relations  with  the  members  of 
the  Medical  Consultant  Panel,  resulting  in  a  revision 
of  the  Medical  Report  form  used  by  the  Driver  License 
Division  in  the  medical  evaluation  of  driver  applicants. 
In  addition  to  incorporating  recommendations  of  Panel 
members  in  the  medical  form  itself,  the  Driver  License 
Division  now  furnishes  the  driving  record  to  the  re- 
viewing doctors.  This  has  helped  greatly,  especially 
with  alcoholics. 

The  Committee  has  cooperated  with  the  State  Board 
of  Health  in  requesting  funds  from  state  and  federal 
levels  for  financing  the  medical  evaluation  program. 
Such  funds  would  provide  for  the  payment  of  a  stipend 
for  each  case  examined  by  the  Panel.  The  amount  of 
stipend  was  determined  by  a  poll  of  the  30  Panel  mem- 
bers. Other  funds  would  provide  for  three  or  four 
Panel  meetings  a  year,  for  per  diem  expenses  of  all 
physicians  attending  meetings  connected  with  the  pro- 
gram, plus  other  expenses.  A  full-time  medical  co- 
ordinator and  staff  would  be  financed.  The  request  was 
channelled  through  the  North  Carolina  Traffic  Safety- 
Coordinating  Committee  to  the  Federal  Highway- 
Safety  Bureau.  Since  Congress  has  cut  the  budget 
in  this  department  to  about  twenty  per  cent  of  the  re- 
quested amount  it  is  very  doubtful  that  funds  will  be 
forthcoming  soon. 

The  Committee  distributed  AMA  leaflets,  ARE  YOU 
FIT  TO  DRIVE?,  to  all  doctors  in  North  Carolina 
through  the  Medical  Society's  Public  Relations  Bulle- 
tin. 

It  sent  all  Committee  members  and  all  Medical 
Consultant  Panel  members  subscriptions  to  TRAFFIC 
SAFETY,  a  publication  of  the  National  Safety  Council. 
This  was  financed  by  the  Driver  License  Division.  The 
publication  contains  the  most  recent  research  in  the 
traffic  safety  field. 

It  obtained  $500  from  the  North  Carolina  Association 
of  Independent  Insurance  Agents  for  expenses  incur- 
red for  meetings,  postage,  secretarial  help,  copying, 
and  other  Committee  expenses. 

A  copy  of  a  special  feature  article  on  law  enforcement 
was  sent  to  all  Committee  members.  This  article  was 
from  the  News  and  Observer  and  was  written  by  Al- 
bert Coates,  Professor  of  Law  at  the  University  of 
North  Carolina  and  founder  of  the  Institute  of  Govern- 
ment at  Chapel  Hill.  In  this  article  he  stressed  the  im- 
portance of  traffic  law  enforcement  and  the  need 
for  court  action  which  will  uphold  the  police  agencies. 
He  stressed  that  lack  of  respect  for  traffic  laws  led 
to  lack  of  respect  for  all  other  laws. 

The  Committee  members  were  each  sent  a  copy  of 
INVENTORY,  published  by  the  North  Carolina  Depart- 
ment of  Mental  Health  'July-September.  1967 )  contain- 
ing an  article  about  a  film  which  was  made  in  Canada 
demonsrating  that  blood  alcohol  of  0.10  was  too  high 


for  legal  determination  of  driving  under  the  influence. 
Rather  it  should  be  .08.  This  is  the  opinion  of  many 
others  in  the  field  of  driver  licensing  and  law  enforce- 
ment and  points  up  the  necessity  for  getting  our  laws 
changed  in  the  next  Legislature.  This  Committee  hopes 
to  make  such  a  recommendation. 

A  copy  of  THE  PHYSICIANS  ROLE  IN  HIGHWAY 
SAFETY,  a  reprint  from  MODERN  MEDICINE,  Vol.  25, 
was  distributed  to  all  Committee  and  Panel  members. 
This  is  an  excellent  summary  of  much  of  the  work  that 
has  been  clone  in  this  field. 

The  Committee  received  from  the  U.  S.  Public  Health 
Service,  Injury  Control  Division,  two  purchase  orders 
for  two  surveys  and  studies  on  the  people  who  have 
been  medically  evaluated  under  this  Committee's 
program.  These  studies  were  done  at  the  request  of 
the  U.  S.  Public  Health  Service  which  wanted  to  have 
this  information  for  distribution  to  other  states  who 
were  setting  up  medical  advisory  boards  in  response 
to  new  standards  for  highway  safety  as  enacted  by 
Congress.  The  studies  were  done  by  J.  Watson  Morris, 
Jr.,  a  graduate  student  at  the  University  of  North 
Carolina,  in  cooperation  with  the  Driver  License 
Division  and  the  Retail  Credit  Corporation,  the  latter 
doing  a  social  background  study  on  a  number  of  the 
eases.  A  copy  of  each  study  is  attached.  Each  pur- 
chase order  was  for  $1500,  approximately  one-half  of 
the  total  going  for  expenses.  The  funds  were  handled 
through   the  Medical   Society's  office. 

Through  a  sub-committee  five  additional  physicians 
were  selected  to  serve  on  the  Medical  Consultant  Panel. 
We  eventually  intend  having  six  doctors  in  each  of  the 
six  Troop  Areas  of  the  state,  with  the  idea  of  increas- 
ing the  number  of  cases  examined  but  having  each 
case  examined  by  three  physicians  instead  of  five. 

The  Chairman  attended  the  following  meetings  as 
consultant  or  observer: 

The  Driver  License  Medical  Evaluation  and  Research 
Center  Committee. 

The  N.  C.  State  Board  of  Health  administration  group 
preparatory  to  setting  up  the  Driver  Applicant  Ap- 
peal Board. 

The  orientation  meeting  of  the  Appeal  Board.  'Auth- 
orized by  the  1967  Legislature.) 

The  Medical  Consultant  Panel  members  of  Troop  6 
area. 

In  addition,  there  have  been  frequent  and  numerous 
consultations  with  the  Commanding  Officer  of  the 
State  Highway  Patrol  and  the  Director  of  the  Driver 
License  Division.  This  Committee  gives  advice  and 
counsel  to  these  departments  on  request. 

It  is  gratifying  to  report  that  the  Appeal  Board,  ap- 
pointed by  the  State  Board  of  Health,  in  its  first  hear- 
ing in  February,  1968  heard  four  appeals.  In  two  cases 
the  licenses  were  reinstated,  one  to  man  with  a  pace- 
maker, and  one  to  a  man  with  a  post-World  War  II 
"nervous  condition"  erroneously  diagnosed  as  epilepsy. 
The  other  two  suspensions  were  upheld. 

The  Chairman  wishes  to  express  his  appreciation 
for  the  excellent  cooperation  reecived  from  the  Com- 
mittee members.  He  again  wants  to  praise  the  mem- 
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bers  of  the  Medical  Consultant  Panel  for  their  unselfish 
devotion  to  a  public  service.  Many  have  reviewed  cases 
for  nearly  four  years. 

John  W.  Morris.  M.D.,  F.A.C.S. 

Chairman 


COMMITTEE   ON   NECROLOGY 

The  Committee  on  Necrology  will  report  at  the  First 
Meeting  of  the  House  of  Delegates,  Sunday,  May  12, 
1968,  in  the  Cardinal  Ballroom,  The  Carolina,  Pine- 
hurst,  North  Carolina. 

Ben  F.  Royal,  M.D.,  Acting  Chairman 


COMMITTEE   ON  NEGOTIATIONS 

No  negotiating  problems  have  been  referred  to  the 
Committee  on  Negotiations  for  its  consideration  since 
the  annual  meeting  in  May,  1967,  of  the  Medical  Society, 
and  therefore,  no  meeting  of  the  Committee  has  been 
scheduled. 

William  F.  Hollister,  M.D. 

Chairman 


COMMITTEE   ON   NOMINATIONS 

The  Committee  on  Nominations  report  will  be  made 
by  the  President  at  the  First  Meeting  of  the  HOUSE 
OF  DELEGATES,  Sunday,  May  12,  1968,  2:00  p.m.,  in 
the  CARDINAL  BALLROOM,  THE  CAROLINA,  Pine- 
hurst,  North  Carolina,  in  accordance  with  the  pro- 
visions of  the  Constitution  and  By-Laws,  Chapter  V, 
Section   2    and   Chapter   X,    Section   4. 

J.  Henry  Cutchin,  Jr.,  M.D.,  Chairman 


COMMITTEE   OF   PHYSICIANS  ON  NURSING 

The  Committee  of  Physicians  on  Nursing  of  the  State 
of  North  Carolina  met  at  Mid  Pines  Club,  Southern 
Pines,  N.  C.  on  September  30,  1967.  This  was  the  only 
meeting  of  the  Committee  for  the  year.  It  was  a  very 
important  meeting  on  account  of  the  fact  that  several 
important  matters  were  considered  and  passed  on. 
There  were  several  visitors  present,  among  whom 
were  President  of  the  Society,  Dr.  Robert  A.  Ross, 
Dr.  Edgar  T.  Beddingfield.  Chairman  of  the  Legisla- 
tive Committee,  Dr.  Wayne  J.  Benton,  Dr.  Glenn  Best, 
and  Dr.  Theodore  Scurletis.  Complete  and  adequate 
discussion  was  made  on  different  matters. 

An  opening  statement  relative  to  the  diploma  schools 
of  North  Carolina  and  the  Nation  was  made  by  the 
Chairman.  This,  of  course,  included  the  present  ed- 
ucational status  of  the  different  schools,  particularly 
the  diplma  schools.  Recent  legislation  in  support  of 
the  diploma  schools  in  North  Carolina  was  cited.  Under 
this  action.  Chapter  1004  Session  Laws  1967,  an  ap- 
propriation of  $300,000  was  made  in  support  of  the 
education  of  nurses  in  the  diploma  schools.  $100.00  per 
student  was  allowed  in  the  support  of  better  teaching 
facilities,  personnel,  etc. 

Mention  was  also  made  of  Federal  legislation  sup- 
porting schools  of  nursing  including  diploma  schools 
in  the  Nation.  Reference  was  made  to  HR  15128  and 
S-679.  Further  study  of  these  bills  was  recommended. 

Following  discussion  of  these  matters  the  following 


recommendations  were  sent  to  the  Executive  Council 
of  the  State  Society: 

THE   COMMITTEE   RECOMMENDS   THAT   THE   EX- 
ECUTIVE COUNCIL  ENDORSE  THE  FOLLOWING: 
"STATEMENT  ON  NURSING  EDUCATION  OF 
THE  MEDICAL  SOCIETY  OF  THE  STATE 
OF  NORTH  CAROLINA" 

"Whereas,  the  Medical  Society  of  the  State  of  North 
Carolina  is  on  record  to  'continue  its  support  of  all 
current  educational  programs  for  nurses;'  and 

Whereas,  the  national  trend  which  is  supported  by 
the  professional  nurses'  association  appears  to  be  the 
gradual  phasing  out  of  the  Diploma  Schools  of  nursing 
and  the  transfer  of  nursing  education  to  collegiate  insti- 
tutions; and 

Whereas,  80  percent  of  nursing  care  at  the  present 
time  is  rendered  by  graduates  of  Diploma  Schools 
with  the  demand  for  such  nurses  continuing  to  exceed 
the   supply;    and 

Whereas,  there  is  general  professional  agreement 
on  the  need  for  inclusion  of  nursing  eduction  in  com- 
munity health  planning  with  provision  for  greater 
use  of  in-hospital  training,  as  well  as.  training  in  col- 
legiate institutions,  therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
North  Carolina  reaffirms  its  support  of  all  forms  of 
nursing  education  including  baccalaureate,  diploma, 
associate,  and  practical  nurse  education  programs; 
and  be  it  further 

Resolved,  That  those  hospitals  that  conduct  diploma 
schools  of  nursing  be  commended  for  the  great  con- 
tribution being  made  by  these  institutions  to  the  health 
needs  of  the  State  of  North  Carolina  and  the  Nation; 
and  be  it  further 

Resolved,  That  such  hospitals  be  urged  to  continue 
their  schools  and  increase  enrollment  while  allowing 
the  individual  to  choose  the  kind  of  nursing  education 
he  or  she  desires:  that  hospitals  be  encouraged  to  es- 
tablish new  diploma  schols  of  nursing,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
North  Carolina  take  appropriate  action  in  consultation 
with  professional  nurses'  association  and  the  North 
Carolina  Hospital  Association  to  encourage  increasing 
enrollment  in  diploma  schools  and  at  the  same  time 
improve   educational   standards." 

Following  this  statement  it  was  suggested  by  Dr. 
John  L.  McCain,  a  member  of  the  Committee,  that  a 
brochure  of  the  statement  be  sent  to  the  membership 
of  the  Medical  Society.  Directors  of  Diploma  Schools, 
Hospital  Administrators,  Chairman  of  the  Board  of 
Education,  Chairman  of  the  Board  of  Higher  Educa- 
tion, N.  C.  League  of  Nursing,  Committee  on  Legisla- 
tion, AMA,  Hospital  Care  Commission,  Committee  on 
Patient  Care,  and  various  news  organs.  It  was  de- 
cided to  leave  the  decision  to  the  Committee  on  Legis- 
lation as  to  whether  to  send  it  to  the  N.  C.  delegation 
of  Congressmen. 

The  Chairman  read  a  letter  from  Congressman 
Ronney,  as  well  as  a  letter  from  Mr.  Ronney  addressed 
to  his  colleagues  in  Congress  regarding  HR  12571.  It 
was  pointed  out  to  the  Committee  by  Dr.   Ross  that 


COMPILATION    OF    ANNUAL    REPORTS 


45 


this  topic  was  discussed  by  Dr.  Beddingfield  and  the 
Committee  on  Legislation.  Dr.  Beddingfield  stated  that 
this  bill  was  consistent  with  the  policy  of  the  Com- 
mittee of  Physicians  on  Nursing  and  the  Medical 
Society  of  the  State  of  North  Carolina. 

The  Committee  sent  as  information  to  the  Council 
the    following: 

"It  is  the  request  of  this  Committee  that  the  Execu- 
tive Director  write  a  letter  to  the  Chairman  of  the 
State  Board  of  Education  toinquire  as  to  the  status 
of  the  support  of  diploma  schools,  (legislation  passed), 
and  that  the  Executive  Director  acquaint  them  of 
our  interest  in  this  area  and  offer  him  our-  support  in 
getting  this  implemented." 

Concerning  the  Federal  Legislation,  House  Bill  12751, 
the  following  motion  was  made  and  carried  unani- 
mously to  be  presented  to  the  Council  for  appoval. 

"The  Committee  recommends  that  the  Executive 
Council  endorse  in  principle  House  Bill  12751  and  lend 
support  to  this  Legislation.  It  is  also  recommended 
that  a  letter  be  written  to  AMA  Council  on  legislative 
activities  and  copies  sent  to  each  State  Medical  So- 
city,  possibly  by  the  President  of  the  State  Medical 
Society  and  the  Chairman  of  this  Committee,  calling 
this  bill  to  their  attention,  stating  the  Medical  Society 
of  the  State  of  North  Carolina  support  of  this  legisla- 
tion and  urge  them  to  do  all  they  can  to  effectuate 
the  enactment  of  this  into  law." 

A  discussion  on  Bill  S-679  introduced  by  Senator  Cot- 
ton, Republican  from  New  Hampshire,  regarding  Fed- 
eral Subsidy  for  Nurses'  salaries  resulted  in  a  unani- 
mous vote  to  support  the  AMA  action  on  this  bill. 

At  this  point  the  Headquarters  staff  was  asked  to 
write  for  copies  of  HR  12751,  as  revised,  to  be  dis- 
tributed to  members  of  the  Committee. 

Following  a  discussion  of  the  "Joint  Statement  of 
the  Committee  of  Physicians  on  Nursing  of  the  Medical 
Societ  yof  the  State  of  North  Carolina  and  the  Com- 
mittee on  Professional  Nursing  Practice  of  the  N.  C. 
State  Nurses'  Association,"  the  following  recommenda- 
tion was  presented  to  the  Executive  Council  and  pas- 
sed unanimously. 

THE  COMMITTEE  RECOMMENDS  THAT  THE 
EXECUTIVE  COUNCIL  ACCEPT  THE  REVISIONS 
OF  THE  "JOINT  STATEMENT  OF  THE  COMMITTEE 
OF  PHYSICIANS  ON  NURSING  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA 
AND  THE  COMMITTEE  ON  PROFESSIONAL  NURS- 
ING PRACTICE  OF  THE  NORTH  CAROLINA  STATE 
NURSES'  ASSOCIATION"  WHICH  WOULD  THEN 
READ  AS  FOLLOWS: 

"The  Medical  Society  and  NCSNA  recommend  that 
every  health  agency,  hospital,  and  institution  in  North 
Carolina  employing  registered  nurses  to  care  for  pa- 
tients should  make  provisions  to  qualify  these  nurses 
to  apply,  when  proper  indication  sare  present,  Cardio- 
pulmonary Resuscitation  in  the  instance  of  an  emer- 
gency 'i.e.,  where  no  physician  is  available  and  where 
the  nurse  observes  the  abscence  of  vital  signs.) 

The  Medical  Society  and  NCSNA  believe  that  each 
agency,  hospital,  and  institution  should  resignate  rep- 


resentatives   of    the    Medical    Staff,    Nursing    Service 
and  Agency  Administration  to: 
1 )  provide    instruction    and    supervised    practice    by 

qualified   physicians 
2i  write  policies,  define  the  responsibilities,  and  ini- 
tiate these  policies 
3)  provide   for   on-going   or   continuing   instructional 
programs  in  Cardio-Pulmonary  Resuscitation  and 
Cardio  Care." 
A  suggestion  was  made  that  the  Regional  Medical 
Program  be  made  aware  of  the  interest  of  the  com- 
mittee regarding  the  legal  implication  of  nurses  and 
the  following  was  sent  as  information  to  the  Executive 
Council: 

The  Committee  voted  to  send  a  letter  to  Dr.  M.  J. 
Musser,    Director,    Regional    Medical    Program    to 
bring  his  attention  to  our  concern  of  the  legal  im- 
plications of  nurses  and  let  him  know  the  stand  of 
the    Committee    on    accepting    the    revised    Joint 
Statement  of  the  Committee  of  Physicians  on  Nurs- 
ing Practice  of  the  North  Carolina  State  Nurses' 
Association    asking   him   for   his    recommendations 
and  suggestions. 
Dr.    John    L.    McCain    passed    out    copies    of    "The 
North  Carolina  Committee  on  Patient  Care",  a  pam- 
phlet on  the  history  of  the  Committee,  and  copies  are 
to  be  sent  to  the  Committee  members  who  were  un- 
able to  attend,  as  well  as,  the  Executive  Council  by 
him. 

Dr.  Beddingfield  pointed  out  to  the  Committee  the 
status  of  Ed  Rankin  who  recently  took  a  position  with 
the  N.  C.  Citizens  Commission.  It  was  requested  that 
a  copy  of  the  brochure  on  the  "Statement  on  Nursing 
Education  of  the  Medical  Society  of  the  State  of 
North  Carolina"  be  sent  to  him  when  available. 

The  proposed  pilot  project  on  cancer  detection  by 
which  nurses  take  pap  smears  was  discused  by  Dr. 
Scurletis  and  Dr.  Beddingfield  as  being  conducted  on 
a  pilot  project  basis  to  be  approved  by  each  county 
medical  society  and  being  conducted  under  the  direct 
supervision  of  a  physician.  It  was  pointed  out  that  if 
such  a  pilot  project  is  conducted  in  the  State,  all  ex- 
aminees should  be  made  aware  of  the  fact  that  the 
pap  smear  being  taken  is  not  a  complete  examination. 
No  definite  action  was  taken  or  specific  recommenda- 
tions made. 

It  is  the  feeling  of  the  different  members  of  the  Com- 
mittee and  of  the  officers  of  the  Society  that  much  has 
been  accomplished,  with  the  help  of  the  Legislative 
Committee  and  others,  over  the  last  several  years  in 
bringing  together  the  different  state  health  groups 
in  an  effort  to  promote  cooperative  and  coordinated  ef- 
fort in  assuring  at  least  temporary  support,  legislative 
and  otherwise,  for  the  diploma  schools  of  nursing  in 
the  State  of  North  Carolina.  Much  has  been  accom- 
plished in  the  way  of  legislation.  State  and  Federal, 
for  the  support  of  the  diploma  schools.  Much  remains 
to  be  done  and  the  Committee  intends  to  continue  its 
efforts  in  this  direction. 

Fred  C.  Hubbard.  M.D..  Chairman 
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COMMITTEE  ON  OCCUPATIONAL 
HEALTH 

The  largest  number  of  employees  in  North  Carolina 
work  in  small  plants  which  employ  fewer  than  100  in- 
dividuals. The  Committee  has  recommended  that  a 
program  of  pilot  projects  be  initiated  for  the  provision 
of  occupational  health  services  for  small  plant  em- 
ployees. The  local  health  department  could  provide  the 
administrative  structure  through  which  by  the  addi- 
tion of  appropriate  personnel,  essential  services  could 
be  offered  to  small  industries  on  a  contract  basis 
through  a  plan  developed  in  cooperation  with  the  Co- 
unty Medical  Society.  Demonstration  grant  funds  might 
be  secured  to  help  initiate  such  projects  in  one  or  more 
counties. 

Plans  are  being  formulated  for  the  development  of 
a  limited  occupational  health  program  for  one  group 
of  State  employees.  Cooperating  private  physicians 
would  provide  the  medical  services  on  a  fee  basis.  An 
impartial  board  would  utilize  the  data  to  screen  appli- 
cants for  employment  or  those  considered  for  termina- 
tion for  health  reasons. 

The  A.M. A.  Committee  on  Occupational  Toxicology 
requests  the  cooperation  of  physicians  in  reporting  ad- 
verse reactions  from  occupational  exposure  to  chemi- 
cal, physical  or  biological  agents  to  the  Registry  of 
Occupational  Toxicology. 

Donald  D.   Weir,   M.D.,   Chairman 


COMMITTEE   ON   OCHAMPUS 

The  Civilian  Health  and  Medical  Programs  of  the 
Uniformed  Services  (CHAMPUS)  operated  on  an  ex- 
panded basis  during  1967  as  evidenced  by  a  comparison 
of  the  number  of  physicians'  claims  and  amounts  paid 
during  the  years  1966  and  1967,  respectively.  This  in- 
crease was  due  to  expanded  scope  of  the  program  for 
active-duty  dependents  effective  October  1,  1966,  and 
a  program  of  inpatient  and  outpatient  benefits  civilian 
health  care  effective  January  1,  1967,  for  retired  mili- 
tary families  and  dependents  of  former  service  mem- 
bers who  died  while  on  active  duty  or  in  a  retired 
status. 

The  annual  report  of  our  fiscal  intermediary,  North 
Carolina  Blue  Cross  and  Blue  Shield,  is  attached  and 
incorporated  as  a  part  of  the  committee  report.  This 
shows  comparative  statistics  for  the  past  two  years. 
This  report  shows  that  over  the  past  eleven  years  a 
total  of  $23,069,038  has  been  paid  to  North  Carolina 
physicians  and  hospitals  and  other  providers  of 
health  care — a  significant  factor  in  support  of  free 
choice  of  community  hospitals  and  private  physicians. 

After  much  background  work,  the  committee  under 
the  direction  and  authority  of  the  Executive  Council, 
negotiated  with  the  Office  of  the  Surgeon  General  for 
a  more  up-to-date  schedule.  This  schedule  which  was 
based  on  the  North  Carolina  Relative  Value  Studies 
with  a  conversion  factor  of  $5  became  effective  on 
January  1,  1967.  Physicians  were  requested  to  bill  serv- 
ices on  a  usual,  customary,  and  reasonable  basis  and 
the  revised  schedule  enabled  our  fiscal  intermediary 
to  pay  usual,   customary,   and  reasonable  charges   in 


an  estimated  90  to  95  per  cent  of  cases.  Cases  with 
unusual  aspects  of  dificulty  or  time  consuming  were 
subject  to  committee  adjudication  on  a  special  con- 
sideration basis. 

The  Committee  has  held  meetings  as  needed  and 
the  chairman  and  members  have  consulted  with  one 
another  by  phone  and  letter  frequently.  Thus,  cases 
of  an  unusual  and  complex  nature  were  considered 
individually  and  settled  to  the  mutual  satisfaction  of 
those  involved. 

North  Carolina  Blue  Cross  and  Blue  Shield  under 
the  supervision  of  Mr.  K.  G.  Beeston,  Vice  President, 
and  his  staff  have  continued  to  give  excellent  coopera- 
tion and  administration.  The  counsel  and  activities  of 
Mr.  James  T.  Barnes  and  his  staff  at  the  headquarters 
office  of  the  Medical  Society  have  been  invaluable. 

Beginning  with  services  provided  on  and  after  Feb- 
ruary 1,  1968,  the  program  is  to  be  administered  on  a 
usual,  customary,  and  reasonable  fee  basis  under  a 
two-party  contract  between  North  Carolina  Blue  Cross 
and  Blue  Shield,  Inc.,  and  the  Office  of  Civilian  Health 
and  Medical  Programs  of  the  Uniformed  Services, 
to  which  the  Medical  Society  is  no  longer  a  party. 
A  usual  charge  is  the  usual  charge  made  by  an  in- 
dividual physician  to  a  private  patient.  A  customary 
charge  is  that  charge  customarily  made  in  a  com- 
munity, area,  or  specialty  for  a  service.  A  reasonable 
charge  is  one  tha  meets  the  above  two  criteria.  By 
previous  action  and  on  recommendation  of  our  com- 
mittee, the  Council  has  endorsed  Blue  Shield  as  the 
continuing  fiscal  intermediary  and  authorized  our  com- 
mittee to  continue  to  provide  advice,  counsel,  and  the 
supervision  for  adjudication  of  claims  and  in  other 
professional  matters  as  was  requested  by  Blue  Shield. 
Therefore,  a  claims  review  sub-committee  composed 
of  seven  members  in  representative  specialties  with 
suitable  alternates  and  consultants  was  appointed  to 
meet  with  Blue  Shield  on  a  regularly  scheduled  monthly 
basis  to  establish  criteria  and  patterns  of  maximum 
reimbursements. 

The  committee  believes  that  the  North  Carolina  Med- 
ical Society  will  benefit  from  our  continued  relation- 
ship with  this  program.  We  will  endeavor  to  see  to  it 
that  the  progra  mcontinues  to  operate  on  the  highest 
possible  level  of  professional  standards  and  we  will 
see  to  it  that  the  members  of  the  Society  are  kept 
fully  informed. 

D.    M.    Cog-dell,    M.D.,    Chairman 
Sincerely, 


COMMITTEE   ON   PHYSICAL  AND 

VOCATIONAL   REHABILITATION 

ANNUAL  REPORT 

March  1,  1968 

1.  The  committee  reviewed  the  functioning  of  the 
Amputee  Clinic  Subcommittee.  The  principles  upon 
which  these  committees  were  founded  were  discussed, 
as  was  the  relationship  of  the  Medical  Society  and 
the  North  Carolina  Orthopaedic  Association  to  these 
clinics. 

2.  Dr.    Martinat   reported   on   the   survey  which  he 
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was  conducting  concerning  the  need  for  physical  thera- 
pists in  North  Carolina.  It  was  recommended  that  a 
subcommittee  be  formed  to  explore  the  need  for  phy- 
sical therapy  technicians  in  the  state.  This  committee 
was  appointed. 

3.  Various  relationships  and  problems  associated  with 
regulation  within  the  Division  of  Vocational  Rehabilita- 
tion were  discussed. 

4.  Consideration  was  given  to  the  recommendations 
for  candidates  for  the  warad  for  the  outstanding  phy- 
sician of  the  year  in  the  treatment  of  the  handicapped. 
The  curicula  vitae  of  the  various  names  which  had 
been  submitted  was  subsequently  circulated  to  the 
members  of  the  committee  and  by  majority  vote 
Dr.  Samuel  D.  McPherson,  Jr.  was  nominated  and 
his  name  was  submitted  to  the  Executive  Secretary. 

H.  Robert  Brashear,  M.D..  Chairman 


COMMITTEE   ON   PUBLIC   RELATIONS 

The  annual  meeting  of  the  Committee  on  Public  Re- 
lations was  held  Thursday,  September  28  at  Mid-Pines. 
The  following  actions  were  taken: 

1.  Approved  the  Information  Booth  at  the  State  Fair 
in  October,  using  the  AMA  Exhibit  "Life  Begins" 
as  our  display.  Again  the  North  Carolina  Associa- 
tion of  Hospital  Technologists  did  the  blood  typ- 
ing and  we  are  most  grateful  to  them. 

2.  Support  financially  and  publicly  the  High  School 
Science  Fair  project. 

3.  Continue  subscription  of  Today's  Health  to  mem- 
bers of  the  North  Carolina  General  Assembly, 
Governor,  Council  of  State,  Supreme  and  Superior 
Court  judges,  as  well  as  all  North  Carolina  Col- 
leges. 

4.  Approved  support  of  the  North  Carolina  Rescue 
Squad  and  provided  trophies  for  the  first,  second, 
and  third  place  winners  in  first-aid  competition. 

5.  Approved  the  printing  and  distribution  to  our 
membership  of  the  pamphlet— "The  AMA— What 
Has  It  Done  For  You  Lately?" 

6.  Concluded  that  each  county  grievance  committee 
and  Board  of  Censors  would  be  best  equipped  to 
handle  their  own  problems,  with  advice  if  needed, 
from  our  State  Society. 

7.  Approved  the  investigation  of  a  permanent  "Medi- 
cine As  A  Career"  exhibit  for  loan  to  various  fairs 
and  organizations. 

8.  Did  not  approve  a  professional  services  plan 
credit  card  for  physicians  payment  through  the 
First  Union  National  Bank. 

On  April  12-13,  an  AMA  speech  training  course  using 
instant  video  tape  play  back  was  presented  in  Char- 
lotte to  twenty  members. 

This  was  done  by  AMA  personnel,  along  with  video 
equipment  loan  by  Mr.  Joseph  C.  Faust  of  Electronic 
Equipment,  Inc.,  Atlanta,  Ga. 

The  program  was  most  enthusiastically  received  and 
arranged  by  Sam  Agnello  of  Duke  Medical  Center, 
we  hope  to  repeat  this  during  1968  for  other  members  of 
our  organization. 

We   sponsored  two  films   "Beware   The   Wind"   and 


"Ths  Savage  Cell"  prepared  by  Airlie  Foundation  and 
shown  as  a  public  feature  by  some  TV  stations  and 
under  the  auspices  of  Hospital  Care  through  six  TV 
outlets  in  our  state. 

Your  chairman  attended  the  annual  AMA  Institute 
on  Public  Relations  and  wishes  that  everyone  could 
avail  himself  of  the  opportunities  afforded  by  this  con- 
ference. Your  chairman  also  plans  to  attend  the  Socio- 
Economic  Conference  to  be  held  in  Chicago  during 
March. 

The  annual  Conference  of  County  Medical  Society 
Officers  and  Committeemen  was  held  at  The  Carolina, 
Pinehurst,  N.  C.  January  26-27,  1968.  Ninety-nine  phy- 
sicians registered  (I'm  sure  another  20  did  not)  and 
40  non-physicians  'making  a  total  of  139).  This  repre- 
sented 46  counties,  31  county  presidents,  12  county 
secretaries,  and  9  counties  represented  by  both  presi- 
dent and  secretary.  We  had  representatives  from  13 
counties  who  were  not  present  at  the  1967  conference. 
The  program  this  year  was  devoted  to  County  Society 
problems  and  the  subject  was  introduced  in  the  morn- 
ing by  Bing  Blasingame,  AMA  executive  vice-president, 
and  then  we  divided  into  three  groups  depending  on 
the  size  of  the  county  represented  1 1-50,  50-100,  and 
over  100).  Manning  these  three  groups  were  representa- 
tives of  our  State  Society  Office,  our  membership,  and 
Dick  Nelson,  Gerald  Blanchard,  and  Bing  Blasingame, 
representing  the  AMA.  After  lunch,  a  critique  was  held 
and  it  was  generally  agreed  that  this  was  a  most  bene- 
ficial conference.  Through  the  courtesy  of  AMPAC- 
MEDPAC,  our  Friday  evening  speaker  was  Congress- 
man Omar  Burleson  of  Texas,  who  gave  us  a  clear 
and  informative  picture  of  the  Washington  scene. 

The  committee  again  wishes  to  thank  Bill  Hilliard, 
assistant  executive  director,  and  his  staff  at  our  Ra- 
leigh Office  for  their  continued  essential  and  valuable 
assistance  in  the  operation  of  our  committee  and  par- 
ticularly for  editing  and  publishing  the  Public  Relations 
Bulletin. 

Philip  Naumoff,  M.D.,  Chairman 


COMMITTEE  ADVISORY  TO  N.  C. 
DEPARTMENT  OF  PUBLIC  WELFARE 

The  Committee  Advisory  to  the  North  Carolina  De- 
partment of  Public  Welfare  met  at  the  Mid  Pines  Club 
in  Southern  Pines,  North  Carolina  on  Friday,  Septem- 
ber 29,  1967.  Only  five  members  of  the  Committee  were 
present  and  eight  were  absent.  However,  the  Commit- 
tee was  most  fortunate  in  having  President  Ross, 
President-Elect  Welton,  and  Past  President  Jones  at- 
tending the  Committee  Meeting  as  well  as  Dr.  Bedding- 
field. 

Mr.  Clifton  M.  Craig,  State  Commissione  of  Public 
Welfare,  reviewed  for  us  the  current  Welfare  Program 
for  North  Carolina  and  some  aspects  of  its  possible 
relationships  to  Title  XIX  Social  Security. 

Seldom  has  any  group  been  fortunate  enough  to  ob- 
tain as  much  information  in  regard  to  the  operation 
of  the  Welfare  Program  in  North  Carolina  as  those 
attending  the  meeting  received  from  Mr.  Craig. 

At  the  present  time  the  person  on  welfare,   i  child, 
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adult,  or  elderly),  is  eligible  for  more  hospital  care  than 
he  would  receive  under  Title  XIX  if  it  were  imple- 
mented in  North  Carolina  and  the  minimal  guide  lines 
set  forth  by  the  federal  government  were  followed. 
However,  under  Title  XIX  more  of  the  medical  in- 
digent would  be  covered. 

As  is  well  known  by  the  members  of  the  Medical 
Society,  there  are  no  fees  paid  through  the  Welfare  De- 
partment to  physicians  rendering  service  to  the  re- 
cipients of  welfare.  The  published  guide  lines  at  this 
time  require  that  the  physicians  be  paid  when  Title 
XIX  is  implemented.  $500,000.00  was  appropriated  by 
the  1967  General  Assembly  for  payments  to  physi- 
cians during  this  fiscal  year  and  $600,000.00  was  ap- 
propriated for  the  next  fiscal  year.  Up  to  the  present, 
plans  have  not  been  crystalized  for  the  utilization  of 
these  funds. 

It  was  recommended  by  the  Committee  that  county 
medical  societies  be  advised  of  the  availability  of  a 
similar  type  program  on  request  to  the  State  Depart- 
ment of  Public  Welfare,  and  that  the  state  society  con- 
sider asking  Mr.  Craig  to  present  a  program  contain- 
ing the  information  rendered  the  Committee  at  the 
Annual  Meeting. 

A  Committee  Meeting  was  scheduled  for  Sunday,  Feb- 
ruary 11th,  1968.  At  that  time  the  Committee  is  to 
meet  with  the  Division  of  Child  Welfare  and  Division 
of  Medical  Services  in  regard  to  certain  matters  re- 
lated to  adoption  on  child  care  problems  in  which  it 
desires  medical  advice  and  guidances.  Also  advice  is 
needed  by  the  Department  of  Public  Welfare  on  prob- 
lems related  to  long  term  care  on  the  going  Kerr-Mills 


program    particularly    involving    chronic    illness    and 
prolonged  care. 

Everett  I.  Bugg-,  Jr.,  M.D. 

Chairman 


COMMITTEE   ON   RADIATION 

As  chairman  of  the  Committee  on  Radiation  I  would 
like  to  report  for  the  past  year  that  the  state  is  in 
good  condition  and  the  radiation  protection  program 
is  being  well  carried  out  by  Dr.  Wilson  of  the  State 
Board  of  Health  and  also  Mr.  Henderson  of  the  Medical 
Care  Commission.  We  have  nothing  to  report  at  this. 
time. 

Robert  J.   Reeves,   M.D. 

Chairman 


RETIREMENT  SAVINGS  PLAN  COMMITTEE 

The  Retirement  Savings  Plan  Committee  is  delighted 
to  present  its  activity  report  for  the  past  year.  Doc- 
tors Elias  Faison  and  Hewitt  Rose  were  re-elected  to 
the  Committee  by  the  House  of  Delegates  at  Pinehurst 
in  May. 

The  Committee  held  its  regular  meeting  at  the  con- 
clave at  the  Mid  Pines  Club,  Southern  Pines,  North 
Carolina,  on  September  29,  1967.  Reports  were  given 
by  trust  officers  of  Wachovia  Bank  &  Trust  Company 
on  the  activity  of  the  NORTH  CAROLINA  MEDICAL 
RETIREMENT  SAVINGS  PLAN  during  the  past  year. 
Mr.  Garnett  N.  Henson,  III,  gave  a  report  on  the  pro- 
motional and  participation  activity  and  Mr.  John  Peddy- 
cord  reported  on  the  investment  activity  in  the  stock 
trust   fund.    The   Committee   authorized   quarterly   re- 


WACHOVIA  BANK  AND  TRUST  COMPANY 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA 

RETIREMENT  SAVINGS  PLAN  AND  TRUST 

STATEMENT  OF  CONDITION 

December  31,  1967 

ASSETS 

Cash    $  17,082.58 

Accrued  dividends  and  interest  receivable  675.61 

Investments : 

Common  Stocks  .  $318,178.31         $345,739.50 

Temporary  Bonds  101,000.00  101,000.00 

Retirement  Savings  Plan  and  Trust  _        ._.     69,000.00  69,000.00 

Accounts  Pending  Treasury  Dept.  Approval  $488,178.31 


LIABILITIES  AND  NET  WORTH 

Liabilities 

Due  Wachovia  Bank  and  Trust  Company  fees  for 

December    ; 

Due  Minnesota  Mutual  Life  Insurance  Company 

contribution  for  December 

Net  Worth 

Member's   Accounts — Stock   Account   

Member's   Accounts — Pending  Account   


$  17,758.19 


$515,739.50 


$533,497.69 


164.59 
387.08 


$        551.67 

$453,851.22 

79,094.80 

$533,497.69 
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ports  to  participants  in  order  to  keep  them  currently 
advised  on  the  status  of  their  equity  in  the  PLAN. 

The  trustee  of  the  PLAN  maintained  an  exhibit 
booth  at  the  May  convention  and  this  booth  was  staffed 
by  2  trust  officers  during  the  entire  time.  Another  such 
exhibit  is  planned  for  the  1968  convention. 

Throughout  the  year  several  articles  on  the  RETIRE- 
MENT SAVINGS  PLAN  were  published  in  the  Public 
Relations  Bulletin  of  the  Society  keeping  members  ad- 
vised on  the  latest  developments  in  the  Keogh  retire- 
ment plans  in  general  and  in  our  own  PLAN  in  par- 
ticular. 

On  December  15,  1967,  the  Committee  met  in  the 
offices  of  Wachovia  in  Winston-Salem.  At  that  time 
various  aspects  of  the  Program  were  discussed  and 
the  Committe  heard  reports  that  a  number  of  physi- 
cians were  making  initial  contributions  to  the  PLAN 
during  the  month  of  December.  The  chairman  reported 
2  disappointing  aspects  concerning  the  Program.  The 
first  was  the  failure  to  obtain  the  interest  of  the 
Auxiliary  chapters  in  the  state  in  an  offer  to  present  a 
program  to  their  groups  on  the  NORTH  CAROLINA 
MEDICAL  RETIREMENT  SAVINGS  PLAN.  It  was 
thought  that  the  wives  of  physicians  would  be  particu- 
larly interested  in  retirement  programs  and  especially 
one  which  would  offer  considerably  tax  savings  and 
other  benefits.  The  second  was  the  failure  of  most  of 
the  participating  physicians  in  the  PLAN  to  utilize  the 
insured  annuity  portion  of  the  program.  It  was  pointed 
out  that  even  the  physicians  who  are  now  approaching 
retirement  age  seem  to  be  only  interested  in  "capital 
gains"  and  probably  are  assuming  an  undue  risk  with 
some  of  their  funds  as  they  approach  retirement. 

The  Committee  is  pleased  to  publish  the  second 
annual  Statement  of  Condition  of  the  NORTH  CARO- 
LINA MEDICAL  RETIREMENT  SAVINGS  PLAN. 
This  Statement  shows  assets  in  the  amount  of  $533,- 
497  69  as  compared  with  $239,402.75  one  year  earlier. 

As  of  1/1/68  there  were  113  physicians  participating 
in  the  PLAN  plus  73  of  their  employees  giving  a  total 
of  186  participants. 

Jesse  Caldwell,  M.D.,  Chairman 


COMMITTEE     ON     SCIENTIFIC     WORKS 

The  incumbent  Chairman  of  this  committee  was  ap- 
pointed by  the  President,  Dr.  Robert  A.  Ross,  and 
charged  with  the  responsibility  for  arranging  the  gen- 
eral session  on  Scientific  Works  for  the  1968  meeting 
to  be  presented  for  13  and  14  May  1968  at  Pinehurst. 

Dr.  Ross  indicated  that  it  was  the  wish  of  the  Ex- 
ecutive Council  that  part  of  the  program  be  devoted 
to  a  consideration  of  physical  and  mental  health  wel- 
fare of  students  in  our  primary  and  secondary  grades. 
This  program  has  been  arranged. 

The  second  part  of  the  program  was  left  more  or 
less  to  the  discretion  of  the  President  and  the  collec- 
tive committee  on  scientific  works.  A  tentative  sug- 
gestion was  made  that  because  of  current  interest  in 
and  a  justifiable  concern  for  the  place  of  immunology 
in  modern  medicine  a  program  be  prepared  on  the 
general  subject  of  immunobiology.  The  Committee  on 


Scientific  Works  met  at  9:00  a.m.,  28  September  1967 
in  the  Terrace  Cottage  of  the  Mid  Pines  Club  at 
Southern  Pines.  North  Carolina  wherein  the  preliminary 
suggestion  was  approved  by  the  whole  Committee. 

The  specialty  committees  of  the  Medical  Society  of 
the  State  of  North  Carolina  have  been  most  coopera- 
tive and  imaginative  in  providing  supportive  programs 
in  both  general  areas  described. 

Warner  Lee  Wells,  M.D..  Chairman 


SUBCOMMITTEE    ON 
MEDICAL  ASPECTS  OF  SPORTS 

During  the  year  1967,  I  attended  meetings  throughout 
the  state  and  also  in  Chicago,  and  Houston  Texas,  on 
this  subject,  in  the  hope  of  obtaining  data  that  would 
aid  in  our  own  program  designed  to  upgrade  the  medi- 
cal support  and  liaison  with  the  various  schools, 
coaches  and  athletic  teams.  As  far  as  the  subcommittee 
itself  is  concerned,  a  meeting  was  held  at  the  Pines 
Restaurant  in  Chapel  Hill,  early  in  November  1967 
with  Dr.  Frank  Bassett,  Dr.  Carl  Blythe,  Mr.  Clyde 
Walker  in  addition  to  myself  present.  The  attempt  to 
have  further  representation  at  this  meeting  was  quite 
unsuccessful,  in  spite  of  the  fact  that  ample  notice 
had  been  provided  to  the  parties  concerned.  I,  my- 
self, live  in  Wilmington,  N.  C.  and  feel  that  by  going 
to  the  central  part  of  the  state,  such  as  Chapel  Hill, 
this  is  a  logical  place  to  hold  a  meeting,  in  view  of 
the  fact  that  there  are  three  members  of  the  commit- 
tee living  in  that  area.  At  this  meeting,  it  was  pointed 
out  a  great  deficiency  had  already  become  apparent  that 
there  were  various  grades  of  coaching  ability  through- 
out North  Carolina  and  that  certainly  some  of  the  in- 
jury problems  were  directly  traceable  to  the  variation 
of  coaching  ability  and  knowledge.  This  was  in  supple- 
ment to  findings  that  I  had  observed  personally,  rela- 
tive the  extreme  need  for  approval  of  playing  fields, 
especially  for  contact  sports  such  as  football  through- 
out the  state.  I  have  slides  depicting  critical  health 
hazards  of  the  football  field  at  the  DLxon  school,  which 
is  only  approximately  35  miles  from  Wilmington,  N.  C. 

It  is  a  realization  of  these  problems,  yet  a  lack  of 
implementation  of  enforcement,  even  suggestions  to 
the  various  coaching  people,  that  is  a  main  stop-gap 
at  this  point.  It  is  hoped  that  the  State  Meeting,  in 
May  that  certain  facts  will  be  promulgated  to  the 
delegates,  specifically  along  the  lines  of  informing  the 
coaches  that  we  are  interested  in  helping  them  and 
working  with  them  toward  upgrading  physical  ele- 
ments, including  the  football  field  as  well  as  the  per- 
sonal gear  that  is  used  by  players.  During  this  spring 
of  1968,  it  is  hoped  that  a  greater  representation  of  the 
committee  members  can  be  assembled  and  that  the 
facts  and  figures  of  Dr.  Carl  Blythe.  which  deal  di- 
rectly with  national  death  and  injury  rate  as  com- 
pared to  North  Carolina,  can  be  presented  at  that 
time. 

The  trips  made  by  me  this  year  included  a  trip  to 
the  A.M. A.  Annual  Schools  and  Physicians  Conference 
in  Chicago  in  October  and  then  again  in  late  November 
the  A.M. A.  Clinical  Conference  at  Houston,  Texas.  At 
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Chicago,  again  in  January  1968,  I  attended  and  par- 
ticipated in  a  Sports  Medicine  Program  as  part  of  the 
American  Academy  of  Othopedic  Surgeons  Annual 
Meeting.  The  crux  of  these  three  meetings  deals  with 
the  lack  of  continuity  of  thinking  on  restrictions  that 
should  be  imposed  on  those  athletes  or  candidates  for 
athletic  sports  who  have  the  single  organ  remaining  of 
the  original  paired  organs  of  the  body;  specifically 
this  has  to  do  with  the  testes.  Kidney  and  eye  as  the 
most  common  contraversial  issues.  According  to  the 
speaker  and  his  geographical  location  of  practice,  one 
can  get  considerable  variation  in  opinion  on  this 
subject. 

A  full  day  session  on  Medical  Aspects  of  Sports  at 
the  9th  National  Conference  of  the  A.M. A.  at  Houston, 
Texas,  I  felt  was  a  most  well  planned  and  organized 
program  and  sincerely  feel  that  it  should  be  continued 
on  a  yearly  basis  as  it  has  in  the  past. 

The  line  of  future  work  planned,  as  far  as  this  com- 
mittee, or  subcommittee  is  concerned,  I  feel  all  at- 
tempts should  be  made  toward  a  beginning  program 
of  physical  education  on  a  developmental  basis  to  re- 
place some  of  the  antiquated  methods  used  throughout 
the  state.  To  more  simulate  sand-lot  recreation  than 
any  true  organized  physical  education  program  that 
has  been  planned  and  projected  in  a  deliberate  man- 
ner is  a  waste  of  time.  I  am  specifically  referring  to 
the  need  for  survey  of  high  school  children  for  phy- 
sical defects  and  definite  need  to  concentrate  on  these 
defects  by  specific  exercise  program  with  yearly  ap- 
praisal of  the  progress  made  in  each  individual  stu- 
dent's case.  This  program  would  require  that  the 
coaching  and  physical  education  faculty  of  the  schools, 
(at  the  high  school  level,  to  begin  with,)  in  many 
incidences  would  require  further  instruction  for  their 
proper  supervision  of  this  program  and  its  implemen- 
tation. The  gain  to  the  state  would  be  tremendous  if 
one  could  just  eliminate  many  of  the  defects  as  seen 
by  every  day  office  practice  in  orthopedic  surgery  at 
an  earlier  age  and  also  it  would  aid  in  the  overall 
physical  health  of  the  student  body  and  thus  provide 
a  greater  field  for  specific  athletic  contestants  to  be 
drawn  from,  by  the  coaching  staff.  This  is  not  designed 
to  stop  sports  but  rather  to  replace  and  insert,  where 
none  exists,  a  definite  program  of  true  physical  educa- 
tion where  it  is  found  actually  lacking  or  most  de- 
ficient today. 

James  R.  Dineen,  M.D.,  Chairman 


COMMITTEE   ADVISORY  TO  STUDENT  A.M.A. 

Again  in  1967,  the  Student  A.M.A.  was  the  largest 
sectional  group  of  the  North  Carolina  Medical  Society. 
Hours  of  planning  laid  the  foundation  for  an  excellent 
critical  analysis  of  many  aspects  of  medical  education 
from  the  students'  view.  The  panel  discussion  was 
chaired  by  Dr.  Edgar  Beddingfield  and  participants 
included  Mr.  Minor  Matthews,  Allen  Muhr  and  Wil- 
liam Wallace.  During  a  second  hour  a  representative 
from  each  medical  school  presented  a  paper;  and  at 
a  dinner  meeting  Dr.  Hubert  Poteat  was  the  grac- 
iously humorous  and  provocative  speaker. 


The  pertinence  for  reviewing  this  event  in  names 
is  to  give  record  to  the  fact  President  of  the  American 
Medical  Association,  Dr.  Rouse,  was  in  attendance 
and  made  unstintingly  complimentary  remarks  about 
the  absolute  excellence  of  the  program  and  also  its 
unparalleled  excellence  when  other  states  are  com- 
pared. 

During  the  year  preceding  the  1967  meeting  Mr.  Joel 
Rothermel  of  U.  N.  C.  organized  undergraduate  ac- 
tivity. Since  the  meeting,  there  have  been  frequent 
local  chapter  meetings,  and  additional  meetings  with 
representatives  from  each  S.A.M.A.  Chapter  in  the 
State  and  members  of  the  Advisory  Committee  in 
attendance  in  an  attempt  to  prepare  for  1968. 

William  P.  J.  Peete,  M.D.,  Chairman 


AD  HOC  COMMITTEE  ON  TASK  FORCE  ON 
TITLE  XIX 

The  following  statement  is  a  report  of  the  Ad  Hoc 
Committee  on  Task  Force  on  Title  XIX,  which  is  sub- 
mitted for  addition  to  the  Compilation  of  Annual  Re- 
ports. 

The  Ad  Hoc  Committee  on  Task  Force  on  Title  XIX 
met  twice  during  the  past  year,  the  first  being  on 
September  29,  1967,  at  Southern  Pines,  and  the  second 
on  January  27,  1968,  at  Pinehurst.  Both  meetings  were 
well  attended.  Firm  recommendations  from  the  Com- 
mittee's activities  were  not  made  and  submitted  to 
the  Executive  Council.  The  reason  for  no  firm  recom- 
mendations being  made  is  because  of  the  nature  of  the 
Committee.  At  this  stage,  it  is  primarily  studying  the 
problem  of  the  implementation  of  Title  XIX.  Most 
people  are  familiar  with  existing  Federal  Legislation 
to  the  effect  that  States  must  implement  a  Title  XIX 
program  by  January  1,  1970,  in  order  to  continue  re- 
ceiving Federal  matching  funds  for  medical  programs. 
We  were  told  that  the  appropriate  State  Agencies 
were  working  on  this  problem  and  would  probably  have 
some  firm  recommendation  to  make.  It  was  pointed  out 
that  even  at  this  time  North  Carolina  has  a  fairly  com- 
prehensive Title  XIX  program  in  operation,  even 
though  they  are  not  participating  in  matching  Federal 
Funds,  and  have  not  implemented  the  provisions  of 
the  legislation  which  created  Title  XIX. 

At  the  September  meeting,  Mr.  Clifton  M.  Craig, 
Commissioner  of  Public  Welfare,  met  with  the  Com- 
mittee and  discussed  in  detail  the  present  medical 
program  of  the  Department  of  Public  Welfare.  He 
pointed  out  that  except  for  payment  of  Physician's 
services  (which  is  one  of  the  so-called  five  basic  re- 
quirements for  implementation  for  Title  XIX),  a 
Title  XIX  program  would  require  very  little  difference 
in  the  way  of  services  from  what  programs  we  now 
have  in  North  Carolina.  It  is  apparent  that  his  Depart- 
ment is  confronted  with  having  to  arrive  at  estimates 
of  the  cost  of  paying  for  physicians  services  without 
having  any  reliable  experienced  data  on  which  to  base 
such  figures.  It  is  apparent  that  the  funding  of  Title 
XIX  would  be  a  big  problem  in  North  Carolina,  par- 
ticularly since  many  of  the  smaller  counties  were 
already  indicating  they  were  having  problems  in  meet- 
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ing  present  obligations.  It  was  brought  to  attention 
of  the  Committee,  as  well  as  Commissioner  Craig,  that 
the  State  Medical  Society  has  gone  on  record  to  the 
effect  that  charges  for  Physician's  services  to  any 
Governmental  Agency  should  be  on  the  basis  of  usual 
and  customary  charges. 

During  the  course  of  the  year,  additional  discussions 
have  been  carried  out  with  members  of  the  various 
Agencies  within  the  State  and  with  the  State  Depart- 
ment of  Administration  regarding  the  implementation 
of  Title  XIX.  The  State  Department  of  Administration 
has  been  advised  of  the  willingness  of  the  Medical 
Society  to  render  such  aid  in  preparation  for  the  im- 
plementation of  Title  XIX  as  they  can.  At  the  Jan- 
uary meeting  of  the  Committee  in  Pinehurst,  discus- 
sions concerning  problems  concerned  with  the  im- 
plementation of  Title  XIX  in  North  Carolina  were 
continued.  This  meeting  was  also  attended  by  a  repre- 
sentative from  the  North  Carolina  Hospital  Association, 
as  well  as  a  representative  from  the  newly  combined 
North  Carolina  Blue  Cross  and  Blue  Shield  Incor- 
porated. Nothing  of  a  firm  nature  resulted  from  this 
meeting  except  it  was  felt  that  a  better  understanding 
of  the  problems  concerned  with  the  implementation 
of  Title  XIX  was  brought  to  the  Committee.  A  num- 
ber of  informal  meetings  with  Agencies  concerned  in 
the  implementation  of  this  Legislation  have  been  held, 
and  it  is  felt  that  a  more  complete  understanding  has 
been  reached. 

The  Medical  Society  of  the  State  of  North  Carolina 
in  earlier  action  recommended  that  the  State  Board 
of  Health  be  designated  as  the  Agency  to  administer 
the  Medicare  Program.  It  has  been  designated  as  the 
Administrator  of  Title  XVIII.  The  Administrator  of 
Title  XIX  has  not  yet  been  designated,  and  there  ap- 
pears some  eagerness  on  the  part  of  the  Department 
of  Public  Welfare  to  exert  its  influence  so  that  that 
Agency  might  be  so  designated.  While  our  Society  en- 
dorsed the  North  Carolina  "Blues"  as  the  fiscal-inter- 
mediary for  Title  XVIII,  our  endorsement  was  not 
heeded  and  a  commercial  carrier  was  so  designated. 

At  the  meeting  in  Pinehurst,  a  representative  of  the 
North  Carolina  Blue  Cross  and  Blue  Shield,  Incor- 
porated, was  at  the  meeting  and  made  a  presentation 
of  a  proposal  of  the  "Blues",  that  they  might  be  fiscal- 
intermediary  for  the  program  in  North  Carolina.  We 
had  word  that  others,  that  is,  commercial  carriers, 
were  interested  in  the  program,  and  would  like  to 
have  the  opportunity  to  compete  for  this  position.  The 
proposal  from  the  "Blues",  as  well  as  the  expressed 
interest  of  the  Pilot  Life  Insurance  Company,  was  ac- 
cepted as  information  and  so  transferred  to  the  Execu- 
tive Council.  It  was  agreed  that  additional  commercial 
carriers  who  might  have  an  interest  should  be  given 
the  opportunity  of  being  heard. 

The  Committee  will  continue  to  study  the  problem  as 
developments  take  place.  It  will  make  an  effort  to 
influence  the  consideration  of  the  implementation  of 
this  Act  by  the  appropriate  State  officials,  so  that  usual 
and  customary  remunerations  for  services  rendered, 
be  the  basis  of  their  consideration  for  providing  funds 


for  expenditures  of  the  program.  Further  developments 
will  depend  upon  the  activity  of  the  Legislature  within 
the  State.  However,  your  Committee  will  keep  in  close 
touch  with  the  situation  and  make  every  effort  to  make 
recommendations  to  the  Executive  Council  which  will 
be  most  favorable  to  the  Medical  Society  of  the  State 
of  North  Carolina. 

George  W.  Paschal,  Jr.,  M.D.,  Chairman 


UTILIZATION  COMMITTEE 

The  Committee  on  Utilization  of  the  North  Carolina 
Medical  Society  met  at  Mid  Pines  on  30th  of  September, 
1967.  A  comprehensive  study  of  the  Utilization  Review 
Committees  first  year  function  in  certified  North  Caro- 
lina hospitals  was  carried  out.  Reports  indicated  sincere 
efforts  on  the  part  of  local  Utilization  Review  Com- 
mittees, their  acceptance  by  local  staff  members,  and 
benefits  derived  by  both  hospitals  and  staff.  Problems 
still  were  found  to  exist  in  getting  Utilization  Review 
Committees  functioning  in  some  of  extended  care  fa- 
cilities. 

Recognizing  that  the  time  for  hospital  recertification 
under  Medicare  was  fast  approaching  the  Committee 
felt  that  educational  efforts  would  be  appropriate  to 
assist  hospitals  in  meeting  requirements  of  Utilization 
Review  recertification.  It  was  recommended  and  ap- 
proved by  the  council  that  the  Committee  take  the  lead 
in  forming  a  Steering  Committee  of  representatives 
from  involved  agencies,  to  consider  problems  con- 
fronting hospital  Utilization  Review  Committees 
throughout  the  State  and  make  recommendations  con- 
cerning the  form  which  educational  efforts  should  take 
in  order  to  render  the  greatest  assistance  to  the  hos- 
pital Utilization  Review  Committee. 

On  Sunday,  January  21,  1968,  the  Steering  Committee 
made  u  pof  representatives  of  the  State  Utilization 
Committee,  State  Board  of  Health,  N  .C.  Blue  Cross 
and  Blue  Shield,  Inc.,  N.  C.  Hospital  Association,  N.  C. 
Medical  Care  Commission,  N.  C.  State  Board  of 
Health,  Duke  Endowment,  N.  C.  Association  of  Nursing 
Homes,  assisted  by  representatibes  from  the  Medical 
Society  Staff,  met  and  formulated  plans  for  suppling 
the  educational  aid  to  the  various  hospitals  throughout 
the  state.  It  was  agreed  upon  that  a  memorandum  be 
disseminated  to  each  hospital  chief  of  staff,  adminis- 
trator and  chairman  of  the  Utilization  Review  Local 
Committee.  This  memorandum  included:  < a>  Intro- 
ductory paragraph  as  to  why  recertication  is  required 
with  an  expression  of  appreciation  for  efforts  in 
initial  certi&cation,  ib>  Itemization  of  most  frequently 
encountered  problems,  <c>  Suggestions  for  solving 
principle  problems,  and  <d>  offer  consultation  by  rep- 
resentatives of  the  Medical  Society  and  involved  agen- 
cies. 

The  possibility  of  scheduling  various  regional  meet- 
ings where  representatives  from  the  hospitals  in  that 
area  might  gather  to  discuss  problems  and  solutions 
encountered  by  the  local  Utilization  Review  Commit- 
tees was  discussed.  Further  efforts  toward  this  last 
plan  would  be  influenced  by  the  success  of  the  Educa- 
tional  memorandum.   It  was  thought   by  the  Steering 
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Committee  as  well  as  the  State  Medical  Society  Utiliza- 
tion Committee  that  much  progress  had  been  made 
during  this  first  year  of  Utilization  Review  Committee 
function.  It  was  further  felt  that  many  of  the  hospitals 
could  with  help,  simplify  their  activities  and  save  con- 
siderable time  for  the  doctors  serving  on  the  local 
committee.  All  efforts  to  insure  smoother  working 
of  the  Utilization  Review  Committees  will  be  carried 
out  by  your  State  Committee. 

H.  Fleming  Fuller.  M.D.,  Chairman 


NORTH   CAROLINA  ASSOCIATION   OF 
MEDICAL  ASSISTANTS 

I  am  happy  to  report  that  the  North  Carolina  Asso- 
ciation of  Medical  Assistants  has  grown  from  six  chap- 
ters to  eight  chapters  during  the  past  year.  I  attended 
and  participated  in  their  annual  convention  in  April, 
1967.  at  Gastonia  and  helped  with  the  drafting  and 
adoption  of  a  new  Constitution  and  By-Laws. 

An  Accreditation  Board  is  being  set  up  by  the  AAMA 
and  schools  are  in  the  process  of  being  examined  for 
accreditation.  We,  in  North  Carolina,  had  Sacred  Heart 
College,  Belmont,  North  Carolina,  chosen  as  the  first 
school  to  be  examined  and  I  represented  the  National 
Advisor  as  well  as  our  State  Medical  Society  during 
these  exams.  We  hope  that  this  school  will  receive 
word  of  its  accreditation  soon. 

Philip  Naumoff,  M.D..  Advisor 


SOCIETY   REPRESENTATIVE   TO   THE 
GOVERNOR'S  COUNCIL  ON  AGING 

The  Governor's  Coordinating  Council  on  Aging  was 
established  as  a  statutory  entity  by  the  1965  General 
Assembly  as  the  successor  to  the  Governor's  Coordinat- 
ing Committee  on  Aging  which  for  many  years  func- 
tioned as  an  advisory,  non-statutory  group.  The  Act 
establishing  the  Council  provided  that  heads  of  certain 
state  agencies  such  as  Health,  Welfare,  Employment, 
Recreation,  etc.,  would  be  ex -officio  members:  that 
a  number  of  citizen-members  would  be  appointed  by 
the  Governor;  and  that  one  physician  designated  by 
the  president  of  the  Medical  Society  and  then  com- 
missioned by  the  Governor  would  serve  as  a  member. 
I  have  had  the  honor  of  representing  the  Society  on 
the  Council  since  its  formation.  In  addition  to  serving 
as  a  coordinating  agency  to  bring  together  all  the 
activities  of  the  various  state  agencies  dealing  with 
the  elderly  and  their  problems,  the  Council  also 
serves  as  the  designated  state  agency  to  administer 
the  federal  Older  Americans  Act  in  this  state.  This 
is  a  matching-funds  program  wherein  the  Council 
makes  grants  to  local  organizations  and  communities 
setting  up  projects  to  benefit  older  citizens.  The  Coun- 
cil, chaired  by  Senator  Roy  Rowe,  and  ably  staffed 
by  Mr.  J.  Eddie  Brown,  a  career  health  educator  as 
Executive  Director,  meets  at  least  quarterly  to  con- 
duct its  business.  To  date,  the  Council  has  spread  the 
story  of  its  mission  into  all  the  major  communities  of 
the  state,  and  since  January  of  this  year  has  allocated 
approximately  $250,000  under  its  grant  program  to  some 


17  communities.  These  projects  cover  a  wide  spec- 
trum of  activities  relating  to  the  aged,  including  proj- 
ects involving  housing,  recreation,  employment,  in- 
formational centers,  and  health.  As  the  Medical  So- 
ciety representative.  I  strive  to  be  especially  precep- 
tive when  health-related  projects  are  considered,  and 
to  determine  whether  or  not  a  proposed  project  is  known 
to,  and  approved  by,  the  local  medical  society.  To 
date,  it  appears  that  the  Council  in  its  activities  is  in 
harmony  with  the  aims  and  policies  of  medicine,  and 
that  the  stimulus  and  seed-money  funding  of  many 
small  and  varied  projects  will  in  all  likelihood  prove 
to  be  of  substantial  benefit  to  older  citizens.  The 
presence  of  Drs.  Eugene  Hargrove  and  Jacob  Koomen 
as  ex-officio  members,  and  of  Dr.  John  Rhodes  as  a 
citizen-member  serve  to  reinforce  the  representation 
of  medicine  on  the  Council. 

Edgar  T.  Beddingfield,  Jr..  M.D. 


REPORT  OF  THE  DEPUTATION  COMMITTEE 

(AD  HOC)  TO  GOVERNOR  MOORE  ON  N.  C. 

INDUSTRIAL  COMMISSION 

Following  the  September  conclave  of  committees 
at  which  time  the  Committee  to  work  with  the 
Industrial  Commission  met  in  Pinehurst,  the  Council 
recommended  that  this  committee  should  establish 
liaison  with  the  Governor  in  regards  to  the  In- 
dustrial Commission.  In  November,  the  committee 
on  its  visit  to  the  Governor  had  a  most  warm  welcome 
and  he  had  a  sincere  and  deep  appreciation  of  our 
problem.  Recommendations  were  made  that  our  com- 
mittee write  him  of  the  problems  at  hand,  and  that  he 
in  turn  would  take  action  to  help  correct  these  ills.  A 
letter  was  written  by  Dr.  James  Mitchener,  Chairman 
of  the  Medical  Society  Committee  on  Industrial  Com- 
mission. A  verbal  follow-up  with  the  Governor  in  Feb- 
ruary indicates  that  he  appreciates  the  letter  and  is 
proceeding  according  to  its  suggestions. 

It  is  well  recognized  by  our  committee  that  policies 
of  the  North  Carolina  Industrial  Commission  are  set  by 
the  three  members  and  that  they  are  not  easily 
changed.  It  is  thought,  though,  that  over  a  period  of 
time — during  the  months  ahead,  that  things  will  be  more 
acceptable  to  the  members  of  our  Society.  All  of  the 
recommendations  made  at  the  September  conclave 
were  discussed  with  the  Governor  and  changes  recom- 
mended accordingly. 

Dr.  John  R.  Kernodle,  Chairman 


THE   INTERAGENCY  MEDICAL 
CLAIMS  REVIEW  COMMITTEE 

The  Interagency  Medical  Claims  Review  Committee 
was  created  for  availability  to  state  agencies  and  as- 
sistance under  Title  19  in  matters  relating  to  usual 
and  customary  professional  fees  in  those  areas.  The 
Committee  stands  ready  to  review  such  claims  when 
and  if  such  need  arises. 
Alfred  T.  Hamilton,  M.D.,  Raleigh— Chairman 
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AD  HOC  COMMITTEE  ON   PSYCHIATRIC 
EDUCATION  FOR  NON-PSYCHIATRIST  PHYSICIANS 

Experience  in  postgraduate  psychiatric  education  for 
practicing  non-psychiatrist  physicians  in  North  Caro- 
lina was  reviewed  by  the  various  medical  specialists 
present  I  general  practice,  internal  medicine,  pediatrics, 
surgery,  the  State  Department  of  Mental  Health,  the 
three  medical  schools,  and  the  state  society  itself. 

Speakers'  Bureau,  small  seminar  series,  direct  phy- 
sician consultation  and  telephone  consultation  methods 
have  been  and  are  being  used  in  North  Carolina. 
Each  method  has  its  value  for  certain  specific  educa- 
tion goals.  Continuation  of  efforts  now  in  existence  needs 
encouragement,  especially  with  the  utilization  of  meth- 
ods which  make  maximum  use  of  personal  interaction 
about  identifiable  clinical  problems  and/or  intellectually 
exciting  medical-psychiatric  issues.  The  state  and  local 
medical  societies  and  the  community  hospital  are  suc- 
cessful channels  of  this  education. 

Provision  should  be  given  for  psychiatric  consultation 
to  community  hospitals  for  "hospital  problems"  as 
well  as  patient  problems.  A  survey  might  be  done  of 
hospital  problems  that  need  psychiatric  know-how  for 
solution.  Such  a  survey  might  be  done  by  the  Regional 
Medical  Program  or  the  State  Department  of  Mental 
Health  staff  or  Community  Psychiatry  Staff  of  a  medi- 
cal school. 

Motivation  for  education  and  practice  in  psychiatry 
by  the  NPP  will  depend  on  group  pressures  which 
demand  'e.g.  even  by  loss  of  staff  privileges  I  such  mo- 
tivating. The  doctor's  own  specialty  group  or  his  own 
hospital  group  may  be  able  to  do  this  motivating  job! 

Existing  or  planned  programs:  I)  medical  society's 
speakers'  bureau  I  Contacto-Rama  I  2)  small  seminar 
series— both  in  medical  centers  and  in  community  hos- 
pitals: 3>  direct  physician  consultation  '  Cathell 
Project!:  immediate  telephone  consultation  <UNC 
Project). 

Recommend  new  programs:  1)  Promotional  pro- 
gram through  press,  radio,  and  T.  V.  2)  Survey  psy- 
chiatric needs  of  community  hospitals  'e.g.,  emer- 
gency room  cases,  alcoholism,  other  acute  delirium 
states,  hospitalosis.  administration  of  psychiatric 
units,  use  of  phychiatric  consultation,  standards  of 
care).  3)  Put  into  writing  minimum  standards  of  care 
for  common  psychiatric  disorders. 

The  development  of  a  manual  (No.  3>  for  community 
general  hospitals  which  in  loose  leaf  form  describes 
briefly  and  in  practical  language  psychiatric  disorders 
and  their  treatment  might  be  the  first  phase  of  a  long 
range  project  to  further  psychiatric  education  for  prac- 
ticing physicians.  This  Committee  has  disbanded,  its 
purpose  having  been  fulfilled.  Recommendations  of 
this  Committee  are  being  carried  out  through  the  Sub- 
committee on  Mental  Health  Education. 

Charles  R.  Vernon,  M.D. 


been  communications  from  the  Orthopedists  and  from 
Obstetrics  and  Gynecology  to  the  effect  that  the  study 
is  in  some  items  not  appropriate  to  the  fees  generally 
rendered  in  North  Carolina,  and  that  the  Committee 
in  the  future  expects  to  review  such  items  as  may  be 
presented  in  detail  in  this  regard  by  those  organizations. 
As  we  originally  stated  when  we  abandoned  the  state 
Relative  Value  Study  which  we  had  attempted  on  a 
committee  basis,  the  individual  or  organizational  as- 
sessment of  relativity  cannot  be  as  accurate  as  the 
questionnaire-computer  method.  It  seems  to  the  commit- 
tee as  a  whole  that  to  abandon  the  costly  material 
provided  by  the  California  study  would  be  unwise,  and 
that  in  most  cases,  alterations  might  be  ill  advised. 
The  Society  membership  is  still  confused  over  the 
nature  of  the  Relative  Value  Study,  that  some  still 
believe  it  to  be  a  fee  schedule,  but  that  in  fact  it  deals 
only  with  relativity.  Alterations  in  the  unit  value, 
over  the  board  or  in  special  items,  is  at  all  times  a 
prerogative  of  the  individual  member.  The  national 
character  of  the  California  schedule  will  in  time  become 
of  great  importance  in  the  creation  of  fee  schedules 
across  the  country,  and  in  special  areas  such  as  Medi- 
care, Title  19.  and  the  like  and  the  schedule,  as  such, 
should  be  retained. 

There  must  be  some  mechanism  for  appropriate  am- 
mendment  and  it  seems  this  might  be  accomplished 
by  a  means  of  addenda  suggested  by  the  committee 
after  review  of  specific  complaints  from  individuals 
or  organizations.  With  this  in  mind,  as  the  Committee 
gets  such  complaints,  specifically  stated  and  with  a 
request  for  specific  change,  the  committee  will  consider 
these,  and  in  turn,  propose  such  changes  to  the  council, 
if  it  seems  appropriate  so  to  do. 

Members  of  Relative  Value  Study  Committee: 
Everett   I.    Bugg,   Jr.,   M.D. 
Edward  Camp,  M.D. 
Charles  A.  Speas  Phillips,  M.D. 
H.  Frank  Starr,  M.D. 
Walter  T.  Tice,  M.D. 
Alfred  T.  Hamilton,  M.D.— Chairman 


NORTH   CAROLINA   BOARD   OF 

MEDICAL  EXAMINERS 

STATISTICS 

November    1.    1966— October   31.    1967 


RELATIVE  VALUE  STUDY  COMMITTEE 

It  is  the  feeling  of  the  majority  of  the  Committee  on 
Relative  Value  Study  that  the  California  study  now- 
approved  by  the  Society  should  be  retained.  There  had 


Total  number  applicants  granted  license    426 

By  written   examination    201 

By  endorsement  of  credentials     225 

Limited   license    114 

Hospital  residents   76 

County  or  counties 35 

North  Carolina  Department  of  Mental  Health    3 

Special  limited  license     61 

Hospital    residents    24 

Postgraduate  foreign  exchange  hospital 

residents  34 

Staff  state  institutions       3 

Written   Examination  Failure     13 

Part  I   3 
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Parts  I  and  II      10 

Applicants  rejected  license  by  endorsement 

of  credentials     0 

Applicants  declined  permission  to  take  written 

examination      1 

Unfavorable  information  received 
Hearings    9 

Charged  for  revocation  of  license  to 
practice    medicine    1 

Narcotic  addiction  1 

Violation  narcotic  laws   2 

Surveillance  for  narcotic  addiction    2 

Petition  reinstate  license  to  practice 
medicine    1 

Petition  reinstate  narcotic  tax  stamp    1 

Case  remanded  from  superior  court  1 

Investigation  State  Bureau  of  Investigation     0 

License  to  practice  medicine  revoked    1 

Unprofessional  conduct 

Narcotic  tax  stamp  surrendered  0 

Narcotic  tax  stamp  reinstated  1 

Declined  to  reinstate  license  to  practice  medicine         1 
Declined  to  recommend  reinstatement  of  narcotic 

tax  stamp   0 


REPORT  TO  THE  HOUSE  OF  DELEGATES 

MEDICAL  SOCIETY  OF  THE  STATE  OF 

NORTH  CAROLINA  FROM 

NORTH  CAROLINA  BLUE  CROSS  AND 

BLUE  SHIELD,  INC 

After  more  than  three  decades  of  service  pioneered 
in  separate  organizations,  Hospital  Saving  Association 
of  Chapel  Hill  and  Hospital  Care  Association  of  Durham 
were  consolidated  effective  January  1,  1968  into  a  single 
Corporation  under  the  name  North  Carolina  Blue  Cross 
and  Blue  Shield,  Inc.  This  action  followed  almost  a 
year  of  study  by  a  task  force  committee  composed  of 
representatives  of  the  Boards  of  the  former  Associa- 
tions. 

The  twelve  Board  members  from  each  of  the  former 
Associations  were  combined  to  create  a  new  twenty-four 
man  Board  of  Trustees.  Formerly  the  House  of  Dele- 
gates elected  one  physician  annually  to  the  Board  of 
each  Association.  Under  the  new  arrangement,  the 
House  of  Delegates  will  have  authority  to  elect  two 
physicians  annually  to  the  new  Board.  The  eight  physi- 
cians serving  on  the  Board  of  election  of  the  Medical 
Society  are  joined  by  eight  Board  members  elected 
by  the  North  Carolina  Hospital  Association  and  by 
eight  public  members  elected  by  the  Board  itself.  At  its 
first  meeting  on  January  2,  1968,  the  new  Board  elected 
John  Alexander  McMahon  as  President.  Mr.  McMahon 
was  formerly  Vice  President  in  charge  of  Special  De- 
velopments for  Hospital  Saving  Association,  which  po- 
sition he  assumed  in  1965.  Prior  to  that  he  was  General 
Counsel  and  Secretary-Treasurer  of  the  North  Caro- 
lina Association  of  County  Commissioners.  Mr.  McMa- 
hon is  a  graduate  of  Duke  University  and  holds  a  law 
degree  from  Harvard  Law  School. 

Mr.  E.  B.  Crawford  of  Chapel  Hill  and  Mr.  E.  M. 
Herndon    of   Durham,    former   Presidents   of   Hospital 


Saving  Association  and  Hospital  Care  Association,  re- 
spectively, were  named  Senior  Vice  Presidents  of  the 
new  Corporation.  As  your  elected  representatives  on 
the  Board  of  Trustees,  we  are  particularly  pleased 
that  the  experience,  advice,  and  counsel  of  these  two 
pioneer  leaders  in  the  field  of  prepaid  health  services 
will  continue  to  be  available  to  the  new  Corporation. 

Mr.  W.  C.  Harris,  Jr.  of  Raleigh  was  named  Chairman 
of  the  Board  and  Mr.  J.  C.  Eagles,  Jr.,  of  Wilson  was 
named  Vice-Chairman.  The  Presidents-Elect  of  the 
Medical  Society  of  the  State  of  North  Carolina  and  of 
the  North  Carolina  Hospital  Association  will  continue 
to  be  ex-officio  members  of  the  Board  of  Trustees. 

North  Carolina  Blue  Cross  and  Blue  Shield  is  the 
fourteenth  largest  such  organization  in  the  country  and 
serves  over  1,300,000  North  Carolina  subscribers. 
Through  its  regular  and  administered  programs,  more 
than  one  hundred  ten  million  dollars  $110,000,000)  in 
benefit  payments  are  expected  to  be  paid  in  1968  to 
North  Carolina  physicians,  hospitals,  and  other  provid- 
ers of  health  service,  and  another  $30,000,000  in  hos- 
pital claims  are  expected  to  be  processed  for  state- 
sponsored  patients. 

Staff  officers  of  the  new  Corporation  are  developing 
new  benefit  coverages  which  we  hope  to  have  ready 
for  market  by  summer  or  early  fall.  This  provides  a 
unique  opportunity  to  eliminate  old  and  obsolete  cov- 
erages that  have  accumulated  through  the  years  and 
convert  all  coverages  to  a  product  befitting  changes 
that  have  occurred  in  medical  economics  and  medical 
practice.  New  coverages  will  provide  increased  bene- 
fits for  office  and  out-patient  services  and  benefits  for 
professional  services  under  up-to-date  indemnity  sched- 
ules or  on  the  basis  of  usual,  customary,  and  reason- 
able charges. 

For  the  present,  the  Corporation  will  use  the  physical 
office  facilities  of  both  former  Associations  and  will  fully 
honor  contracts  and  serve  subscribers  of  the  former 
Associations.  Some  rapid  efficiencies  and  economies 
will  result  from  combined  use  of  computer  equipment, 
printing  facilities,  district  sales  ofices,  purchasing,  etc. 
Physicians  are  asked  to  send  claim  forms  to  the  re- 
spective headquarters  offices  in  Durham  or  Chapel 
Hill  in  accordance  with  designation  on  the  patients' 
identification  cards. 

The  Board  of  Trustees  elected  Mr.  K.  G.  Beeston, 
Vice  President  for  Blue  Shield  Activities,  and  he  and 
his  staff  will  accelerate  programs  to  keep  all  physi- 
cians advised  as  to  new  coverages,  identification  card 
codings,  and  claim  filing  procedures.  They  will,  as 
soon  as  new  programs  are  developed,  undertake  train- 
ing programs  to  help  physicians'  office  assistants  in 
their  dealings  with  Blue  Shield.  Mr.  C.  B.  Sessoms  was 
elected  Vice  President  for  Claims  and  he  and  Mr. 
W.  E.  Merritt,  Assistant  Vice  President  for  Claims,  will 
have  responsibility  to  see  that  claims  are  processed 
rapidly  and  efficiently.  Four  additional  Vice  Presi- 
dents were  elected  with  responsibilities  for  Adminis- 
tration. Finance,  Planning,  and  Sales. 

The  Physician  Trustees  are  particularly  impressed 
and  appreciative  of  the  fine  work  being  done  by  the 
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Blue  Shield  Committee  of  the  State  Medical  Society 
under  the  leadership  of  Dr.  Roy  S.  Bigham,  Jr.  of 
Charlotte.  This  Committee  meets  regularly  and  through 
its  monthly  Blue  Shield  Claims  Review  Subcommittee 
assures  every  North  Carolina  physician  the  right  and 
privilege  of  professional  consideration  of  benefit  al- 
lowance for  unusually  difficult  or  time  consuming 
medical  services.  The  Blue  Shield  Committee  main- 
tains liaison  with  specialty  societies,  and  it  advises  on 
development  of  new  schedule  of  benefits  and  scope 
of  covered  services.  The  Blue  Shield  Committee  fills 
a  vital  role  and  assures  that  there  is  direct  channel 
of  communication  between  Blue  Shield  and  practicing 
physicians. 

North  Carolina  Blue  Cross  and  Blue  Shield  enters  its 
new  structure  in  sound  financial  position  and  provides 
coverage  to  one  of  every  four  North  Carolina  citizens. 
A  consolidated  financial  statement  is  not  available 
at  this  writing  (February)  but  will  be  published  in  the 
near  future.  In  voting  for  consolidation,  your  physi- 
cian representatives  were  keenly  aware  that  tradi- 
tional methods  of  operation  were  being  done  away 
with  and  that  separate  Association  operation  was  not 
without  advantages.  However,  in  view  of  changing  con- 
ditions and  the  need  to  deal  with  large  segments  of 
the  population  and  North  Carolina  employees  of  na- 
tional corporations,  consolidation  was  inevitable  and  a 
necessary  step  to  provide  efficiencies  and  facilities 
to  better  serve  the  public  and  the  providers  of  medical 
care  in  North  Carolina. 

Charles  T.   Wilkinson,   M.D. 

Frederick  A.  Blount,  M.D. 

J.    Street   Brewer,    M.D. 

Paul   McN.    Deaton,   M.D. 

H.  Fleming  Fuller,  M.D. 

Alfred  T.  Hamilton,  M.D. 

Marvin  N.  Lymberis,  M.D. 

Joseph  B.  Stevens,  M.D. 


HOSPITAL    SAVING    ASSOCIATION 

The  past  year  has  been  a  historic  one  for  Hospital 
Saving  Association.  Effective  Jan.  1,  1968  the  two 
Blue  Cross  and  Blue  Shield  Plans  in  North  Carolina, 
Hospital  Saving  Association  of  Chapel  Hill  and  Hos- 
pital Care  Association  of  Durham  finalized  plans  for 
consolidation  into  one  corporation  to  be  known  as 
North  Carolina  Blue  Cross  and  Blue  Shield,  Inc. 

The  consolidation  of  the  two  North  Carolina  Blue 
Cross-Blue  Shield  plans  had  been  contemplated  for  a 
number  of  years.  It  had  been  recommended  by  the  Na- 
tional office  on  several  occasions.  For  over  a  year  a 
joint  committee,  composed  of  members  from  each  of 
the  organizations  met  frequently  to  work  out  detail 
plans  for  the  recommended  consolidation. 

The  joint  committee  found  consolidation  of  Hospital 
Care  and  Hospital  Saving  to  be  "not  only  practicable 
but,  in  the  light  of  today's  conditions,  a  necessary  step 
in  the  interest  of  good  service  and  efficiency  of  overall 
operations.  Studies  by  the  joint  staffs,  findings  of 
counsel  for  the  two  Associations,  and  deliberations  of 


the  Committee,  all  supported  the  conclusion  that  con- 
solidation was  in  the  best  interests  of  certificate  holders, 
of  employers,  of  employees,  of  physicians,  hospitals, 
and  all  other  providers  of  health  services  involved, 
and  of  the  public  generally." 

The  rapid  growth  of  Hospital  Care  and  Hospital  Sav- 
ing in  recent  years,  the  increasing  demands  of  com- 
puterization, the  successful  experience  of  the  two  Plans 
in  working  jointly  on  Medicare  and  other  programs, 
the  elimination  of  duplication  of  effort,  the  growing 
needs  of  national  accounts  for  closer  coordination  and 
practical  planning  for  the  most  orderly  growth  and 
development  in  the  future,  were  reasons  cited  by  the 
chief  executives  of  the  two  Plans  for  the  move  to  con- 
solidation. 

Consolidation  of  Hospital  Saving  and  Hospital  Care 
makes  the  North  Carolina  Blue  Cross  and  Blue  Shield 
enrollment  the  14th  largest  such  program  in  the  na- 
tion. The  two  Plans  have  a  current  combined  enroll- 
ment of  over  1-1/4  million  persons,  representing  25 
per  cent  of  the  state's  total  population. 

In  addition  to  their  regular-  business,  the  Blue  Cross 
and  Blue  Shield  Plans  in  North  Carolina  act  jointly 
as  fiscal  intermediary  for  processing  and  paying  hos- 
pital claims  for  the  medicare  program  in  the  state. 
Medicare  covers  375,000  North  Carolina  citizens  65  and 
over. 

The  oldest  and  largest  hospital  and  medical  service 
agencies  in  North  Carolina,  Hospital  Care  Association 
and  Hospital  Saving  Association,  were  founded  in  1933 
and  1935  respectively.  They  have  paid  a  total  of  more 
than  $508  million  in  benefits  for  their  subscribers. 

Last  year,  Hospital  Saving  and  Hospital  Care  paid 
claims  totaling  over  $60  million.  Of  this  amount  ap- 
proximately $11  million  was  paid  in  claims  for  Medi- 
care and  other  government  programs. 

Consolidation  of  Hospital  Care  Association  and  Hos- 
pital Saving  Association  brings  together  two  of  the 
nation's  oldest  Blue  Cross  and  Blue  Shield  organizations. 
The  North  Carolina  program  ranks  as  the  fourth  oldest 
in  the  nation.  Maternity  care  coverage  and  many  other 
prepayment  features  now  in  universal  practice  had 
their  origin  in  North  Carolina. 

H.  Fleming  Fuller,  M.  D. 
Chairman  of  Med  Society  Members 
Board  of  Trustees 
Hospital  Savings  Association 


ANNUAL  REPORT— 1967 


TO:    COMMITTEE    ON    MILITARY    MEDICAL    PRO- 
GRAMS OF  THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NORTH  CAROLINA 
FROM:  NORTH  CAROLINA  BLUE  CROSS  AND  BLUE 
SHIELD,  INC. 
Blue  Cross  and  Blue  Shield  has  completed  its  eleventh 
year  as  contracting  fiscal  intermediary  for  the  Medical 
Society  of  the  State  of  North  Carolina  for  reimburse- 
ment of  physicians  for  civilian  medical  care.  During 
the  period  1957  through  1967.  $$11,495,411  has  been  paid 
to  North  Carolina  physicians  for  139.412  case  reports. 


56 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


payments   for 


1967 

$1,251,386 
14,433 


Comparative    statistics    for    physicians' 
the  years  1966  and  1967  are  as  follows: 

1966 

Paid   to  Physicians  $927,407 

Number  of  Cases  11.416 

The  increase  in  the  number  of  claims  paid  in  1967 
as  compared  to  1966  is  due  to  the  expansion  of  the 
program  providing  outpatient  benefits  for  active-duty 
dependents  who  are  seriously  physically  handicapped 
or  mentally  retarded. 

Under  a  separate  contract,  the  Corporation  reim- 
burses hospitals  for  authorized  civilian  care  provided 
eligible  persons  under  the  programs.  From  1957  through 
1967,  $11,573,627  was  paid  to  North  Carolina  hospitals 
for  103.932  claims.  The  total  paid  to  hospitals,  physi- 
cians, outpatient  and  handicapped  programs  since 
1957  is  $23,167,384  for  249,546  claims. 

We  wish  to  express  our  sincere  appreciation  and 
graditude  to  the  Committee  on  Military  Medical 
Programs;  its  chairman,  David  M.  Cogdell,  M.D.;  and 
to  Mr.  James  T.  Barnes,  Executive  Director  of  the 
Medical  Society  of  the  State  of  North  Carolina:  for 
their  cooperation  and  guidance  in  administration  of  the 
program. 

K.    G.    Beeston,    Vice   President 


THE  NORTH  CAROLINA  MEDICAL  CARE 

COMMISSION 

Summary  of  Activities 

For  the  Calendar  Year  Ending  December  31,  1967 

North  Carolina  continues  to  have  the  distinction  of 
being  the  foremost  state  in  the  country  in  both  the  total 
number  of  medical  facility  projects  constructed  under 
the  Hill-Burton  Act  and  in  the  number  of  general  hos- 
pital projects  developed  under  the  program. 

It  ranks  7th  in  the  number  of  beds  constructed  and 
3rd  in  the  number  of  public  health  centers  developed 
with  Federal  aid.  North  Carolina  now  ranks  12th  from 
the  top  among  the  states  in  the  number  of  hospitals  and 
15th  in  the  number  of  beds.  Among  the  9  South  Atlantic 
States,  we  rank  2nd  in  number  of  hospitals  and  beds. 

During  the  year,  the  Commission  approved  7  hospital 
projects  that  will  provide  472  additional  general  beds 
to  the  State,  3  mental  health  centers  which  will  fur- 
nish 45  more  psychiatric  beds  in  general  hospitals,  4 
facilities  for  the  mentally  retarded  and  1  public  health 
center.  The  total  cost  of  medical  projects  approved 
during  the  year  amounted  to  over  $25  million,  which 
represents  a  56%  increase  in  the  dollar  volume  of 
projects  over  that  approved  in  1966.  Currently,  the 
medical  facility  construction  activity  in  North  Carolina 
under  the  auspices  of  the  Medical  Care  Commission 
involves  approximately  $114  million— the  largest  volume 
of  contracts  experienced  at  any  single  time  in  the 
history  of  our  hospital  building  program. 
Student  Scholarships  for  Medical  and  Paramedical 
Studies 

As  a  continuing  means  of  trying  to  attract  more  young 
people  into  health  careers  to  man  our  expanding  health 
programs,  the  1967  General  Assembly  greatly  increased 
funds  for  this  purpose.   The  number  of  students   ap- 


proved for  educational  loans  in  medicine,  dentistry, 
pharmacy,  nursing  and  related  health  studies  increased 
10%  this  year.  There  are  now  studying  under  this  pro- 
gram 271  students.  Over  100  rural  communities  have 
benefited  by  service  from  these  recipients.  While  14 
medical  recipients  have  completed  38  total  years  of 
service  to  the  State's  mental  hospitals,  52  physicians 
have  completed  a  total  of  175  years  of  service  to  rural 
communities. 
Hospital  Licensing 

Under  Federal  procedures,  the  Medical  Care  Com- 
mission is  continuing  to  provide  consultations  to  hos- 
pitals to  enable  them  to  retain  certification  to  accept 
Medicare  patients.  Of  all  licensed  hospitals,  about  88% 
are  participating  in  the  Medicare  program,  representing 
95%  of  the  State's  available  beds. 


COMMITTEE  ON  SCHOOL  HEALTH 

This  Committee  might  be  characterized  as  more  zeal- 
ous than  successful  in  the  past  year.  Things  of  much 
concern  to  us.  to  the  State  Society  and  to  Medicine  in 
general  simply  do  not  elicit  kindred  responses  in  state 
and  local  school  administrators,  in  principals,  teachers 
and  coaches.  Even  so,  Committee  members  continue 
to  meet  with  each  other,  to  travel  to  national  confer- 
ences for  enlightenment,  to  plan  moves  that  will  ad- 
vance our  cause  within  the  state,  and  to  propagandize 
in  citadel  and  canebrake. 

A  modicum  of  correspondence  continues  to  reflect 
discontent  on  the  part  of  physicians  and  surgeons  over 
compensation  in  matters  of  school  health,  sports  medi- 
cine and  ESEA  enterprises.  Certain  remuneration 
standardizing  moves  made  by  the  state  should  tend 
to  reduce  uncertainty  in  this  realm.  If  there  is  un- 
fairness, at  least  the  unfairness  will  be  equalized.  Fee 
schedules  continue  to  be  discussed  in  Committee  from 
time  to  time. 

These  committee  reports  being  called  for  as  of 
February  15  each  year,  the  Committee  on  School  Health 
has  met  three  times  since  the  last  report  was  ren- 
dered: on  April  30,  1967,  in  Raleigh;  on  September  30, 
1967,  in  Southern  Pines:  and  on  February  11,  1968,  in 
Raleigh. 

The  Unified  Medical  Record  Form,  for  use  in  church 
and  scouting  activities  and  in  school  athletic  programs 
where  repetitive  examinations  are  required,  has  once 
more  been  sent  forward  for  Council  and  House  of 
Delegates  action.  Endorsement  failed  last  year  only 
because  of  oversight  and  minor  error.  Hopefully,  here- 
after, one  common  form  can  be  approved  for  recording 
information  to  be  supplied  under  all  the  above  listed  cir- 
cumstances. 

The  Medical  Aspects  of  Sports  loom  ever  larger, 
stimulated  by  injury  and  even  fatal  accidents,  by  mes- 
sages from  the  AMA,  by  attention  from  the  concerned 
medical  specialties,  and  by  national  conferences  there- 
on. A  new  Subcommittee  on  Medical  Aspects  of  Sports 
has  been  designated,  with  authority  to  act  for  the 
Committee  in  the  establishment  of  liaison  with  state 
level  personnel  and  outstanding  leaders  in  athletics. 
It  is  moving  in  the  direction  of  a  statewide  conference 
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on  Sports  Medicine,  for  coaches  and  physicians.  The 
Committee  was  represented  at  the  Eleventh  National 
Conference  on  Physicians  and  Schools,  October  4-7, 
1967,  in  Chicago,  at  the  Tenth  National  Conference  on 
the  Medical  Aspects  of  Sports,  November  26,  1967,  in 
Houston,  and  at  the  Sports  Medicine  Section  of  the 
Academy  of  Orthopedic  Surgeons  in  Chicago  in   1967. 

The  Committee  on  School  Health  has  long  felt  that 
a  program  on  School  Health,  to  be  presented  at  one  of 
the  General  Sessions  of  our  Society's  annual  meetings, 
would  be  helpful.  Such  petition  was  made,  and  granted 
for  the  May  1968  session  at  Pinehurt.  Prominent  state 
educators  will  take  part  in  these  presentations. 

Mindful  of  certain  detachment  on  the  part  of  leading 
state  school  officials  concerning  opinions  and  aid 
offered  by  the  Medical  Society  of  the  State  of  North 
Carolina,  the  Committee  voted  unanimously  to  inter- 
view all  candidates  for  Superintendent  of  Public  In- 
struction before  the  May  primary,  and  to  set  forth 
forcefully  the  Society's  positions  while  ascertaining  the 
disposition  of  those  who  seek  the  office. 

The  Committee  is  beginning  to  take  increasing  in- 
terest in  the  minimally  brain  damaged  child  and  in 
misuse  of  drugs  by  school  children. 

Millard  B.  Bethel,  M.D. 
Chairman 


AD   HOC   COMMITTEE   ON   PODIATRY 

The  Ad  Hoc  Committee  on  Podiatry  has  studied 
in  some  detail  Podiatry  in  North  Carolina.  Some  con- 
clusions have  been  made.  The  present  General  Sta- 
tutes of  North  Carolina,  Sections  90-188  to  90-202  are 
not  clear  in  their  definition  of  Podiatry.  .  .  .  "The 
surgical  or  medical  or  mechanical  treatment  for  all 
ailments  of  the  human  foot  except  for  correction  of 
deformities  requiring  the  use  of  the  knife,  amputation 
of  the  foot  or  toes,  or  the  use  of  an  anesthetic  other 
than  local." 

It  is  felt  that  there  is  a  need  for  well-qualified  Podia- 
trists in  the  State  of  North  Carolina.  This  General 
Statute  does  not  clearly  establish  the  practice  of 
Podiatry.  We  believe  that  such  a  clarification  is 
needed. 

There  are  differences  of  opinion  between  medical 
doctors  and  Podiatrists  as  to  what  the  scope  of  prac- 
tice of  Podiatrists  should  be. 

It  is  our  feeling  that  the  medical  care  of  persons  in 
North  Carolina  can  be  better  protected  by  clarification 
of  the  scope  of  practice  of  Podiatrists.  It  is  hoped 
that  this  can  be  done  on  an  objective  basis.  Preferably, 
this  would  be  done  through  a  joint  effort  of  the 
Podiatrists  and  medical  doctors. 


There  has  been  no  meeting  of  the  Ad  Hoc  Committee 
on  Podiatry  of  the  Medical  Society  of  the  State  of  North 
Carolina  with  the  Podiatrists.  We  feel  that  new  and 
better  definitions  of  Podiatry  can  be  made  with  the 
counsel  of  both  the  Podiatrists  and  the  medical  doc- 
tors. An  avenue  of  communication  should  be  left  for 
this. 

Thomas  B.  Dameron,  Jr.,  M.D.,  Chairman 


COMMITTEE     LIAISON    TO    NORTH    CAROLINA 
PHARMACY  ASSOCIATION 

The  Committee  Liaison  to  the  North  Carolina  Phar- 
maceutical Association  met  in  September  at  the  An- 
nual conclave  of  Committees  and  Officers  at  Southern 
Pines,  North  Carolina.  A  general  discussion  was  held 
regarding  prescribing  of  drugs  with  systemic  effects 
by  those  other  than  physicians  or  dentists.  Also  dis- 
cussed was  the  Welfare  Drug  Program  and  its  success 
in  North  Carolina.  Other  items  on  the  Agenda  were 
discussions  of  the  "Code  of  Understanding,"  The 
Mental  Health  Drug  Program,  and  "The  Plan  of 
Pharmacy  Assistance." 

The  Chairman  of  this  Committee  has  been  involved 
throughout  the  year  as  a  member  of  the  Advisory 
Committee  to  the  Plan  of  Assistance  to  Develop  and 
Improve  Pharmacy  Service  in  North  Carolina  Hospitals 
and  Nursing  Homes.  We  are  pleased  to  report  that 
this  organization,  jointly  sponsored  by  the  Medical 
Society,  North  Carolina  Pharmaceutical  Association, 
North  Carolina  Board  of  Pharmacy,  North  Carolina 
Society  of  Hospital  Pharmacists,  North  Carolina  Nurs- 
ing Home  Association,  and  The  School  of  Pharmacy, 
University  of  North  Carolina  has  had  a  successful 
years  activities.  This  group  under  the  direction  of  Mr. 
Fred  Eckel,  assisted  by  Mr.  Don  McCIoud,  has  visited 
most  of  the  hospitals  of  the  state  and  most  of  the  nurs- 
ing homes  of  the  state.  It  is  the  hope  of  this  group 
to  be  of  assistance  to  small  hospitals  and  committees 
that  can  not  provide  full  time  professional  pharmaceu- 
tical management.  Seminars  have  been  held  throughout 
the  state  which  were  well  attended  by  hospital  ad- 
ministrators, local  pharmacists,  and  physicians. 

The  Committee  continues  to  be  concerned  with  the  in- 
creasing amount  of  legislation  being  directed  at  the 
prescribing  and  dispensing  of  drugs,  medicaments, 
and  appliances.  It  has  been  the  feeling  of  this  Commit- 
tee up  to  this  time  that  the  requirement  of  prescrib- 
ing drugs  by  generic  name  rather  than  brand  name 
is  neither  desirable  nor  beneficial  to  the  profession  or 
the  public  in  North  Carolina.  Various  attempts  are 
being  made  in  Congress  to  effect  such  actions. 

John  T.  Dees,  M.D..  Chairman 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NORTH  CAROLINA 

BUDGET  ESTIMATES 

January  1,  1968  to  December  31,  1968 

RECEIPTS:    (Estimated)    309,800 

Estimated  balance  January  1,  1968    Nil 

Assessment  3400  paying  members*   238,000 

Sales  (estimated  on  1967)       2,200 

Author  Contributions  to  Cuts    200 

Revenue  Unexpected  I  estimated )    900 

Technical  Exhibits   I  estimated)    17,000 

Journal  Net  Advertisement  I  estimated  Local  on  1967)  9,000 

Journal  Net  Advertisement  I  estimated  National  on  1967)   40,000 

**AMA  Remittance  1%  of  dues  processed  (estimated  on  1967)      ..                   ...  2,200 

MEDPAC  Remittance  1%  of  dues  processed  (estimated  on  1967) 300 

EXPENDITURES:  (Estimated)  320,525 

Schedule  A    150,827 

Schedule  B    67,720 

Schedule  C    27,928 

Schedule  D   12,400 

Schedule  E    15,000 

Schedule  F    22,425 

Schedule  G    24,225 

EXCESS  OF  RECEIPTS  OVER  EXPENDITURES  

EXCESS  OF  EXPENDITURES  OVER  RECEIPTS  10,725 

RESERVES:    (Costs,  $26,104.55— Land)   

SUBMITTED  TO  COMMITTEE  ON  FINANCE  September  10,  1967 

SUBMITTED  TO  EXECUTIVE  COUNCIL  FOR  APPROVAL October  1,  1967 

SUBMITTED  TO  HOUSE  OF  DELEGATES  FOR  APPROVAL May  12,  1968 


*Based  on  Dues  @  $70  per  member  per  annum 
**To  be  appropriated  to  Secretarial  Budget  A-6 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA 

1968  ESTIMATED  BUDGET  ACCOUNTS 

EXECUTIVE  BUDGET    150,827 

A-l    President,  expense  of   ( travel  and  communications)    5,000 

A-2    Presidents  Secretarial  Assistance  4,000 

A-3    Secretary,  travel  of  1,000 

A-4    Executive  Director-Treasurer  salary  of  20,000 

A-5    Executive  Director-Treasurer  travel  of*   5,000 

A-6    Executive  Office.  Secretarial  and  Clerical  Assistants**  35,400 

A-7    Executive  Office,  equipment  for  and/or  replacements    1,500 

A-8    Executive   Office,   expense   of    (12  months   rent,    communications,   printing, 

and  supplies,  repairs  and  replacements  of  expendables)   16,500 

A-9    Bonding  i  in  effect  to  1969)    _0_ 

A-10  Audit  i  Quarterly  &  Annual)    1,100 

A-ll  Taxes  (salary  tax) 3,195 
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A-12  Insurance  fire,  compensation  and  employer's  liability  640 

A-13  Membership  Record  System  ( addition  to)   6,680 

A-14  Publications,  reports  and  executive  aids  200 

A-15  Insurable:  interest  insurance  and  retirement  plans  5,296 

A-16  Assistant  Executive  Director  salary  of   15,000 

A-17  Assistant  &  Education  Consultant,  salary  of  6,720 

A-18  Assistant  Executive  Director,  travel  of  3,000 

A-19  Assistant  &  Education  Consultant,  travel  of  2,500 

A-20  Assistant  to  Executive  Director  6,096 

A-21  Assistant  to  Executive  Director,  travel  of  2,000 

A-22  Executive  Accountant,  salary  of   10,000 

*Basis:  Real  for  personal  maintenance  and  travel  @   10c  per  mile  and/or  common  carrier  rate  and  for  official 
purposes. 

**Any  revenue  derived  from  collection  efforts  related  to  American   Medical   Association   dues  and   processing  of 
same  shall  accrue  to  this  item  of  the  Budget. 


B.    JOURNAL  BUDGET 


67,720 


communications  printing  and 


B-l    Journal,  publication   

B-2    Journal,   cuts  for     

B-3    Editor,   salary  of    

B-4    Assistant  Editor,  salary  of   

B-5    Editorial  Office,  expense  of  (12  months  rent, 

supplies,  repairs  and  replacements)    

B-6    Journal  Business  Managers  Office  expense  of  (12  months  communications, 

printing  and  supplies,  repairs  and  replacements)   

B-7    Business  Manager's  Office  equipment  for  

B-8    Journal,  travel  for  ( Local  and  National)    

B-9    Taxes  ( salary  tax )       

B-10  Sales  tax  on  Journal  subscriptions  and  Roster  sales  

B-ll  Roster,  publication   

B-12  Executive  Council  Reports,  Transactions,  Annual  Reports,  printing  of  

B-13  Advertising  Secretary,  salary  of  


38,000 

500 

2,310 

5,300 

450 

450 

100 

200 

580 

1,150 

5,500 

8,500 

4,680 


C.    INTRA-FUNCTIONAL  ACTIVITY  BUDGET 


27,928 


C-l    Executive  Council  expense  of  and  travel  of  Councilors  including  district  travel  2,500 

C-3    Legislative  Committee,  expense  of  (Local  and  National  activity)   6,500 

C-4    Maternal    Health    Committee,    expense    of     (secretarial,    Communications, 

printing  and  supplies )    4,000 

C-6    Committee  on  Arrangements  100 

C-7    Scientific  Exhibits  Committee  and  Audio-Visual  Program,  expense  of  675 

C-8    Committee  on  Mental  Health   650 

C-9    Committee  on  Mediation  200 

C-10  Committee  on  Chronic  Illness  2,000 

C-ll  Committees  in  general,  expense  of  2,500 

C-13  Committee  on  Occupational  Health  200 

C-14  Committee  on  Professional  Insurance  175 

C-16  Committee  on  Negotiations     200 

C-17  Committee  on  Student  AMA  (Section  &  Transportation  &  Delegate  to  SAMA 

one  each  Medical  School  Chapter  (3)  1,800 

C-18  Committee  on  Disaster  Medical  Care  400 

C-19  Committee  on  Industrial  Commission  250 

C-20  Committee  on  Constitution  and  By-Laws  C-ll 

C-21  Committee    on    Medical-Legal    100 

C-22  Committee  Advisory  to  N.  C.  Department  of  Motor  Vehicles  300 

C-24  Committee  on  Anesthesia  Study  400 

C-26  Committee  on  Blue  Shield   500 

C-27  Committee  on  School  Health  400 
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C-28  Committtee  Advisory  to  N.  C.  Department  of  Public  Welfare  100 

C-30  Committee  on  Liaison  to  Insurance  Industry      500 

C-31  Rural  Health  Function  I  stationary)  $200;  sponsorship  of  4-H  Health  activity 
for  one  trip  to  National  4-H  Club  for  State  Health  Winner,  $600;  &  Dues 

Rural  Health  Safety  Council.  $100;  Rural  Health  Conference  $200)     1.100 

C-34  Committee  on  Scientific  Works  150 

C-35  Committee  on  Headquarters  Facilities  500 

C-36  Committee  on  Family  and  Marriage  Counselling  500 

C-37  Committee  on  Medicine  and  Religion  250 

C-38  Committee  on  AMA-ERF   100 

C-39  Ad  Hoc  Committee  on  Task  Force  XIX  100 

C-40  Committee  on  Scientific  Awards    100 

C-41  Committee  on  Physical  and  Vocational  Rehabilitation  178 

C-42  Committee  on  Eye  Care  &  Eye  Bank  100 

C-43  Committee  on  Appalachia   200 

C-44  Blue  Ribbon  Committee  No.  1  100 

C-45  Blue  Ribbon  Committee  No.  2— Long  Range  100 

D.  EXTRA    FUNCTIONAL    ACTIVITIES    BUDGET     

D-l    Delegates    to    AMA,    expense    of    i8-including    Alternates    to    each    Annual 

and  Clinical  Session )    6,400 

D-2    Conference    Dues    200 

D-3    Woman's    Auxiliary     ( contribution    to    entertainment,    travel    to    National 

Auxiliary  for  2  and  productions;   History  Factor,  $600)    2,800 

D-4    Medical  History  Allocation  authorized  by  Executive  Council  3,000 

E.  PUBLIC  RELATIONS  BUDGET   

E-3    Committe  Chairman,  out  of  State  travel  500 

E-5    Public  Relations  Equipment  for,  1,250 

E-6  Public  Relations  Office,  expense  of  (12  months  rent,  communications,  print- 
ing and  supplies,  repairs  and  replacements)   6,000 

E-8    Publications  and  Executive  Aids   100 

E-9    Audio-Visual    depiction;     photography,     radio-motion    pictures,    production, 

distribution  and  printing,  purchase  of  films,  etc 300 

E-10  Educational  distribution:  reprints,  periodicals,  press  materials,  pamphlets 
and  dodgers  for  educational  purposes;  production,  distribution  and  print- 
ing, binding,  stuffing  and  mailing  800 

E-ll  News  and  press  releases,  production  and  prinitng  of  400 

E-12  Public  Relations  Bulletin,  production  and  printing  of  2,700 

E-13  State  High  School  Science  Fair  Program,  expense  of  200 

E-14  Exhibits  and  Displays:  Purchase,  rental,  production,  fabrication  and  trans- 
portation   of    : 050 

E-15  Annual  Officers  Conference  1.000 

E-16  Physicians  Press  Award  Nil 

E-17  Public  and  personified  actiivties  in  the  field  of  Public  Relations    600 

E-18  Collateral  Public  Relations  with  other  committee  activities  500 

F.  ANNUAL  SESSIONS   ( 114th)   CONVENTION  BUDGET    

F-l    Programs.  Production  of    1.750 

F-2    Hotel  and  Auditorium  expense    4,500 

F-3    Publicity  promotion,  expense  of   I  reporters  and  expense)    500 

F-4    Entertainment   I  general   involving  personnel)    900 

F-5    Archestra  and  floor  entertainment  2.500 

F-6    Guest  Speakers  (5)  expense  of  and/or  for  honorarium  for  1.000 

F-7    Banquet  Speaker,  fee  and  expense  700 

F-8    Electric  Amplification,  operators,  installations  and  screening  auditorium   . . .  125 
F-9    Booth    installations,    supplies,    expense,    signs,    (Scientific    and    Technical) 


12,400 


15,000 


22,425 
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including  exhibit  expense  &  Promotion  5,000 

F-10  Projection,  expense  of  • service  rentals)    1,000 

F-ll  Badges  I  members,  guest,  exhibitors,  auxiliary)    200 

F-12  Reporting  Service  for  Transactions  (sessions  &  sections  13)   2,000 

F-13  Rental,  extra  facilities,  trucks  for  sections  and/or  exhibits  135 

F-14  Exhibitors  entertainment  (at  5%  of  Exhibit  Income)    1,375 

F-15  Banquet  expense  and  places  for  members  remitted    500 

F-16  Police    Security     240 

G.    MISCELLANEOUS   BUDGET     24,225 

G-l    Legal  Counsel,  retainer  fees  for  7,700 

G-2    Reporting  <  Executive  Council,  etc. )   2,000 

G-3    Fifty  Year  Club  Pins  and  Certificates,  and  President's  Jewel    200 

G-4    Contingency  and  Emergency   1,500 

G-5    Retirement  System  for  Society  Employees     7,400 

G-6    Advalorem    Taxes      1,050 

G-7    Association  of  Professions      1,550 

G-9    AAMC  (Association  of  American  Medical  Colleges)    225 

G-10  Commissioners,  expense  of  600 

G-ll  Executive  Committee,  expense  of  500 

G-12  Officers,  expense  of  to  Meetings     1,500 
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MINUTES  OF  THE  MEETINGS  OF  THE  EXECUTIVE  COUNCIL 


SUNDAY  MORNING  SESSION 
October  1,  1967 

Appproval  of  Minutes  of  May  20,  1967 65 

Report  of  the  Auxiliary 65 

Report  of  Committee  on  Legislation 66 

Report  on  Future  Meeting  Dates 70 

Report  of  State  Board  of  Medical  Examiners  —  71 
Report  of  Deputation  to  the  Governor  on 

Industrial   Compensation 76 

Report  of  Committee  to  Work  with  N.  C. 

Industrial  Commission 78 

Report  of  Blue  Ribbon  Committee  No.  1 78 

Report  of  Blue   Ribbon  Committee  No.  2 79 

Report  of  Appalachia   81 

Report  of  Med-Pac  Board  of  Trustees 82 

PUBLIC   RELATIONS   COMMISSION  NO.  V 

Legislation    85 

Pharmacy    85 

Disaster  Medical  Care   85 

Community  Health   85 

Eye  Care  and  Eye  Bank 85 

Medical-Legal 86 

Public     Relations    86 

Association  of  Professions 87 

The  Fall  Meeting  of  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina 
convened  at  nine-seven  o'clock  in  the  Meeting  House 
of  the  Mid-Pines  Club,  Southern  Pines,  North  Caro- 
lina, Dr.  Robert  A.  Ross,  President  of  the  Society, 
presiding. 

[Whereupon  Dr.  Robert  L.  Garrard  delivered 
the  Invocation.] 

PRESIDENT  ROSS:  All  the  Commissioners  and 
the  Councilors  have  received  a  letter  which  was  a 
duplicate  of  the  letter  that  Dr.  Jones  composed 
two  years  ago,  which  outlined  in  great  detail  and 
very  clearly  the  functions  and  duties  of  the  Offi- 
cers. 

PRESIDENT  ROSS:  We'ie  delighted  to  welcome 
new  Councilors  from  the  Second,  Third,  Fourth, 
Ninth  and  Tenth  Districts,  Dr.  Larkin,  Dr.  Rey- 
nolds, Dr.  Weathers,  Dr.  Deaton  and  Dr.  Gil- 
bert. We're  looking  forward  to  having  them  with 
us  and  having  the  benefit  of  their  knowledge  and 
experience. 

Mr.   Secretary,  will  you  call   the  roll? 

[Whereupon  Dr.  Charles  W.  Styron,  Secretary 
of  the  Society,  then  proceeded  to  call  the  roll.] 

SECRETARY  STYRON:  Mr.  Chairman,  a 
quorum  is  present. 

PRESIDENT  ROSS:   Thank  you,  Mr.  Secretary. 

Mr.  Barnes,  will  you  give  us  information  on  the 
Foundation? 

MR.  JAMES  T.  BARNES  [Executive  Director  of 
the   Society] :    This   is   required   under   the   corpora- 


tion factors  of  the   Foundation   and   Mr.   Anderson 
should  be  here  when  we  meet  and  he's  on  the  way. 

PRESIDENT  ROSS:  This  is  going  to  be  delayed 
then  and  other  matters  that  are  pertinent  to  this 
Foundation,  so  we'll  try  to  come  back  and  not  take 
too  much  time. 

The  Minutes  of  the  Executive  Council  meeting 
on  May  20,  1967. 

MR.  BARNES:  I  would  say  that  all  minutes 
of  the  Executive  Council  were  abridged  and  printed, 
have  been  distributed  to  all  members  of  the  Society 
as  of  late  August  and  every  member  has  received 
these  and  is  aware  of  the  contents. 

Now,  the  minutes  themselves  represent  these  many 
pages.  [Held  up  the  two  volumes  of  minutes.] 

What  is  your   pleasure  regarding  this? 

PRESIDENT  ROSS:  I  might  say  I  went  over  to 
Raleigh  and  was  there  while  these  minutes  were 
being  mangled.  They  also  requested  the  Constitu- 
tional Secretary  review  these  minutes  with  the  Di- 
rector and  others,  so  I  think  they  are  representa- 
tive of  what  on  with  some  modifications. 

The  original  minutes,  as  recorded,  are  in  the 
office  there  at  headquarters. 

SECRETARY  STYRON:  I  reviewed  the  min- 
utes and  I  move  they  be  accepted  by  the  Council 
as  recorded. 

DR.  FRANK  W.  JONES  [Immediate  Past  Presi- 
dent of  the  Society] :  Second. 

PRESIDENT  ROSS:  Question?  Discussion?  [No 
response] 

All  in  favor,  signify  by  saying  "aye";  opposed. 

[The  motion  carried  unanimously.] 

We  now  have  the  happy  occasion — unhappy  in 
the  fact  that  one  of  our  lady  Auxiliary  members 
had  to  go  home,  but  we're  delighted  she  left  an  at- 
tractive substitute  and  I'm  going  to  ask  Dr.  Cutchin 
and  Dr.  Shaffner  if  they  would  accompany  Mrs. 
Jones.  We're  not  asking  Frank  to  bring  her.  He 
might  trip  her  up  on  the  way  to  the  podium! 
[Laughter] 

[Whereupon  Mrs.  Frank  W.  Jones  was  then  es- 
corted to  the  podium.] 

MRS.  FRANK  W.  JONES:  Thank  you,  Dr.  Ross. 

Dr.  Ross,  Members  of  the  Council  and  Guests: 

I'm  glad  you  pointed  out  that  I  am  a  substitute 
in  order  that  the  President,  Virginia  Clayton,  and 
the  Vice  President,  Betty  McCain,  could  return  to 
their  respective  homes  and  be  with  their  husbands, 
and  this  left  Sue  in  Pinehurst  to  be  with  her 
husband,  so   I  am  pinch-hitting. 

This  is  a  report  to  the  Executive  Council,  Medical 
Society  of  the  State  of  North  Carolina,  Mid  Pines, 
October  1,  1967. 

This  is  the  general  idea  where  the  Auxiliary 
is  concerned;  We  have  plans,  and  we  hope  you  will 
help  us  with  our  plans,  if  you  can,  and  we  think 
you  can! 

What  are  these  plans! 

A  continuation  of  our  projects  which  you  are 
familiar  with;  if  you  are  not,  you  should  be. 
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I  would  like  to  bring'  you  up-to-date  on  our  accom- 
plishments and  it  may  turn  out  to  be  a  number 
game. 

Our  four  sanatoria  Beds  are  fully  endowed  in 
the  amount  of  $42,000.  The  first  endowment  (Mc- 
Cain Bed  Fund)  was  started  in  1928  and  completed 
in  1951.  This  took  23  years,  but  in  1940  we  started 
another  (Stevens  Bed)  and  completed  that  in  17 
years;  a  third  one  (Cooper  Bed)  was  started  in 
1944  and  completed  in  11  years;  and  the  fourth 
(Yoder  Bed)  sarted  in  1955  and  completed  in  six 
years. 

In  addition  to  this,  we  have  a  Student  Loan 
Fund  with  19  outstanding  loans,  totaling  $11,565.62. 
Five  of  these  were  made  in  1967  which  leads  us  to 
believe  there  is  still  a  definite  need  for  this  project. 

In  1960,  we  started  the  Mental  Health  Research 
Endowment  Fund  with  a  minimum  goal  of  $10,000. 
Just  seven  years  later  we  have  passed  that  mark 
and  are  heading  for  $20,000.  As  of  July  1,  1967 
we  had  $11,267.92. 

Where  did  we  get  all  this  money? 

That  was  the  question  that  was  asked  by  an  In- 
ternal Revenue  Agent  a  few  years  ago  when  we 
were  trying  to  get  a  statement  of  tax  exemption  for 
the  Auxiliary.  The  reply  was,  "From  dues  of  mem- 
bers and  contributions  of   County  Auxiliaries". 

This  didn't  seem  to  satisfy  him  and  he  asked 
where  the  money  came  from  to  pay  the  dues.  The 
only  answer  I  could  think  of  was,  "The  same  place 
your  wife  gets  her  money  to  pay  her  dues  to 
organizations  she  belongs  to!" 

A  year  later  and  after  filling  out  numerous  dif- 
ferent forms,  we  got  the  exemption. 

And,  dues  brings  us  to  membership! 

We  now  have  2,626  members,  the  largest  ever. 
But,  that  is  only  an  increase  of  58  over  last  year. 

Are  your  wives  members? 

How  can  we  keep  ail  of  these  continuous  pay- 
ing members  and  get  the  new  ones  too?  We  have 
56  Auxiliaries  and  74  organized  counties.  That  is  an 
increase  of  two  Auxiliaries  and  three  counties,  but 
there  are  a  few  shaky  ones. 

Does  your  county  have  an  Auxiliary?  If  not,  do 
you  encourage  the  girls  to  organize  one? 

The  name  and  format  of  "Auxiliary  News" 
which  is  published  quarterly  was  officially  changed 
to  "The  Tar  Heel  Tandem". 

The  new  name  identifies  our  paper  more  clearly 
with  North  Carolina  in  using  the  nickname  of  our 
state.  The  format  heading  shows  an  Auxiliary 
member  and  her  doctor  husband  riding  a  tandem 
bicycle  and  symbolizing  teamwork  of  the  Auxiliary 
and  the  Medical  Society. 

We  are  in  the  process  of  a  complete  revision  of 
our  By-Laws.  It  seems  best  to  divide  the  whole 
rather  loosely  knit  thing  into  separate  divisions. 
The  Constitution  to  give  us  our  reasons  for  being 
and  our  structure.  The  By-Laws  to  give  us  our 
operating  rules  which  will  be  easier  to  revise  or 
amend,  if  necessary. 

At  the  Fall  Board  Meeting  in  Winston- Salem,  we 


introduced     a    new    program — "Friendly    Volunteer 
Visitors  Training  Program." 

We  also  told  the  counties  of  a  possible  fund  rais- 
ing project  should  they  be  interested. 

The  State  of  Oregon  has  developed  a  rose  and 
had  it  registered  with  the  American  Rose  Society 
as  the  "Doctor's  Wife".  They  are  using  the  money 
to  equip  playgrounds  for  children  in  special  schools 
for  the  handicapped  and  have  made  available  a 
supply  of  rose  bushes  to  state  and  county  auxiliaries 
for  fund  raising  purposes. 

Since  the  bushes  can  only  be  shipped  to  one  per- 
son and  at  the  proper  planting  time  for  the  area, 
we  felt  it  best  not  to  take  this  on  as  a  state  project, 
but  rather  make  the  information  available  for  the 
counties. 

The  theme  for  the  year  is  "Auxiliary  in  Action" 
with  each  Auxiliary  selecting  its  own  plans  for 
action  based  on  the  needs  in  every  community.  The 
direction  and  speed  is  up  to  them.  All  areas  of 
Auxiliary  structure  are  important  and  we  furnished 
them  with  information  and  ideas,  and  they  are  to 
choose  the  ones  best  suited  to  their  Auxiliary  and 
put  them  to  work. 

And,  to  go  back  the  way  I  started  by  taking  you 
to  that  school  room  where  a  fourth  hand  is  raised 
and  a  nod  from  the  teacher  elicits  the  following: 

"My  name  is  Virginia,  and  I'm  her  to  win  ya. 
We  want  to  be  an  Auxiliary  in  Action  and  con- 
tinue our  plans.  With  your  help  we  think  we  can. 
If  we  all  pedal  together,  I  know  we  can!" 

Thank  you. 

(Signed;)  Mrs.  Eugene  C.  Clayton,  President  of 
the  Auxiliary  to  the  Medical  Society  of  the  State  of 
North  Carolina. 

[Whereupon  Mrs.  Jones  was  then  duly  accorded 
a  standing  ovation.] 

PRESIDENT  ROSS:  Thank  you  so  much,  Mrs. 
Frank,  Sue,  Jones. 

We  extend  our  appreciation  for  such  an  excellent 
message  presented  in  such  attractive  fashion. 

We  do  want  it  accepted,  I  think. 

DR.  JOHN  GLASSON  [Councilor,  6th  District] : 
I  move  its  acceptance. 

DR.  CHARLES  L.  STUCKEY  [Councilor,  7th 
District] : 

Second. 

PRESIDENT  ROSS:  All  in  favor  say  "aye." 

[The  motion  carried  unanimously.] 

Again,  our  thanks  to  you.  I  hope  you  can  stay 
with  us — as  long  as  you  can  tolerate! 

Dr.  Benton,  would  you  like  to  combine  your  report 
with  that  of  your  Commission? 

DR.  WAYNE  J.  BENTON  [Chairman,  Commis- 
sion I] :  If  it's  all  right  with  you,  I'd  just  soon  as  do 
it  all  at  one  time. 

PRESIDENT  ROSS:  Fine!  That  being  true,  we 
come  to  the  Legislative  Committee,  Dr.  Beddingfield, 
who  I'm  sure  will  take  us  back  to  the  Magna  Carta! 
[Laughter] 

DR.    EDGAR    T.    BEDDINGFIELD    [Chairman, 
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Committee  on  Legislation] :  Mr.  Chairman,  Members 
of  Council :  I  shall  endeavor  to  be  brief. 

First  of  all,  very  quickly  to  bring  you  up-to- 
date  as  to  what  currently  faces  us  in  state  legisla- 
tion. 

All  of  you  are  familiar  with  the  effort  that  we 
waged  in  combatting  the  attempt  of  the  osteopaths 
to  be  licensed  to  practice  medicine  in  North  Caro- 
lina. 

This  was  a  successful  effort.  We  have  gained  a 
respite;  certainly  not  a  final  victory. 

I  would  like  to  comment  that  in  this  particular 
legislative  fight,  which  was  a  bitter,  hard  fought 
light,  both  Mr.  Anderson  and  Mr.  Barnes  have  com- 
mented that  our  doctors  back  home  performed  the 
best  they  have  ever  performed  when  requested  by 
headquarters  to  contact  their  local  legislators  home 
on  weekends  or  contact  them  in  Raleigh,  or  write 
letters.  They  became  briefed  on  the  issues.  They 
presented  them  to  the  legislators  which  had  a  great 
deal  to  do  with  the  effectiveness  in  dealing  with 
this  matter. 

I  will  make  one  subsequent  reference  later  to  the 
problem  of  the  osteopaths. 

We  have  previously  commented  on  and  reviewed 
action  of  the  General  Assembly  in  rewriting  the 
laws  regarding  therapeutic  abortion.  I  think  it 
needs  no  further  comment  here  at  this  time. 

It  is  contemplated  in  talking  to  the  Chairman 
of  the  Committee  on  Maternal  Health,  that  an  ar- 
ticle will  appear  in  the  Journal  discussing  the  appli- 
cation and  non-application  of  these  new  statutes  to 
the  practice  of  medicine  in  North  Carolina. 

We're  happy  to  report  that  ultimately  our  effort 
to  secure  some  state  subsidy  for  diploma  schools 
of  nursing  was  successful.  An  appropriation  was 
made  that  was  somewhat  less  in  amount  than  what 
we  had  hoped  for,  but  still  this  is  a  precedent  and 
a  start. 

These  funds  will  be  administered  to  the  diploma 
schools  of  nursing  through  the  State  Board  of  Edu- 
cation. 

As  of  this  moment,  I  have  not  heard  of  any  plan 
for  disbursement  or  administration  of  these  funds 
other  than  by  the  State  Board  of  Education.  The 
Committee  on  Nursing  may  have  something  to  re- 
port on  that. 

I  would  remind  Council  that  the  court  reform 
law  including  the  exclusions  of  jury  duty  for  all 
occupations  including  physicians  was  enacted  into 
law.  Within  a  very  few  months,  a  jury  list  will  be 
compiled  in  various  counties  and  everyone's  name 
will  be  put  into  the  pot  and  if  a  physician  is  called 
for  jury  duty,  he  must  appear  before  the  judge  for 
that  district  and  discuss  whether  or  not  he  should  be 
asked  to  serve  on  a  jury. 

He  can  be  exempted  as  I  understand  it  by  the 
judge  for  a  prolonged  period  of  time.  His  status 
would  have  to  be  re-examined. 

One  of  the  more  important  pieces  of  legislation, 
which  was  largely  unheralded,  came  through  the 
legislature  in   1967  was  a  complete   rewrite  of  our 


Examiners'  Law.  This  is  going  to  have  a  direct 
bearing  on  everyone  who  ever  has  a  patient  to  die 
and  I  expect  this  emcompasses  most  of  us. 

Because  of  the  implications  of  this  law,  both 
for  individual  physicians  and  for  county  medical 
societies  an  analysis  of  this  law  has  been  prepared 
and  will  be  disseminated  through  the  public  rela- 
tions bulletin. 

This  was  prepared  in  headquarters'  office  by  Mr. 
Anderson,  Mr.  Hilliard  and  Mr.  Barnes.  Because 
the  State  Board  of  Health  has  the  administrative 
responsibility  of  this  act,  the  brochure  which  will 
be  mailed  out  has  been  proofread  and  some  correc- 
tions made  by  Mr.  Ben  Eaton,  Administrative  As- 
sistant at  the   State  Board  of  Health. 

This  will  be  mailed  out  shortly. 

This  does  not  supplant  the  coroner's  system,  ex- 
cept in  those  counties  that  already  have  supplanted 
the  coroner's  system.  Its  a  little  confusing  on 
that  particular  issue,  but  there  will  be  a  dual 
coroner-medical  examiner  system  and  physicians 
will  be  asked  by  the  Chief  Medical  Examiner  of  the 
State  to  serve  as  county  medical  examiners,  I  would 
presume,  but  perhaps  frequently  pathologists,  where 
there  are  pathologists  in  the  area,  might  be  likely 
candidates  for  this  post. 

But  in  counties  where  there  is  no  pathologist, 
a  practicing  physician  will  be  asked  to  assume 
this  role  and  some  support  in  successful  administra- 
tion of  this  measure,  I'm  sure,  will  be  desired  from 
the  county  medical  societies. 

Two  bills  pertaining  to  reform  of  our  jail  system 
and  conditions  in  our  institutions  of  detention  op- 
erated by  counties  and  municipalities,  were  enacted 
by  the  General  Assembly  both  of  which  have  im- 
plications for  medicine. 

First  of  all,  the  first  law,  is  regarding  inspection 
licenses  of  jails  which  is  done  by  the  State  Board 
of  Public  Welfare  and  was  tightened  somewhat  so 
that  each  jail  will  have  to  submit  a  jail  plan  in 
order  to  be  accredited. 

An  important  part  of  the  jail  plan  is  a  plan  for 
medical  care  of  inmates  of  the  jail.  Written  into 
the  statute,  there's  a  provision  for  some  activity  in 
this  area  by  the  county  medical  societies,  so  we  can 
anticipate  at  the  county  level  some  correspondence 
about  this. 

In  addition  to  the  current  law,  there  was  also  a 
commission  established  to  make  a  long-range  study 
of  jail  conditions  in  North  Carolina  and  the  Presi- 
dent of  the  Society  is  a  member  of  that  commission. 

In  the  area  of  environmental  health,  legislation 
was  enacted  to  form  a  new  state  commission  to 
regulate  air  and  water  pollution,  or  lack  of  pollu- 
tion in  the  state  which  combined  with  some  previous 
state  agency  added  some  new  responsibilities. 

The  Medical  Society  is  also  represented  on  that 
Board,  on  the  policy-making  board,  and  also,  I  pre- 
sume, on  the  advisory  board.  Dr.  Ross  our  President 
is  on  the  policy-making  board. 

Finally,  on  state  legislation,  I  think  that  the 
next  important  issue  facing  us  just  at  the  moment 
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in  the  area  of  state  legislation,  since  we  have  a 
year  and  a  half  before  the  General  Assembly  can 
again  convene,  is  in  the  area  of  activity  of  the  Leg- 
islative Research  Study  Commission  which  has  al- 
ready begun  to  met  in  the  interim  between  As- 
semblies. 

The  1967  General  Assembly  adopted  a  resolution 
commissioning  the  Legislative  Research  Study  Com- 
mission to  study  the  shortage  of  physicians  in  North 
Carolina,  especially   in   the   rural  areas. 

The  Society  has  communicated  with  the  presiding 
officer  of  the  Legislative  Research  Study  Commis- 
sion asking  to  be  heard  when  these  studies  are 
underway  and  offered  also  to  serve  as  a  resource 
person  for  any  data  that  the  legislators  might  re- 
quire. 

This  is  a  somewhat  loaded  study,  very  frankly 
we  hear  because  Representative  Hugh  Johnson, 
Duplin  County,  one  of  the  main  proponents  of  the 
Osteopaths'  bill,  is  a  member  of  the  Legislative  Re- 
search Study  Commission  and  will  undoubtedly  be  a 
member  of  the  subcommittee  conducting  hearings 
on  the  shortage  of  physicians  in  Rural  North  Caro- 
lina, so  we  may  face  another  inquisition  in  this  par- 
ticular forum  regarding  whether  or  not  osteopaths 
should  be  licensed. 

I  might  digress  to  say,  at  the  annual  session  of 
the  American  Medical  Association,  if  you  read  the 
report  of  the  actions  of  the  AM  A  House  of  Dele- 
gates, they  adopted  a  somewhat  changed  attitude 
toward  osteopaths  and  this  was  to  convert  the 
osteopathic  students  in  osteopathic  colleges  into 
medical  students  and  doctors  of  medicine;  even  to 
the  extent  of  offering  some  financial  help  in  up- 
grading and  transforming  the  five  schools  of  osteo- 
pathy, and  even  implying  they  might  take  some  of 
the  junior  and  senior  students  of  the  osteopathic 
schools  and  arrange  their  transfer  to  medical  col- 
leges. 

Since  that  time,  the  American  Osteopathic  Asso- 
ciation met  and  flatly  rejected  all  of  the  AMA's  of- 
fers saying,  "We  do  not  care  to  be  transformed 
by  you.  Ultimately,  we  shall  transform  you  and 
osteopathy  will   be  taught   in   all  medical   schools." 

As  I  implied  before,  I  don't  think  we've  heard 
the  last  of  the  osteopathy  question. 

The  State  Board  of  Medical  Examiners,  I  under- 
stand, has  recently  communicated  with  the  five 
osteopathic  colleges  and  made  an  inquiry  saying, 
"Graduates  of  your  colleges  may  be  eligible  to  sub- 
mit themselves  as  candidate  for  the  examination  in 
medicine  in  North  Carolina,  provided  that  your 
school  would  meet  the  accreditation  on  requirements 
of  the  Board  of  Medical  Examiners  of  this  State." 
The  law  places  the  responsibility  on  the  Board  of 
Medical  Examiners  to  determine  the  quality  of  edu- 
cation in  the  schools.  Would  you  allow  a  representa- 
tive of  the  State  Board  of  Medical  Examiners  to 
conduct  on  an  on-site  inspection  of  your  school,  the 
curriculum,  the  faculty,  etcetera,  so  we  can  deter- 
mine whether  or  not  the  graduates  could  take  our 
examination?" 


To  date,  Mr.  Anderson  informs  me  no  reply  has 
been  received  from  the  schools. 

A  question  arises  as  to  what  would  be  done  if  they 
agreed  to  such  on-site  inspection.  The  State  Board 
of  Medical  Examiners,  a  quasi  official  state  agency, 
actually  has  no  funds  for  an  extended  on-site  inspec- 
tion, and  yet,  I  think  it  would  be  incumbent  some- 
how for  medicine  to  subsidize  such  an  expense  and 
who  would  make  it. 

I  turn  now,  and  very  briefly,  to  national  legisla- 
tion and  we'll  begin,  as  I  say,  a  week  ago  Saturday, 
the  23rd  of  September,  Mr.  Barnes  and  I  attended 
in  Atlanta  a  regular  meeting  of  the  AMA  Council 
on  Legislative  Activities  which  was  held  in  At- 
lanta. 

The  AMA  Council  on  Legislative  Activities  meets 
about  six  times  a  year.  It  meets  ordinarily  in  Chi- 
cago; occasionally  in  Washington. 

The  incumbent  Chairman  of  that  Council,  Dr. 
Sam  Sherman  from  California,  has  instituted  a 
somewhat  new  format  in  the  meeting  occasionally  of 
this  Council  in  various  cities  around  the  country 
and  at  these  meetings,  inviting  in  representatives  of 
medical  societies  from  adjacent  states  to  where  the 
meeting  is  being  held. 

This  was  our  agenda  for  that  one  day  meeting! 
I  Held  up  a  thick  booklet! 

I  was  very  much  impressed.  I  think  the  Council 
on  Legislative  Activities,  together  with  the  staff 
both  in  Chicago  and  Washington,  is  doing  a  very 
excellent  job  of  monitoring  the  tremendous  amount 
of  health  legislation  that  flows  to  Congress  and  I 
certainly  will  not  attempt  to  review  that  agenda, 
for  you  or  the  items  they  did  take  up. 

I  would,  for  the  record,  perhaps  remind  you  their 
prime  interest  at  this  time  is  in  H.R.  12080  which 
is  the  Social  Security  Amendments  of  1967. 

This  was  adopted  by  a  very  large  majority  in  the 
House  of  Representatives,  following  rather  pro- 
longed hearings  by  the  House  Ways  and  Means 
Committee.  It  has  now  gone  over  to  the  Senate 
where  very  extensive  public  hearings  have  been 
held  in  the  Senate  Committee  of  Finance  and  it's 
still  in  that  committee,  which  is  now  conducting 
executive  regulations. 

It  has  been  the  position  of  the  Medical  Society 
along  with  that  of  the  AMA  that  for  the  most 
part,  the  amendments  have  been  very  satisfactory 
to  medicine  in  general;  that  those  amendments 
which  would  have  attempted  to  broaden  Medicare 
or  broaden  other  areas  of  health  care  under  the 
Social  Security  Act  were  deleted  in  the  House  and 
it  is  hoped  that  the  Senate  wil  concur  with  the  bill 
the  way  it  was  presented  by  the  House  Ways  and 
Means  Committee. 

I  do  not  believe  that  we  can  comment  further  on 
this  particular  legislation,  until  we  see  how  it 
comes  out  of  the  Senate  Finance  Committee. 

It  would  be  too  good  to  be  true  if  there  weren't 
be  hearing  from  us  at  that  time,  asking  you  to  con- 
some  differences  with   the  House  version.  You  may 
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tact  our  two  senators  if  there  are  substantial 
changes  in  the  bill. 

As  a  part  of  the  hearings  in  the  Senate,  there 
is  related  legislation  regarding  drugs. 

Senator  Long  from  Louisiana  has  a  bill  which 
would  require  the  Surgeon  General  to  compile  a 
national  formulary.  This  would  not  be  mandatory 
upon  physicians  to  prescribe  from  the  national 
formulary,  but  in  any  government  subsidized  pro- 
gram involving  drugs,  it  would  require  that  this 
formulary  be  used  or  the  government  will  not  par- 
ticipate in  payment  for  drugs  in  the  treatment  ac- 
tivity of  patients. 

We  have  been  very  interested  in  this  and  have 
followed  it  very  closely  because  this  Council  is 
on  record  as  opposing  any  program  that  would  re- 
quire prescribing  by  generic  name,  we  have  upheld 
the  principle  that  physicians  should  be  free  to 
prescribe  those  drugs  that  they  think  are  most  effi- 
cacious for  that  particular  patient  and  although 
this  would  not  be  direct  coercion,  it  certainly  would 
mean  some  indirect  coercion  would  be  involved. 

One  additional  piece  of  legislation  that  we  might 
report  on  was  H.R.  6418,  the  partnership  for  health 
amendments  of  1967  which  would  extend  and  ex- 
pand the  comprehensive  health  service  planning  in 
public  health  services  amendments  of  1966. 

But,  we  discussed  this  before  if  you'll  remember, 
the  last  Congress  enacted  it  for  a  one  year  duration, 
I  believe,  and  also,  cut  the  funds  from  the  original 
proposal  made  in  the  89th  Congress. 

In  general,  medicine  supported  the  partnership 
for  health  amendments  H.R.  6418.  There  were 
some  objections  and  there  was  a  flurry  of  last  min- 
ute activity. 

This  was  the  bill,  you  may  remember,  that  be- 
came somewhat  involved  on  an  emotional  level  and 
politics  because  of  the  rat  extermination  provision, 
which  focused  attention  I  think  away  from  the  main 
parts  of  the  bill. 

But,  at  any  rate,  there  were  some  last  minute 
activities  and  changes  in  the  bill  of  interest. 

One  of  these;  there  was  an  amendment,  which 
had  been  adopted  in  committee,  called  the  Oettinger 
Amendment,  which  would  have  authorized  $58  mil- 
lion in  federal  grants  directly  from  the  federal 
government  to  hospitals  who  would  determine  them 
to  be  in  critical  need. 

This  would  have  bypassed  the  traditional  chan- 
nels through  which  federal  monies  have  flowed  from 
the  federal  government  to  local  hospitals,  namely 
the  Hill-Burton  mechanism;  in  our  case  the  N.  C. 
Medical  Care  Commission. 

We  got  off  a  telegram  to  each  of  our  congress- 
men the  day  before  this  vote  was  taken,  reminding 
them  how  well  the  Hill-Burton  mechanism  had 
worked  in  North  Carolina  and  objected  to  this  by- 
passing of  the  Hill-Burton  mechanism  in  the  debate 
on  the  floor  of  the  House  of  Representatives. 

Both  Congressmen  Lennon  and  Broyhill  made 
rather  adequate  speeches  and  referred  to  our  com- 


munication and  to  the  Medical  Care  Commission 
record  in  North  Carolina. 

This  Oettinger  Amendment  which  we  objected  to 
was  defeated. 

Finally  under  H.  R.  6418,  there  was  another 
change  in  the  bill.  It  was  felt  that  the  bills  as  pre- 
sented to  the  floor  of  the  House  to  vote  upon  would 
have  made  it  possible  for  federal  agencies  to  have 
instituted  programs  within  a  state  even  though  the 
particular  project  in  question  might  not  have  fitted 
that  state's  comprehensive  health  planning  act.  It 
might  have  been  rejected  by  the  state  officials. 

Previous  legislation  had  made  it  necessary  that 
whatever  project  came  in  fitted  in  that  particular 
state's  plan  for  development  of  its  health  services. 

The  deletion  of  that  section  also  was  accomplished 
by  a  substantial  vote.  It  is  hoped  that  the  Senate 
will  concur. 

I  might  add  that  when  we  sent  the  telegrams  to 
the  North  Carolina  Congressional  Delegation,  we 
got  very  prompt  responses  from  almost  the  entire 
delegation  in  support  of  our  stand. 

PRESIDENT  ROSS:  If  you'll  remain  a  minute, 
I'm  sure  some  of  the  members  of  this  group  have 
some  questions. 

DR.  LOUIS  deS.  SHAFFNER  [Councilor,  8th 
District] : 

Ed,  how  much  aid  for  diploma  schools  of  nursing 
is  there?  Is  there  so  much  per  student  or  is  there 
anything  in  the  law  about  that? 

DR.  BEDDINGFIELD:  It's  on  a  capitation  basis. 
$400. 

DR.  SHAFFNER:    Per  student  per  year? 

DR.  BEDDINGFIELD:  That's  right. 

This  is  to  be  administered  under  a  plan  to  be 
developed  by  the  State  Board  of  Education  and 
State  Board  of  Education  has  promised  to  establish 
an  advisory  committee  with  representatives  from 
medicine  and  nursing  in  drawing  up  this  plan  for 
administration  of  this  fund. 

There  will  be  implications  of  legislation  in  the 
Committee  on  Nursing  report;  certainly  in  the  Com- 
mittee Liaison  with  Public  Welfare,  implications 
for  legislation  which  ran  continuously  through  this 
committee's  meeting;  and  Task  Force  on  Title  XIX 
was  devoted  exclusively  to  the  consideration  of  im- 
minent state  legislation  by  the  next  General  As- 
sembly. 

It  has  been  my  observation — Mr.  Barnes  and  Mr. 
Anderson  concurred  with  this — that  if  there  was 
any  possible  way  in  which  this  Society  could  en- 
courage one  or  more  members  of  the  Society  to  offer 
themselves  and  become  successful  as  candidates  for 
the  General  Assembly,  the  work  of  the  Legislation 
Committee  would  be  greatly  facilitated. 

It  is  one  thing  to  have  a  group  of  people  such  as 
we  now  do,  making  the  sort  of  effort  we  now 
make,  in  trying  to  educate  the  legislators,  but  it's 
another  matter  entirely  if  you  have  a  man  who  is  a 
member  of  a  club,  the  inner  circle.  His  voice  would 
go  quite  a  long  way. 

I  remember  the  efforts  and  the  very  effective  ef- 
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forts  that  have  been  made  in  the  past  by  individuals 
such  as  Dr.  Dewey  Bridgcr,  Dr.  Rachel  Davis,  Dr. 
Phelps — I  don't  recall  others  right  off  the  bat — 
Dr.  "Buster"  Mabe,  of  course. 

Our  work  was  greatly  facilitated.  Sometimes  this 
may  be  in  a  health  activity  that  the  legislator  him- 
self is  not  immediately  communicated  with,  but  if 
we  found  an  area  here  he  could  then  go  to  work 
on  his  colleagues. 

We  have  been  two  sessions  without  a  physician 
legislator,  in  either  the  State  House  or  the  State 
Senate.  I  don't  know  what  this  Society  or  this  group 
can  do  about  it,  but  I  think  this  ought  to  be  pointed 
up  because  in  my  opinion,  the  1969  General  As- 
sembly will  be  one  of  the  more  important  ones  that 
medicine  will  face  in  a  long,  long  time  because  of 
pending  legislation,  particularly  in  the  area  of  Title 
XIX  at  this  time. 

But,  I  think  it's  a  thought  that  ought  to  be 
thrown  out  to  the  Council. 

DR.  ROBERT  L.  GARRARD  [Vice  Speaker, 
House  of  Delegatesl :  Getting  back  to  the  Surgeon 
General's  national  formulary,  how  binding  might  we 
expect  it  to  be? 

DR.  BEDDINGFIELD:  As  proposed  by  Senator 
Long,  it  would  not  actually  be  mandatory  that 
everybody  prescribe  from  the  formula,  but  there 
would  be  an  indirect  implication  here. 

For  instance,  if  the  Long  bill  went  through,  as 
of  now  we  have  a  drug  program  of  course  in  North 
Cai-olina  for  the  indigent  and  the  medically  indigent 
— as  I  understand  it  under  the  provisions  of  the 
Long  bill,  if  this  bill  passed,  at  any  time  that  you 
wrote  a  prescription  for  a  patient  who  was  under 
this  program  which  will  be  the  same  as  Title  XIX 
program  two  years  from  now,  you  would  have  to 
prescribe  according  to  the  formulary  or  the  govern- 
ment would  not  share  in  the  cost  of  the  prescription. 

So  if  the  patient  had  been  told  he  was  under 
Title  XIX,  eligible  for  drugs,  he  came  to  you  and  you 
wrote  the  prescription  and  he  went  to  the  drug 
store  and  they  said,  "You  have  to  pay  for  your  own 
prescription,"  the  patient,  I  think  would  go  back 
to  the  doctor  and  say,  "Hey,  what's  wrong?  Why 
don't  you  use  government  medicine?" 

I  might  add,  since  you  ask  a  question  about  that 
apparently  the  Long  Bill,  as  an  amendment  to  the 
Social  Security  Act  is  running  into  some  unexpect- 
ed difficulties  and  probably  will  not  be  enacted  by 
this  Congress  because  quite  unexpectedly,  Dr.  God- 
dard  of  the  Food  and  Drug  Administration  appeared 
as  a  witness  at  the  hearings  and  it  was  thought 
that,  representing  the  Administration,  that  perhaps 
he  would  be  a  favorable  witness  because  they  had 
shown  signs  all  the  way  along  of  being  interested 
in  controlling  the  drug  situation — controlling  drug 
prices,  drug  quality,  drug  profits  and  what  not — 
but  Dr.  Goddard  surprised  Senator  Long  very 
much  by  appearing  in  opposition  to  the  Long  Bill. 

This,  however,  has  been  a  temporary  respite.  The 
reasons  given  by  Dr.  Goddard  are  these. 

You  might  remember  that   in  his   annual   health 


message  the  President  announced  he  was  asking 
the  Secretary  of  Health,  Education  and  Welfare  to 
conduct  studies  into  reason  for  and  cures  for  the 
spiralling  costs  of  medical  care  and  Secretary 
Gardner  has  begun  these. 

He  has  had  a  conference,  or  more  than  one  con- 
ference. 

One  of  the  outgrowths  of  these,  he  developed  a 
study  group  to  study  the  whole  proposition  of 
drugs;  whether  drugs  should  be  included  as  a  bene- 
fit under  Medicare;  whether  we  should  have  a  na- 
tional formulary;  whether  generic  prescribing 
should  be  required,  etcetera. 

And,  Dr.  Philip  Lee,  the  Assistant  Secretary  of 
HEW,  is  heading  up  this  study  group. 

It  was  announced  at  the  time  that  group  was 
formed,  under  Dr.  Lee,  last  June,  that  it  would 
be  a  year   (1969)   before  they  had  a  report. 

Therefore,  Dr.  Goddard  took  the  position  before 
the  Senate  and  said,  "I  cannot  comment  on  the  Long 
bill  until  we  have  completed  our  study  of  the  situ- 
ation. That  will  not  be  available  until  next  June. 
We  think  the  Long  bill,  if  it's  good,  is  premature. 
We  would  have  to  oppose  it  at  this  time!" 

Senator  Long  had  counted  on  stronger  support 
from  the  Administration  and  I  believe  his  bill  will 
not  get  out  of  committee  in  this  session. 

PRESIDENT  ROSS:  Thank  you,  veiy  much,  Dr. 
Beddingfield.  To  paraphrase  the  recent  quotation 
and  with  much  more  justification,  I  think  all  of  us 
can  sleep  better  at  night,  knowing  that  Dr.  Bedding- 
field  is  between  Stantonburg  and  Raleigh  and 
Washington.  Valenchy  said  that  about  Johnson,  but 
I  think  we  have  more  reason  to  be  happy  about  it! 

What's  the  pleasure  of  this  report? 

DR.  SHAFFNER:  I  move  we  accept  it. 

DR.  GARRARD:   Second. 

PRESIDENT  ROSS:  Any  discussion?  [No  re- 
sponse] 

All  in  favor   say  "aye";  opposed. 

[The  motion   carried   unanimously.] 

DR.  BEDDINGFIELD:  May  I  make  one  addi- 
tion? 

In  enumerating  the  physicians  who  have  served  as 
state  and  the  Society's  legislators,  I  regret  that  I 
did  not  immediately  recall,  of  course,  the  services 
that  have  been  performed  by  the  Society  before 
this  time  and  by  Dr.  James  of  Hamlet  and  also  by 
Dr.  Rose  of  Goldsboro,  both  within  the  memory  of 
most  of  us. 

PRESIDENT  ROSS:  Mr.  Barnes,  do  you  want  to 
go  on  with  number  seven? 

MR.  BARNES:  Mr.  Chairman,  it  is  customary 
at  this  meeting  for  me  to  report  on  for  the  Commit- 
tee on  Arrangements  future  meetings  of  import 
to  the  Society  and  I've  reported  this  to  the  Commit- 
tee on  Arrangements. 

For  the  annual  sessions,  in  1968,  we  will  meet  in 
Pinehurst  May  11  to  15,  which  is  a  week  earlier 
than  we  were  able  to  get  reservations  for  this  past 
year. 
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In  1969,  they  have  not  been  able  to  offer  us  better 
dates  than  the   17   to  21st   of  May. 

In  1970,  we  just  yesterday  received  confirmation 
that  they  could  hold  from  the  16th  to  the  20th  of 
May  and  in  1971,  they  can  hold  from  May  17  to  the 
21st. 

Now,  Dr.  Styron  will  report  for  the  Committee 
on  Arrangements,  as  a  general  review  of  this  ques- 
tion of  where  we  meet  in  the  future  and,  of  course, 
these  are  just  holding  dates  and  there's  no  contract 
beyond  1968  which  is  firmed.  The  meeting  of  May 
11  to  15  will  be  scheduled  in  that  period. 

Now,  for  the  Fall  Conclave,  we  were  not  able  to 
gain  any  dates  at  Pinehurst  so  that  we  will  meet 
here  in  Mid  Pine  in  1968,  September  25th  to  the 
29th.  We're  holding  dates  in  1969  from  September 
24th  to  28th  and  in  1970,  we're  holding  dates  from 
September  23rd  to  the  27th. 

For  the  Officers'  Conference,  which  usually  falls 
in  January,  for  1968  which  is  the  upcoming  date, 
January  27th.  Council  usually  meets  the  day  follow- 
ing that  which  will  be  January  28th  and  in  1969, 
we  are  holding  January  25th  and  the  Council,  in  se- 
quence, will  meet  on  the  26th  of  January,  1969  and 
in  1970,  we  are  holding  the  dates  of  January  31st 
and  the  Council  will  meet  on  February  1st  in  1970. 

We  haven't  gone  beyond  these;  making  hold 
arrangements  for  any  of  these  meetings. 

PRESIDENT  ROSS:  Is  there  any  discussion 
of  Mr.  Barnes'  report?  Any  question?  [No  response] 

Could  I  have  a  motion  to  accept  the  report? 

DR.  DONALD  B.  KOONCE  [Speaker,  House  of 
Delegates] : 

So   moved. 

SECRETARY  STYRON:    Second. 

PRESIDENT  ROSS:  All  in  favor  say  "aye"; 
opposed. 

[The  motion  carried  unanimously.] 

I  think  that  at  this  time,  we  should  show  our 
appreciation  to  the  President  of  the  State  Board 
of  Medical  Examiners,  along  with  the  Secretary. 
I  know  we  have  been  guilty  in  the  past  of  bypassing 
the   Presidents.    They   are   elected   every   year. 

But  those  of  us  in  Raleigh  during  the  Legisla- 
tive Committee  meeting  and  the  House  Committee 
sessions,  particularly,  were  grateful  for  the  states- 
manlike presentation  and  commonsense  that  was 
shown  by  Dr.  James  Davis,  who  is  President  of  the 
State  Board  of  Medical  Examiners  and  we  extend 
our  appreciation  happily  and  gratefully. 

So,  we  have  a  report  now  from  the  Board  of  Med- 
ical Examiners.  Dr.  Combs,  if  you  would  like  to  give 
your  report  for  Dr.  Davis.  We'd  like  to  hear  from 
both  of  you,  in  whatever  order  you  like. 

DR.  JOSEPH  J.  COMBS  [Secretary,  State  Board 
of  Medical  Examiners  of  North  Carolina] :  Mr. 
President,  Members  of  the  Council : 

The  Board  of  Medical  Examiners  had  its  regular 
meeting  in  Chapel  Hill  in  July  and  took  up  the  ref- 
erence of  the  Society  of  temporary  licensing  of  phy- 
sicians in  North  Carolina  and  also,  the  matter  of  the 
complaints    that   had   been   voiced   about   doctors  in 


North  Carolina  were  rather  slow  to  be  licensed  and 
that  many  people  were  leaving  the  state  because  they 
couldn't  get  a  license  right  away. 

In  discussing  the  question  of  temporary  licenses, 
it  would  be  necessary  that  there  be  an  amendment 
to  the  Medical   Practice  Act.  Some  states  have  that. 

I  had  the  pleasure  of  discussing  that  with  Sam 
Poindexter  some  years  ago,  who  at  that  time  was 
Executive  Officer  of  the  State  of  Idaho  and  he  said 
the  temporary  license  worked  on  this  basis. 

The  man  could  present  his  credentials  to  the 
Secretary's  office.  He  would  go  over  them  and  if 
they  met  all  the  requirements  of  the  State  of  Idaho, 
he  would  give  that  man  a  temporary  license  until 
the  next  meeting  of  the  Board  and  one  individual 
could  only  get  temporary  license  on  one  occasion. 
If  he  didn't  meet  the  Board  at  that  time,  he  couldn't 
be  continued. 

Now,  it  has  always  been  the  policy  of  the  Board 
of  Medical  Examiners  to  leave  to  the  State  Society 
the  question  of  any  legislative  procedure  before 
our  legislature  and  we,  at  this  time,  leave  it  up  to 
the  State  Society,  if  they  should  see  fit  that  they 
want  the  Board  of  Medical  Examiners  to  have  the 
privilege  of  giving  temporary  license  that  they 
would  go  to  the  legislature  and  get  that  done. 

I  believe  that  I'm  expressing  the  sentiment  of  the 
Board  of  Medical  Examiners  that  they  do  not 
know  whether  that  would   be  a  good  thing  or  not. 

Now,  if  we  got  that,  that  would  not  answer  all  the 
questions  of  licensing  somebody  immediately. 

Now,  what  brought  this  on? 

The  Secretary's  office  was  called  about  the  middle 
of  the  week  sometime  in  the  winter  and  a  doctor 
stated  he  was  disabled  and  would  like  for  a  man 
to  be  licensed  so  he  could  begin  practice,  take  his 
practice  the  following  Monday  morning. 

The  Secretary  told  him  he  knew  of  no  way 
that  could  be  done  and  he  still  doesn't. 

Now,  the  Secretary's  office  can't  license  anyone. 
They  can't  do  anything  between  Board  meetings, 
except  expound  the  policy  of  the  Board  and  that's 
what  the  Secretary  has  tried  to  do. 

Now,  I  did  learn — or  I  got  the  feeling  early — in 
my  experience  as  Secretary  that  it's  all  right  for 
the  members  of  this  Society  for  the  Board  of  Med- 
ical Examiners  to  follow  the  law  up  until  the  time  it 
affects  that  particular  individual  and  a  large  per 
cent  of  the  members  think  the  Board  of  Medical 
Examiners  should  then  set  everything  aside  and  do 
exactly  as  they  want  and  when  the  Board  tries 
to  follow  the  law,  why,  then  some  of  them  get  upset 
about  it  and  then  when  they  start  talking  about  the 
question,  everybody  puts  in  his  word. 

Now,  the  Board  did  go  on  to  consider  and  wanted 
to  know  what  they  could  do  about  it. 

They  felt  that  they  could — and  they  passed  a 
resolution — that  during  1968  they  will  have  seven 
meetings  during  the  year.  For  years,  the  Board  has 
been  having  five  meetings  a  year — one  in  January; 
the  next  meeting  with  the  State  Society  in  May; 
the  law  said  they  shall  meet  in  June  to  give  the 
examination:    they    meet    in    July    to    confirm    the 
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grades  and  then  they  have  a  fall  meeting,  usually 
in  October. 

Now,  this  year,  because  the  Medical  Society 
meeting  is  so  close  to  the  June  meeting,  we  had 
an  extra  meeting  which  was  in  April. 

Now,  next  year,  we  plan  to  meet  in  January, 
March,  May,  July  and  November  regular  meetings 
of  the  Board,  and  also  in  June  in  Raleigh  which  is 
stated  in  the  law,  and  we  hope  that  by  that  means 
we  will  be  able  to  go  not  so  long  in  between  meetings 
and  a  man  will  not  have  to  wait  so  long,  but  still 
there  wil  be  times  when  they  can't  go  to  work  right 
when  they  want  to. 

It  doesn't  pay  to  rush  things  too  much. 

The  Secretary's  office  goes  through  definite  pro- 
cedures of  finding  out  all  they  possibly  can  about 
an  individual  who  wants  to  get  his  license  in  North 
Carolina. 

I  can  recall  one  instance  where  a  man  called 
the  Secretary's  office  who  had  a  man  who  was  a 
graduate  of  his  school.  He  wanted  him  to  come  down 
right  away — and  this  happened  to  be  in  the  long 
period  between  January  and  May.  He  was  given  the 
policy  of  the  Board  and  he  called  the  President.  The 
President  told  him  he  couldn't  do  anything  about  it, 
but  the  man  who  had  got  him  lined  up  said  he 
needed  him  so  badly  and  wanted  to  move  him  down 
to  his  town  in  April. 

By  the  time  the  May  meeting  came  around,  the 
man  decided  he  didn't  want  that  man  and  he  wanted 
the  Board  of  Medical  Examiners  not  to  give  him  a 
license!  [Laughter]  Well,  he  was  told  that  if  the 
man  met  the  requirements  of  the  Board,  he  would 
have  to  have  some  reason  not  to  give  him  a  lic- 
ense. 

So  it  is  necessary  at  times  to  go  into  a  man's 
record  very  carefully  but  if  they  license  one  that 
may  not  have  ever  had  a  medical  degree,  they 
would  be  severely  criticized  and  that  is  on  record, 
that  in  one  of  the  Mid-Western  states  a  man  doing 
neuro-surgery  had  never  been  in  a  medical  school 
and  yet  was  a  skillfull  operator  and  was  finally 
picked  up  when  he  applied  for  liability  insurance. 

Now,  gentlemen,  a  little  bit  farther,  on  the  ques- 
tion of  the  osteopaths,  the  Board  of  Medical  Ex- 
aminers did  respond  and  I  agree  with  the  President 
of  the  Society  that  the  President  made  an  excellent 
statement  at  the  legislative  committee  meeting  and 
also,  I  think,  maybe  Dr.  Beddingfield  didn't  exactly 
bring  out  the  point  that  the  attorney  for  the  So- 
ciety and  the  Board  did  get  a  letter  from  the  At- 
torney General  stating  the  Board  of  Medical  Ex- 
aminers did  at  the  present  time  have  the  power  to 
grant  a  man  a  license  if  he's  an  osteopath,  if  his 
school  was  approved. 

Now,  it  was  the  feeling  of  Dr.  Beddingfield,  I 
think,  and  also  the  attorney,  that  we've  got  to  have 
a  little  bit  more  ammunition  if  we  go  before  the 
next  legislature. 

With  that  in  mind,  at  the  July  meeting,  in  con- 
sultation with  the  attorney,  the  Board  directed  the 
Secretary  with  the    aid   of  the   attorney  to   send   a 


letter  to  each  of  the  five  osteopathic  schools,  which 
Dr.  Beddingfield  has  referred  to. 

In  that  letter,  we  ask  three  things: 

Would  they  let  the  Board  of  Medical  Examiners 
make  an  on-site  inspection;  would  they  let  a  group 
representing  the  Board  of  Medical  Examiners  of 
North  Carolina  make  an  inspection,  and  would  they 
let  the  regulating  committee — and  I  have  heard 
Dr.  Beddingfield. 

First  of  all,  I  heard  "The  Dean  is  out  of  town 
and  is  unable  to  answer  your  letter." 

On  Friday  afternoon,  Mr.  Anderson,  I  got  a  let- 
ter from  the  Assistant  Dean  of  one  of  the  schools,  I 
think,  in  Des  Moines  stating  that  this  thing  was 
being  considered  now  by  all  of  the  schools — "When 
they  agree  on  a  definite  answer,  we  will  hear  from 
them" — so  we're  not  going  to  get  any  answer  in- 
dividually. 

It  was  the  feeling  at  the  time  the  legislature  was 
in  session  that  probably  if  we  found  the  schools 
about  the  same  as  the  school  in  Philadelphia,  we 
stated  this  school  would  meet  our  requirements  and 
we  would  let  these  graduates  come  down  and  take 
our  examination.  It  may  throw  off  some  of  them. 

Now,  at  this  representation  that  the  President 
referred  to,  there  was  the  President  of  Colorado 
State  Medical  Examiners,  a  Dr.  Stork,  who  is  a 
friend  of  mine. 

At  the  one  time  we  were  able  to  speak,  just  the 
two  of  us,  he  s:.id,  "Well,  why  don't  you  let  the 
osteopaths  take  the  examination?" 

I  said,  "No,  they  want  to  license  everybody  under 
the  'grandfather  clause'  "  and  he  said,  "Oh,  they've 
thrown  that  out." 

He  said,  "If  you  let  them  take  the  examination, 
I  would  be  willing  to  bet  you  that  in  the  next  five 
years  there  won't  be  ten  candidates  coming  down 
there  to  take  it!" 

"Now,  I  think  that's  a  big  number!"  He  knows 
they're  not  going  to  flood  in  here  and  they're  not 
going  to  locate  in  a  rural   community. 

But  the  Board  of  Medical  Examiners  does  want 
to  work  with  the  Medical  Society.  It  appreciates  the 
work  they've  done  on  the  Legislative  Committee  and 
we're  trying  to  get  in  a  little  bit  better  position  to 
fight  the  osteopathic  situation  before  the  next 
legislature. 

PRESIDENT  ROSS:  Would  you  define  a  "lim- 
ited license"  in  the   statute,  just  for   clarification? 

DR.  COMBS:  May  I  state  I  think  we,  in  North 
Carolina,  have  one  of  the  best  Medical  Practice 
Acts  in  the  United  States. 

I  don't  know  whether  every  member  present  is 
aware  or  not,  but  this  is  the  only  state  where  the 
Medical  Society  elects  the  Board  of  Medical  Ex- 
aminers. 

Now,  the  law  grants  the  Board  of  Medical  Ex- 
aminers power  to  grant  a  limited  license. 

That  section  of  the  law  gives  wide  power  to  the 
Board  and  they  can't  take  great  liberties  there — 
the  power  to  grant  a  license  on  a  geographical  lim- 
itation and  almost  probably  gives  the  Board  power 
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to  license  almost  anybody,  but  the  Board,  when  it 
has  lots  of  power,  has  to  be  very  careful  and  be 
very  considerate. 

Now,  as  to  the  question  of  this  "limited  License," 
the  Board,  with  the  approval  of  its  attorney,  has 
given  what  we  call  a  special  limited  license  and 
that's  given  to  people  to  take  training  in  the  hos- 
pital. 

Now,  the  attorney  sometimes  wonders  whether 
we're  going  to  be  within  the  law  on  that.  We 
haven't  been  tested  on  it,  but  this  is  the  question 
that  it  is  under  that  we  give  a  special  limited 
license  to  the  foreign  graduate  to  take  training  in 
our  hospitals  and  medical  schools. 

Does  that  answer  the  question? 

PRESIDENT  ROSS:  For  clarification,  thank 
you. 

While  he's  there,  would  you  like  him  to  answer 
questions? 

DR.  DAVID  G.  WELTON  [President-elect  of  the 
Societyl : 

May  I  ask  a  question,  Dr.  Combs? 

DR.  COMBS:  Yes,  sir. 

DR.  WELTON:  I  want  to  second  that  we  appre- 
ciate your  bringing  this  information  to  us  as  I'm 
sure  many  members  of  this  Society  are  not  aware  of 
much  of  the  work  of  the  Board  because  it  doesn't 
involve  them  immediately  at  the  time. 

My  question  is  on  the  foreign  graduates? 

Do  you  have  current  information  on  the  number 
licensed  to  practice  in  North  Carolina  in  two  cate- 
gories: Those  in  hospital  residencies  and  those  in 
private  practice? 

DR.  COMBS:  No.  We  didn't  want  to  make  them 
register  their  license  under  the  Registration  Act, 
but  the  attorney  said  we  had  to  do  it,  so  we  did. 

Now,  I  did  give  the  figure  of  7,771  physicians 
registered  to  practice  medicine  in  the  State  of  North 
Carolina  as  of  Friday  afternoon.  Now,  that  doesn't 
mean  we  had  that  many  in  the  state. 

Some  of  them  are  special  limited  license  and  I 
can't  tell  you  exactly,  Dr.  Welton,  how  many  we 
have  under  that  category,  but  I  do  want  the  Coun- 
cil to  know  that  when  they  leave  this  state  and 
somebody  writes,  we  tell  them  we  will  give  them  a 
permit  to  take  training  in  the  state  and  we  do 
report  them  to  the  AMA. 

And,  we  do  not  allow  them  to  get  a  narcotic 
order  stamp  to  order  narcotics. 

Now.  at  one  time  when  the  Board  didn't  feel  they 
could  recognize  the  National  Board,  the  people  who 
didn't  have  a  state  license,  also  got  that  and  the 
hospitals  got  in  on  the  basis  of  well,  we  had  two 
classes  of  residents  who  are  interns  and  the  only 
answer  the  Board  could  give  was,  "We're  just  trying 
to  help  you  out.  As  far  as  we're  concerned,  we'll 
be  glad  for  them  all  to  be  on  a  limited  license!" 

DR.  WELTON:  Now,  may  I  ask,  the  limited 
license  and  the  special  limited  license,  when  that 
man  is  given  a  limited  license  as  an  intern,  resident, 
in  a  geographical  area  next  to  the  state  when  it 
crosses  the  border,  that  license  is  in  full   force  and 


effect  and  just  as  good  as  any  other  license  in  the 
state? 

DR.  COMBS:  Right. 

Mr.  President,  I  might  recognize  the  President 
of  the  Board  here  and  see  if  he  has  anything  to  say. 
Dr.  James  Davis  of  Durham! 

PRESIDENT  ROSS:  Thank  you,  very  much,  Dr. 
Combs  and  if  you'll  stand  by,  there  may  be  some 
questions,  but  we're  delighted  that  Dr.  Davis  could 
find  the  time  to  come  down  here  with  us  and  we're 
very  grateful  for  his  appearance. 

DR.  JAMES  DAVIS  [President,  Board  of  Med- 
ical Examiners  of  the  State  of  North  Carolina! : 
Thank  you,  Dr.  Ross. 

Members  of  the  Council: 

Actually,  I'm  here  to  tell  you  that  the  Board 
of  Medical  Examiners  does  sincerely  appreciate 
the  recent  action  of  this  Council  and  of  the  House  of 
Delegates  in  requesting  the  Board  to  re-appraise 
its  policies  concerning  licensure  in  the  hope  of  im- 
provement. 

All  of  the  members  of  the  Board  are  aware  that 
they  are  elected  by  the  Medical  Society.  As  Dr. 
Combs  said,  this  is  the  only  such  Board  in  the  coun- 
try that  is  elected  by  its  fellow  physicians. 

But,  more  important,  every  member  of  the  Board 
is  also  aware  of  a  sincere  and  over-bearing  re- 
sponsibility to  the  Society  and  to  the  entire  medical 
profession  and  to  all  of  the  people  of  the  state,  to 
offer  and  to  control  licensure  of  physicians  in  the 
most  efficient,  the  most  equitable  and  the  most  ex- 
pedient manner  possible. 

It  has  already  been  alluded  to  that  we  operate 
on  a  quasi  legal  capacity.  We  enjoy  legal  protec- 
tion. 

But,  the  Board  is  and  certainly  wants  to  remain 
much  more  of  a  medical  board  than  a  state  or  gov- 
ernmental   agency. 

We  feel  that  our  responsibility  is  to  carry  out 
for  the  Society  and  for  the  profession,  with  legal 
protection,  the  function  of  licensing  and  protect- 
ing the  licenses  of  doctors  and  protecting  the  health 
of  the  people  throughout  the  whole  state. 

Our  greatest  problem,  as  you  are  all  aware  and 
as  Dr.  Combs  has  very  adequately  and  thoroughly 
explained,  is  the  problem  of  the  limited  license. 

The  prospect  of  an  easy,  quick,  safe  and  perhaps 
a  self-limiting  license,  is  attractive  to  everyone,  but 
under  our  present  Medical  Practice  Act,  this  is  just 
not  possible. 

He  has  explained  to  you  that  we  are  empowered 
by  the  Medical  Practice  Act  to  grant  a  geographical- 
ly limited  license.  We  have  taken  the  liberty  of 
granting  limited  licenses  for  purposes  of  education. 

He  has  alluded  to  the  fact  that  we  have  increased 
our  number  of  meetings,  in  order  to  better  serve  the 
doctors  and  applicants  who  want  to  become  licensed 
in  North  Carolina. 

The  location  of  our  meetings  has  sometimes  en- 
gendered some  questions.  Traditionally;  the  Board 
has  met  in  various  parts  of  the  state  in  order  to 
better  serve  all  sections. 
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We  have  now  moved  our  July  meeting  to  the 
Piedmont  area  because  at  this  meeting  come  the 
residents  to  obtain  a  license  for  training  purposes 
and  so  we  met  in  Chapel  Hill  this  year.  We'll  meet 
in  the  Greensboro  area  next  year  and  plan  to  re- 
main in  that  area  to  minimize  the  amount  of  time 
that  house  officers  have  to  be  away  from  their 
jobs  in  the  teaching  centers. 

Efforts  have  been  taken  to  see  that  when  you  or 
any  other  physician,  or  any  non-physician,  con- 
tacts our  office  in  Raleigh,  they  will  be  handled  in 
a  very  courteous,  efficient  and  helpful  manner. 

The  question  of  National  Board  endorsement  or 
the  lack  thereof  has  come  up  repeatedly  in  recent 
years,  particularly  among  the  teaching  centers. 

It  has  not  been  understood  why  North  Carolina 
has  failed  to  endorse  National  Boards. 

The  question  has  been  raised,  "Has  the  Board 
been  arbitrary  in  its  decision?" 

Actually,  the  Attorney  General  has  ruled  that 
the  National  Board  has  no  governmental  status, 
that  we  are  not  able  to  endorse  their  credentials 
directly. 

Ways  have  now  been  worked  out  whereby  a  man 
who  has  a.  state  license,  even  on  the  basis  of  Nation- 
al Boards,  he  can  be  offered  endorsement  if  found 
warranted  on  the   basis  of  a  previous  State  Board. 

But  what  I  really  would  like  to  say  to  you  most 
is  the  Board  does  want  to  remain  flexible,  it  does 
want  to  work  in  a  very  cooperative  way  and  ap- 
preciates the   Society's  interest  in  these  matters. 

We  hope  that  the  maximum  cooperation  and  com- 
munication can  exist  between  the  two  groups. 

PRESIDENT  ROSS:  Thank  you,  very  much,  Dr. 
James  Davis. 

Would  anyone  care  to  ask  questions? 

DR.  GARRARD:  Mr.  President,  I  would  like  to 
ask  a  question. 

If  a  young  psychiatrist  comes  in  to  work  in  the 
state  and  has  to  wait  two  or  three  or  four  months 
before  he's  licensed,  is  there  any  provision  he  could 
work  in  a  state  institution,  under  supervision,  dur- 
ing that  intervening  period  and  still  be  meeting  the 
requirements  of  the  law? 

DR.  DAVIS:  Maybe  Dr.  Combs  could  answer,  but 
if  he's  in  a  teaching  capacity  in  a  state  institution 
he  might  be  able  to  get  a  special  limited  license  to 
which  Dr.  Combs  alluded. 

DR.  GARRARD:  Suppose  his  state  doesn't  have 
any  teaching  assignment  but  just  has  a  place 
picked  out  to  practice,  but  has  three  months  to 
wait,  could  he  go  in  Umstead  and  Dorthea  Dix 
and  work  and  be  within  the  law? 

DR.  DAVIS:    No,  sir. 

DR.  GARRARD:  He  can't  do  it. 

DR.  DAVIS:  I  think  all  of  us  can  appreciate 
the  problem  of  revoking  a  license. 

We're  now  seeing  in  this  state  an  example  of  a 
man  who's  still  practicing  medicine  after  ten 
months  when  the  Board  revoked  his  license  after 
his  appeals  to  the  court. 

We  don't  know  how  long  he's  going  to  be  allowed 


to  practice,  but  any  license,  called  temporary  or 
anything  else,  would  be  just  as  difficult  to  revoke, 
so  we  feel  we  have  to  search  this  man's  record  out 
and  be  absolutely  sure  he's  safe  to  practice. 

MR.  BARNES:  Mr.  Chairman,  may  I  just  ask 
one  question. 

On  the  question  of  requirement  of  citizenship, 
would  you  elaborate  for  the  Council  on  that  please? 

DR.  DAVIS:  We  have  not  had  the  policy  of 
granting  licenses  to  practice  medicine  in  North 
Carolina  until  one  becomes  a  citizen. 

We  are  not  anxious  to  have  licenses  which  are  not 
being  used,  so  a  man  must  have  citizenship  before 
he's  granted  a  license. 

DR.  SHAFFNER:  In  North  Carolina,  or  in  the 
United  States? 

DR.  DAVIS:  United  States. 

DR.  COMBS:  That's  a  state  responsibility  and 
it's  not  in  our  law,  but  the  Board  has  passed  a  regu- 
lation that  a  man  should  be  a  citizen  of  the  United 
States  before  he  can  be  granted  a  license. 

Now,  if  he  has  some  connection  and  he  wants  to 
come  into  North  Carolina,  then  if  he's  on  an  immi- 
grant visa,  the  Board  has  considered  him  and  given 
him  one  of  our  limited  licenses  until  such  time  as  he 
becomes  a  citizen. 

We  have  a  lot  of  them.  They've  been  at  our  in- 
stitutions and  they  get  the  limited  license.  They're 
here  a  month,  or  three  or  four  months  and  then 
they  leave. 

Now,  the  Board  has  put  on  there  (the  license) 
that  they  will  convert  it  to  a  full  license  if  he's 
living  in  North  Carolina  at  the  time  when  he  ac- 
tually becomes  a  citizen. 

Now,  the  Board  hasn't  been  arbitrary  about  it, 
If  he  has  a  license  limited  to  Winston-Salem  or 
Bowman  Gray  and  he  wants  to  move  to  Mecklen- 
burg, all  he  has  to  do  is  write  the  Secretary  of  the 
Board  and  the  Board  has  empowered  the  Secretary 
then  to  endorse  Mecklenburg,  but  until  they  are 
citizens  it  is  the  policy  of  the  Board  to  know 
where  they  are. 

DR.  SHAFFNER:  Mr.  President,  I  was  just 
wondering  if  Dr.  Combs  would  have  any  comments 
to  what  Dr.  Beddingfield  said  earlier  about  this 
legislative  commission  that's  going  to  study  the 
need  for  doctors,  whether  a  limited  license  until 
he  could  take  his  exam,  would  be  one  talking  point 
in  getting  more  doctors. 

In  other  words,  how  big  a  problem  is  it,  does 
the  Board  think,  that  people  do  not  come  because 
they  have  to  wait  three  months  or  can't  get  seen 
or  want  to  start  right  now  and  can't  get  in  for 
three  months  and  therefore  they  move  and  go 
somewhere  else? 

Is  this  a  big  problem  really  or  is  it  just  one  or 
two  a  year? 

DR.  COMBS:  Dr.  Shaffner,  I  think  it's  just  one 
or  two  a  year  and  you  talk  about  three  months — the 
only  time  it  has  been  that  long,  less  sometimes,  has 
been  from  January  to  May. 

The    Board    has    been    meeting    for    years.    May. 
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June,  and  July,  so  if  he  happens  to  come  at  that 
time,  then  it's  very  easy. 

But  one  other  thing,  I  think,  if  a  doctor  or  an 
institution  in  North  Carolina  is  in  the  process  of 
fretting  a  doctor,  they  should  find  out  when  the 
Board  is  meeting  because  I've  had  them  call  me  on 
Monday  morning  and  say,  "I  had  a  man  visiting 
me  last  week  and  I  would  like  to  know  about  his 
license!" 

Well,  the  Board  was  meeting  at  the  time  the  man 
was  in  the  State. 

Now,  in  our  requirements  we  have  a  rule  that 
all  of  his  credentials  should  be  in  the  Secretary's 
office  two  weeks  before  the  meeting.  There  has 
never  been  a  time  when  that  hasn't  been  waived. 

The  purpose  in  having  that  is  so  the  Board  can 
look  at  the  credentials  and  then  there  are  technicali- 
ties that  you  sometimes  don't  understand  and  they 
think  it's  too  much  of  a  technicality  but  it  doesn't 
prove  to  be  that. 

When  we  get  a  doctor  who  wants  a  license  in 
North  Carolina  by  endorsement,  he  fills  out  his 
folder  and  he  puts  his  picture  on  it. 

Now,  we  ask  that  he  send  an  unmounted  photo- 
graph. Then  this  folder  goes  around  to  his  medical 
school.  Then  they  endorse  it  that  this  man  got  his 
degree  at  such  and  such  a  time.  Then  it  goes  to  his 
state  board  and  they  endorse  it  and  give  us  his 
grades  and  then  it  goes  to  his  local  medical  society. 

Well,  now,  if  a  man  is  just  coming  out  of  the 
service,  he  may  not  have  been  in  a  society,  so  that's 
waived. 

But,  now  this  unmounted  photograph,  after  the 
folder  has  been  around  all  these  places,  the  Secre- 
tary sends  it  to  his  dean  and  asks  the  dean,  "Is 
this  a  good  likeness  of  the  individual  that's  got  the 
degree  that  you  certified?" 

Now,  the  ones  who  got  their  degrees  forty  or 
fifty  years  ago,  they  say  they  have  no  pictures,  so 
we  pass  them  up. 

Most  of  the  time — I  know  I  went  through  medical 
school  and  they  took  my  picture  when  I  went  in  and 
we  can  get  some  comparisons.  That  may  seem  to 
be  superfluous  but  we  don't  think  so. 

DR.  DAVIS:  But  in  order  to  clarify  that,  the 
Board  has  waived  that  this  man  does  not  have  to 
wait  until  all  the  credentials  are  back  necessarily. 

If  he's  here,  he  can  be  introduced  to  the  Board 
and  when  his  credentials  are  ascertained,  he  can  be 
certified.   He  doesn't  have  to  wait  over. 

DR.  COMBS:  He  does  have  to  make  an  appear- 
ance before  the  Board,  if  he  doesn't  have  everything. 
Then  the  Board  will  pass  a  resolution  usually  that 
this  man  be  granted  a  license  providing  he  gets  his 
credentials  in  and   the  Secretary  approves  them. 

But  that's  after  he  has  been  seen  and  the  Board 
has  made  the  rule  and  doesn't  give  the  Secretary 
any  power  to  grant  the  license  if  they  don't  come 
in  soon. 

DR.  BEDDINGFIELD:  Mr.  President,  in  view  of 
Dr.  Shaffner's  remarks,  I  would  like  to  say  that  I 
think  it's  perhaps  due  to  a  lack  of  understanding  of 


these  technicalities  that  Dr.  Combs  has  so  aptly 
discussed,  but  the  Department  of  Mental  Health 
does  feel  that  improvements  could  and  should  be 
made  perhaps  both  in  the  law  and  in  the  regulatory 
authority  of  the   Board. 

They  say  that  on  more  than  one  occasion,  they 
have  missed  getting  the  services  of  an  individual 
that  they  would  like  to  get  because  he  could  not 
become  licensed  to  practice  without  a  delay. 

The  problem  was  presented  to  the  advisory  med- 
ical council  of  the  State  Board  of  Mental  Health 
and  Dr.  Combs  has  been  invited  to  appear  before 
that  group  to  make  essentially  the  same  sort  of 
presentation  that  he  made  this  morning  in  dealing 
with  the  problem  the  State  Department  of  Mental 
Health  has  in  getting  licensure  and  I  think  you're 
on  tap  for  the  October  meeting  which  is  going  to  be 
in  Raleigh  so  you  won't  have  to  travel  very  far. 

But  they  feel  that  there  is  a  problem  and  they 
feel  that  they  have  missed  getting  one  or  two  good 
men  they  could  not  get  because  of  immediate  li- 
censure. 

DR.  COMBS:  Mr.  President,  may  I  make  one  re- 
mark? 

PRESIDENT  ROSS:  Yes. 

DR  COMBS:  The  Board  of  Medical  Examiners 
has  gone  all  out  to  help  the  mental  institutions. 

Now,  I  think  you  all  recall  the  big  argument 
between  the  "Board  of  Hospital  Control"  and  the 
Board  of  Medical   Examiners. 

When  they  finally  got  together,  they  came  to  an 
agreement  straight  away,  but  now  it  has  been 
asked  whether  it  would  give  a  special  limited 
license  to  go  to  work  before  the  Board   meets. 

There's  only  one  category  that  the  Board  of 
Medical  Examiners  does  that;  and  that's  to  give 
a  special  limited  license  to  a  foreign  graduate  to  go 
to  work  in  a  mental  institution  after  he  has  his 
credentials  in  the  office  and  comes  and  has  a  per- 
sonal interview  with  the  Secretary. 

Now,  it  so  happens — and  maybe  we're  different- 
iating there — but  if  the  man  is  an  American  grad- 
uate, the  Board  hasn't  given  the  Secretary  any 
authority  to  let  him  go  to  work. 

DR.  BEDDINGFIELD:  So  the  Americans  are 
being  discriminated  against!  [Laughter] 

DR.  COMBS:   You  might  be  right  about  that! 

The  reason  for  that,  Dr.  Beddingfield,  is  that  the 
foreign  graduate  has  to  take  our  examination.  It's 
the  policy  of  the  Board  not  to  grant  a  regular  li- 
cense  to   practice   to   foreign    graduates. 

Now,  we  only  give  our  examination  in  June,  so 
if  the  man  comes  in  September,  why,  we  are  trying 
to  let  him  help  out  in  the  institution  where  we  think 
he  is  under  supervision  and  control,  and  the  Board 
is  doing  that  now  with  the  mental  institutions  of  the 
state. 

DR.  THOMAS  G.  THURSTON  [Chairman,  Com- 
mision  VI] : 

I'd  like  to  say  there's  no  relationship  between 
the  quality  of  the  people  on  the  Board  of  Mental 
Health  working  there  at  the  time  we  had  this  prob- 
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leni  and  the  present  people  there.  It's  just  different 
as  night  from  day  and  I  think  that's  important 
for  the  Board  of  Medical  Examiners  has  been  re- 
sponsible for  this  change. 

DR.  BEDDINGFIELD:   I  would   agree  with  you. 
DR.  J.  HENRY  CUTCHIN,  JR.  [Chairman,  Com- 
mission IV] : 

I'd  like  to  ask  one  question  that  Dr.  Davis  al- 
luded to  and  in  those  days  the  Board  did  recognize 
a  National  Board  examination  and  did  issue  license" 
on  reciprocity,  that  is  no  longer  in  efect,  but  those 
who  were  issued  licenses  are  still  legal? 

DR.  COMBS:  That  was  of  great  concern  to  the 
Board  of  Medical  Examiners  since  1953  and  we 
sent  the  Attorney  General — because  the  Board  was 
being  very  careful  and  didn't  want  to  take  any 
action  that  would  reflect  upon  any  action  of  the 
Board  that  preceded  them,  but  the  Attorney  Gen- 
eral did  state  there's  nothing  in  the  law  about  the 
National  Board  of  Examiners,  but  that  the  present 
Board  or  any  succeeding  Board  has  no  authority 
over  the  actions  of  a  previous  Board  when  the  li- 
censes were  issued  and  we  were  assured  that  they 
were  in  full  force  and  effect  and  would  not  affect 
any  of  them. 

DR.  SHAFFNER:  I  move  we  accept  this  report 
with  thanks. 

DR.  WELTON:  Second. 

PRESIDENT  ROSS:  Any  discussion?  [No  re- 
sponse! 

All  in  favor  say  "aye";  opposed. 
[The  motion  carried  unanimously. 1 
The  next  item  is  report  by  Dr.  Kernodle. 
Dr.  Kernodle,  are  you  prepared  to  make  a  report? 
DR.    JOHN    R.    KERNODLE    [AMA    Delegate]: 
Mr.  President,  Members  of  the  Council  and  Guests: 
The  Deputation  Committee  to  visit  the  Governor 
on  Industrial  Compensation  had  a  number  of  letters 
and  correspondence  with  members  of  the  committee 
and  telephone  calls. 

We  were  about  ready  to  make  our  visit  when  the 
new  Industrial  Commission  fee  schedule  was  pub- 
lished and  circularized.  With  this,  members  of  the 
committee  felt  it  would  be  wise  to  wait  and  see  how 
this  was  to  be  accepted  by  the  doctors. 

We  find  out  there  has  been  a  partial  acceptance 
of  this  and,  in  fact,  it's  much  better  than  in  the 
past,  but  reluctantly — or  perhaps  more  vigorously  I 
should  say — perhaps  Dr.  Cutchin  would  like  to  re- 
port what  his  committee  did  in  this  area  and  what 
they  recommended  and,  also,  they  made  some  recom- 
mendations to  our  committee  in  that  they  visit  the 
Governor  now  that  they  have  acted. 

DR.  CUTCHIN:  Mr.  President,  shall  I  give  this 
report  from  the  Industrial  Committee  because  it's 
relevant  to  what  Dr.  Kernodle  has  to  say? 
PRESIDENT  ROSS:  I  think  that's  in  order. 
DR.  CUTCHIN:  The  Committee  to  work  with  the 
North  Carolina  Industrial  Commission  met  on 
Thursday  and  this  first  paragraph  is  offered  for 
the  approval  of  the  Executive  Council. 

Following  lengthy  discussion  of  the  recently  pub- 


lished Industrial  Commission  new  fee  booklet  the 
Committee  unanimously  approved  the  recommenda- 
tion that  the  Committee  reject  the  New  Workman's 
Compensation  Fee  Schedule  in  principle. 

That  the  Committee  accepts  the  principle  of  the 
1964  Relative  Value  Studies  of  the  Medical  Society 
of  the  State  of  North  Carolina. 

That  a  unit  value  of  five  be  suggested  as  usual 
and  customary  at  the  present.  That  the  unit  value 
be  recosidered  each  year  and  adjusted  upward  or 
downward  depending  upon  a  general  cost-of-living 
index. 

I'll  stop  here  for  a  moment  in  that  they  insisted 
or  wanted  this  value  put  in  because  of  their  adjudi- 
cating some  claims.  They  felt  they  had  to  have  some 
value  to  go  on. 

It  was  pointed  out  that  this  had  been  turned  down 
by  the  Council  in  the  House  of  Delegates  on  previous 
occasions  and    there  was  some  question  about  it. 

The  committee  also  unanimously  recommends  to 
the  Council  that  the  Committee  on  Deputation  to 
Governor  Moore  on  North  Carolina  Industrial  Com- 
mission be  urged  to  communicate  the  principle  of 
the  above  motion  to  Governor  Moore. 

In  cases  of  apparent  over-treatment  of  Industrial 
cases  referred  to  the  committee  it  is  recommended 
that  if  the  committee  feels,  after  communication 
with  the  physician  involved,  that  his  answer  does 
not  provide  an  adequate  explanation  the  Chairman 
of  this  committee  should  call  the  circumstances  of 
the  case  to  the  attention  of  the  appropriate  District 
Councilor  with  a  request  that  he  undertake  to  in- 
vestigate the  circumstances. 

The  committee  by  a  vote  of  five-to-three,  ap- 
proved the  recemmendation  that  the  members  of 
this  committee  will  review  cases  submitted  by  the 
Industrial  Commission  Medical  Director  and  make 
recommendations  in  units  based  on  the  1964  Rela- 
tive Value  Studies  of  the  Medical  Society  of  the 
State  of  North  Carolina. 

This  is  the  report  of  the  Committee  to  Work 
with  the  North  Carolina  Industrial  Commission. 

PRESIDENT  ROSS:  Dr.  Koonce  and  Dr.  Jones, 
I  need  your  advice. 

We  have  two  reports;    first  the  report  from  the 
Commissioner  and  also  a  report  from  Dr.  Kernodle. 
DR.    KOONCE:    You   can   have    a    discussion    on 
both  of  them  before   you  consider  a  motion. 

PRESIDENT  ROSS:  Well,  the  topic  projected 
is  open  for  discussion,  without  a  motion. 

DR.  SHAFFNER:  Dr.  Cutchin,  can  you  sum- 
marize what  action  you  want  the  Council  to  take 
now,  besides  acceptance  of  the  report? 

DR.  CUTCHIN:  The  committee  wants  approval 
or  disapproval,  specifically,  of  this  first  paragraph 
that  I  read  because  of  the  adjudication  of  the  claims 
from  the  Industrial  Commission. 

DR.  BEDDINGFIELD:  I'd  like  some  clarification 
as  to  how,  if  this  action  is  approved  by  the  Council, 
this  would  be  implemented  by  an  individual  physi- 
cian treating  an  individual  Workmen's  Compensa- 
tion case  at  the  present  time? 
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If  this  new  fee  schedule  is  rejected  in  principle, 
how  would  an  individual  physician  go  ahout  treating; 
and  billing:  a  case? 

DR.  CUTCHIN:  Bill  it  on  the  usual  and  custo- 
mary. 

DR.  BEDDINGFIELD:  And,  what  if  it  was  paid 
according;  to  the  published  fee  schedule? 

DR.  CUTCHIN:  I  don't  think  there's  anything 
the  individual  physician  could  do  about  it  in  that 
case.  The  only  thing:  that  would  bother  me.  if  you 
kick  when  it  comes  back  to  the  Industrial  Commis- 
sion and  they  send  it  to  this  committee  for  adjudi- 
cation, they  wanted  some  basis  on  which  to  adjudi- 
cate such  claims. 

In  the  last  paragraph  they  said  they're  going  to 
adjudicate  and  refer  them  back  to  the  Industrial 
Commission  Medical  Director  and  recommend  this 
case  be  assigned  so  many  units  according  to  the 
1964  Relative  Value  Studies. 

PRESIDENT  ROSS:  They  were  concerned  about 
adding  an  extra  sentence  to  this,  weren't  they,  for 
justification? 

Dr.  Jones! 

DR.  JONES:  It  seems  that  the  sense  of  the  com- 
mittee, from  sitting  in  on  the  meetings,  was  that 
they  were  first  trying  to  put  these  two  things  into 
one  motion  which  was  offered  at  that  time. 

The  sense  of  the  first  motion  was  that  in  view 
of  the  asked  for  resolutions  of  usual  and  customary, 
they  wished  to  disapprove  in  principle  the  fee 
schedule  because  it  did  not  conform  to  usual  and 
customary. 

That  is  my  understanding  as  the  basic  sense. 

The  second  thing  they  needed  to  have,  which  is  a 
purely  mechanical  thing  and  it's  a  question  I  don't 
think  has  ever  been  foisted  upon  any  review  com- 
mittee, that  you  should  take  a  five  dollar  unit  and 
convert  on  the  basis  of  recommendations  back  to 
Dr.  Morris  on  this,  whereas  the  sense  of  the  motion 
is  now  that  inasmuch  as  they  realize  that  the  Indus- 
trial Commission  is  going  to  pay  on  their  schedule, 
period,  that  in  some  fashion  a  case  requiring  more 
care  be  related  to  units  based  on  the  current  Rela- 
tive  Value   Scale. 

As  an  example,  take  a  simple  thing — hernia — 
thirty-five  minutes.  Something  happens,  say,  a  very 
complicated  hernia,  they  might  sit  down  and  figure 
well,  this  is  worth  fifty  units.  Then  they'd  go  back 
to  the  policy  language  of  the  insurance  thing — the 
company  shall  determine  the  amount  that  should  be 
paid  under  non-listed  items,  and  this  was  the  second 
part  that  they  wanted,  with  some  judgment,  some 
mechanism,  by  which  they  would  be  able  to  sit  on 
these  questionable  cases  and  units  is  a  much  better 
thing  than  dollars  because  if  you  try  to  convert  to 
dollars  you'll  be  pinned  to  $5.  I  don't  think  we  want 
to  be  pinned  to  that. 

PRESIDENT  ROSS:  I've  got  the  feeling  you're 
saying  the  same  thing.  You're  saying  they  were 
concerned  about  the  non-listed  things  they  were 
called  upon  to  adjudicate. 


DR.    SHAFFNER:    I   think  we   should   approve 
it  and  I  so  move. 

DR.  BEDDINGFIELD:   Second. 

PRESIDENT   ROSS:   Discussion? 

DR.  BEDDINGFIELD:  Are  we  approving  the  re- 
port of  Dr.  Cutchin?  Is  that  the  motion? 

DR.  SHAFFNER:  Approve  his  report  and  the 
recommendations — approval  of  what  they  plan  to  do. 

PRESIDENT  ROSS:  There  will  be  other  addi- 
tional facets  that  we'll  touch  on  later  during  the 
day  in  other  reports. 

All  in  favor  of  Dr.  Shaffner's  motion  say  "aye"; 
opposed. 

[The  motion   carried   unanimously.] 

Thank  you,  very  much. 

DR.  SHAFFNER:  May  I  ask  a  question? 

PRESIDENT  ROSS:  Yes. 

DR.  SHAFFNER:  I  got  some  flack  back  from 
the  radiologists  that  this  new  schedule  didn't  raise 
them  at  all.  It  raised  everybody  else  and  what  can 
they  do  about  it?  What's  their  recourse? 
DR.  THURSTON:  We  felt,  a  large  percentage  of 
the  committee,  it  was  more  important  that  we  estab- 
lish usual  and  customary  fees,  whether  or  not  they 
were  paid  than  have  a  fixed  fee  schedule  because 
that  schedule  applies  to  chiropractors  and  other 
people,  so  it's  more  important  in  the  long  run  that 
we'll  be  able  to  submit  our  fees,  as  provided  by  this 
resolution. 

DR.  CUTCHIN:  Does  that  answer  your  question? 

Bill  your  usual  and  customary.  You  might  not 
get  it,  but  bill  it  anyway. 

PRESIDENT  ROSS:  Well,  one  of  the  things,  Dr. 
Shaffner,  has  been  up  until  now  dual  billing  where 
the  hospital  got  that  bill  in  first  where  the 
hospital  billed  $10  and  got  $8>2  for  x-rays  and 
the  radiologists  got  $1'2,  so  somehow  I  think  that's 
something  between  the  hospital  administration  and 
the  radiologist. 

There's  new  legislation  coming  out  now  about 
separate  billing,  which  has  been  passed  concerning 
the  federal  thing,  I  believe. 

DR.  KERNODLE:  Well,  my  report  is  merely  that 
we  are  going  to  carry  out  the  request  of  your  com- 
mittee and  I  think  I  would  like  to  bring  up  one 
other  point  that  has  been  recommended  and  we  had 
a  little  dificulty  getting  across  to  some  of  the  mem- 
bers of  this  committee  that  all  bills  should  be  made 
on  usual  and  customary  fees  because  the  state  agen- 
cies want  it  and  this  is  something  I  think  we  ought 
to   remember  in   all   our   deliberations   today. 

DR.  KOONCE:  I  move  his  Deputation  Commis- 
sion be  continued  and  his  report  be  accepted. 

DR.  BEDDINGFIELD:   Second. 
PRESIDENT  ROSS:  Discussion? 

DR.  JONES:  Yes,  sir. 

Would  somebody  inform  me  whether  or  not  the 
Industrial  Commission  had  ever  been  a  part  of  the 
several  state  agencies  that  have  sat  down  and 
asked   for  billing  on   usual   and   customary  basis? 

It's  my  understanding  that  the  Industrial  Com- 
mission has  been  conspicuous  by  their  absence. 
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DR.  THURSTON:  They  are  because  of  the  sta- 
tute:  they  couldn't  participate. 

DR.  BEDDINGFIEI.D:  I  can  answer  Dr.  Jones's 
question. 

The  Industrial  Commission  has  been  present  at 
some  of  the  meetings  with  the  department  heads 
and  department  administration  at  which  the  Medical 
Society  representatives  were  there,  but  although 
they  were  there,  they  did  not  actively  participate  in 
soliciting  billing  by  usual   and  customary. 

It  has  been  pointed  out,  of  course,  that  the  monies 
that  are  directed  to  be  paid  by  the  Industrial  Com- 
mission are  not  state  funds  but  from  employers 
and  insurance  carriers  and  a  somewhat  different 
problem  arises  in  that  these  are  not  public  funds 
that  are  paid. 

But,  they  were  present  and  sat  in  on  some  of  the 
discussions. 

PRESIDENT  ROSS:  Any  other  discussion  on  Dr. 
Kernodle's  report. 

PRESIDENT  ROSS:  All  those  in  favor  say 
''aye";    opposed. 

[The  motion  carried   unanimously.] 

It's  of  interest,  I  think,  to  go  back  and  review 
this,  which  I  did. 

The  only  report  from  this  Society  that  has  ever 
been  favorable  to  the  Industrial  Commission  was 
the  first  report  in  1930  that  they  made.  Six  months 
later,  Judge  Harris  locked  up  Dr.  R.  B.  Hayes  in 
Hillsboro  for  contempt  of  court  and  the  Supreme 
Court  upheld  the  fact  that  the  court  could  hold  this 
man  in  contempt  and  he  would  not  give  expert  testi- 
mony unless  he  was  qualified  as  an  expert.  The  Su- 
preme Court  said  that  they  usually  did  qualify 
doctors  as  experts  really  but  they  did  not  have  to. 
They  could  ask  for  an  opinion  and  he  didn't  say 
"No."  They  could  make  him  testify  either  "Yes"  or 
"No." 

The  last  one,  you'll  remember,  the  Commissioner 
suggested  that  perhaps  we  shouldn't  accept  any  in- 
dustrial cases,  except  emergencies. 

That's  the  history  of  it. 

Well,  we've  been  to  the  Governor  three  times  and 
the  Governor  has  supported  the  administrator  every 
time. 

Well,  Special  Reports.  Dr.  Chapman,  Blue  Ribbon 
Committee  No.  1. 

Now,  this  other  thing,  Dr.  Gamble  conespond- 
ence  with  Dr.  Shaffner,  also  with  Dr.  Jones  and  Dr. 
Rhodes  and  I  don't  know — this  is  a  thing  that  has 
to  do  with  inactivity  of  the  local  county  societies, 
which  is  something  we  all  know  and  that  has  been 
turned  over  to  The  Blue  Ribbon  Committee  No.  1. 
Dr.  Rhodes,  I  believe,  has  it  too. 

DR.  JOHN  S.  RHODES  [Associate  Editor,  North 
Carolina  Medical  Journal] :  Mr.  President,  Members 
of  Council : 

I  think  I  can  clarify  that,  though,  and  I  believe 
Jim  could  confirm  what  I  have  to  say. 

I  think  this  came  as  a  result  of  a  letter  I  received 
after  the  meeting  from  Dr.  Gamble  regarding  his 
concerns  about,  fundamentally,   the   involvement  of 


more  young  people  in  the  State  Society  activities, 
particularly  about  the  disaffection  in  his  own  coun- 
ty society  for  the  state  society  and  he  indicated  out 
of  the  membership  of  twelve,  three  members  had 
failed  to  continue  their  membership  and  I  believe 
that  has  been  changed. 

I  believe  Jim  will  tell  you  that  all  the  men  who 
are  practicing  in  that  county  are  members  of  the 
State  Society;  in  fact,  one  of  the  best  counties  we've 
got. 

So  I  think  the  correspondence  is  clarified  at  that 
point. 

I  believe  I  am  to  report  for  Blue  Ribbon  No.  1 
and  my  report  will  be  very  brief  inasmuch  as  noth- 
ing specific  derived  from  our  meeting  here  three 
days  ago  now. 

The  committee  felt  that  of  all  the  areas  that  it 
should  consider  in  the  State  Society  program,  that 
the  annual  meeting  perhaps  should  have  priority. 

At  this  meeting,  there  was  a  great  deal  of  in- 
formal discussion  of  various  phases  of  the  annual 
meeting.  I  shan't  be  specific  because  we  did  not  ar- 
rive at  specifics. 

It  was  finally  concluded  that  perhaps  the  best 
approach  would  be  that  after  all  of  this  discussion 
to  have  each  member  of  the  committee  make  a  re- 
port of  his  own  thoughts  to  the  Chairman  of  the 
committee,  the  deadline  being  set  as  December  1st 
and  that  early  in  January,  the  committee  would 
again  meet  and  attempt  to  formulate  some  recom- 
mendations for  the  Council  at  its  January  meeting. 

So  that  is  actually  the  substance  of  this  report, 
Mr.  Chairman.  I  have  nothing  further  at  this  time. 

PRESIDENT  ROSS:  Do  you  have  a  feeling  pro- 
gress is  being  made  and  a  sense  of  direction  is  es- 
tablished? 

DR.  RHODES:  Well,  I  might  say  to  you  one  of 
the  concerns  of  the  committee  is  with  the  fragmen- 
tation of  the  profession  by  virtue  of  so  many  or- 
ganizations, particularly  the  specialty  organizations 
as  well  as  the  Academy  of  General  Practice,  and  a 
great  deal  of  time  was  spent  on  discussion  of  ways 
in  which  perhaps  the  Society  could  be  solidified 
by  bringing  back  into  closer  rapport  with  the  So- 
ciety the  activities  of  these  other  organizations  and 
that  is  perhaps  one  of  the  groups  that  the  committee 
will  attempt  to  explore. 

I  don't  have  anything  specific  and  ready  to  bring 
to  you  at  this  time,  but  we  did  discuss  the  format 
of  the  meeing,  the  program,  the  question  of  loca- 
tion; whether  or  not  a  resort  area  is  the  better  lo- 
caion  for  our  meeting  or  whether  it  should  be  more 
concentrated  in  an  area  where  there  would  not  be 
so  much  distraction. 

There  was  one  complaint,  for  instance,  that  Pine- 
hurst  was  all  right  but  nobody  could  engage  in  any 
activity  except  play  golf,  outside  of  the  meeting 
program. 

So  there  were  some  complaints  about  that  and 
that's  another  problem  that  we're  going  to  discuss. 

We  hope  to  come  up  with  some  specific  recom- 
mendation in  January. 
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PRESIDENT   ROSS:    Thank  you,   Dr.   Rhodes. 

Is  there  a  motion? 

DR.  JONES:  I  move  we  receive  the  report. 

DR.  KOONCE:   Second. 

PRESIDENT  ROSS:  To  continue  the  commit- 
tee? Is  it  a  continuing  committee? 

DR.  JONES:  It's  a  continuing  committee,  by  will 
of  the  President. 

PRESIDENT  ROSS:  It  has  been  moved  and 
seconded.  Any  other  discussion?  [No  response! 

All  in  favor  say  "aye";  opposed. 

[The  motion  carried   unanimously.] 

DR.  RHODES:  Mr.  Chairman,  may  I  say  ideas 
that  may  come  from  those  present  would  be  wel- 
comed by  the  committee. 

PRESIDENT  ROSS:  Well,  I  think  some  will 
because  I  sat  in  on  the  Scientific  Works  Committee 
and  also  the  Motor  Vehicles,  in  the  part  they  were 
concerned  with,  and  I  think  some  of  the  other  com- 
mittees will  come  up  with  some  fruitful  suggestions. 

Blue  Ribbon  No.  2 !  Dr.  Paschal  is  not  here. 

DR.  KERNODLE:  I'm  happy  to  say  that  Blue 
Ribbon  No.  2  met  for  a  long-  period  of  time  on 
Thursday  evening  and  all  of  the  members  except 
one  were  present,  which  is  a  pretty  good  record 
for  the  Past  Presidents  since  this  committee  is 
made  up  of  Past  Presidents. 

Much  discussion  was  entertained  in  regards  to 
planning  for  the  future  of  the  medical  profession 
and  our  duties  and  responsibilities. 

There  was  recommended  and  accepted  as  a  fu- 
ture responsibility  of  this  committee  that  we  should 
take  cognizance  of  the  various  plans  and  programs 
that  are  being  now  passed  and  recommended  imple- 
mentation of  such. 

Such  as  regional  medical  program,  neighborhood 
health  centers,  neighborhood  comprehensive  health 
care,  programs  like  Appalachia  and  such. 

And,  from  this  discussion  came  a  recommenda- 
tion— I'll  read  the  recommendation  that  was  handed 
to  me,  and  then  talk  a  bit  about  the  recommenda- 
tion. 

Dr.  Johnson  made  a  motion  that  the  Chairman 
exercise  his  prerogative  to  appoint  a  three  to  five 
man  subcommittee  to  give  further  thought  to  the 
Appalachian  Regional  Medical  Program  and  make 
recommendation  to  the  Executive  Council  for  the 
action  as  to  policy. 

Dr.  John  Reece  is  Chairman  of  that  three  man 
committee;  Dr.  Jones  and  myself  are  the  members. 

We  were  to  consult  with  Dr.  Murphy  in  regards 
to  the  action  they  took  on  Thursday  afternoon.  Un- 
fortunately, the  only  recommendation  we  have  I 
picked  up  from  Dr.  Mark  Lindsey  and  he  will  give 
that  in  his  report  and  will  not  conflict  with  the 
statement  I'm  about  to   make. 

In  Appalachia,  this  Council  went  on  record  at 
the  last  annual  meeting  of  accepting  some  guidelines 
for  the  program  of  Appalachia  and  the  medical  cen- 
ters that  were  being  considered;  one  in  particular 
at    Morganton. 

At  one    time,   there   was   some   confusion   as   to 


whether  all  the  counties  involved  would  be  entirely 
acceptable  to  the  program  and  endorsement  of  one 
or  two  counties  was  late  in  being  considered;  in  fact, 
they  were  very  much  opposed  to  it. 

After  thinking  the  whole  program  over,  all  five 
counties  involved  in  this  area  program  were  in 
agreement  that  it  was  good  and  they  would  go  along 
with  it  and  they  made  some  recommendations  that 
individual  counties  would  have  improvement  in  their 
medical  facilities  and  medical  programs. 

At  this  stage,  it  was  a  "brick  and  mortar"  pro- 
gram with  the  initial  few  years  being  supplemented 
for  directional  activities  by  the  Public  Health  Ser- 
vice with  medical  direction  there  but  each  year  the 
monies  for  this  particular  part  of  the  program 
would  increase  until  at  the  end  of  three  years, 
it  would  be  removed  in  its  entirety  and  it  would 
be  a  program  left  in  the  community  to  be  run  by 
community  physicians  and  community  people  who 
were  interested  in  this  medical  program. 

With  this  in  mind,  the  five  medical  societies 
adopted  the  program  and  thought  the  guidelines 
should  be  based  on  needs,  participation  and  organi- 
zation of  the  program  by  and  with  the  doctors  in 
the  community,  along  with  other  people  and  lay 
personnel  interested  in  the  same  and  that  when 
the  program  was  established  that  doctors  would 
still  have  a  very  prominent  part  in  all  operational 
parts  of  the  program  and  that  it  would  not  detract 
or  take  away  from  the  private  practice  of  medicine 
in   this  area. 

Now,  a  survey  team  visited  Morganton  last  week 
and  with  the  visitation,  there  were  indications  that 
this  was  not  going  to  be  the  part  to  be  played  by 
Washington,  that  the  recommendation  came  out  at 
this  particular  point  a  little  of  a  different  attitude 
and  different  ideas. 

We  do  not  have  confirmation  of  these  recom- 
mendations. Dr.  Koomen  is  Chairman  of  the  Med- 
ical Advisory  Committee.  He  does  not  have  the 
final  say  as  to  what  did  take  place  at  this  particular 
program,  but  Dr.  Reece,  who  has  been  strongly 
in  favor  of  the  program  is  now  in  opposition  to  the 
present  plan  and  he  brings  this  to  us  with  great 
concern. 

We  would  like  to  leave  this  at  this  time  saying 
that  they  have  now  recommended  a  regional  cen- 
tral building,  elimination  of  the  five  improve- 
ment programs — or  four  improvement  programs 
of  the  other  counties  and  that  they  would  like  to 
"direct  traffic"  at  Washington,  rather  than  "traffic 
at  the  local  level;"  that  there  would  be  a  decreasing 
amount  of  physician  direction  from  Morganton 
and  the  other  four  counties. 

With  this  in  mind,  we  would  like  to  suggest, 
perhaps  a  motion  from  you.  We  cannot  be  sure  of 
all  the  details  that  were  brought  out  and  we  would 
like  to  confirm  these  before  we  take  any  action, 
but  we  would  like  to  get  your  recommendations  as 
a  motion  confirming  our  original  adoption  of 
guidelines  and  that  if  this  program  is  taking  a 
change  that  a  committee  be  empowered  to  visit  with 
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the  advisory  medical  committee  of  the  Appalachian 
Regional  Medical  Program  and  the  Governor  in 
opposition   to   this   new   turn   of   events. 

At   this  time,  if  the   Council   permits,   I   would 
like  Frank  to  speak  to  it,  or    add  to  it. 

DR.  JONES:  With  your  permission,  Mr.  Presi- 
dent! 

PRESIDENT  ROSS:   Dr.  Jones! 

DR.  JONES:  John  R.  has  gone  over  the  back- 
ground of  this  in  a  very  lucid  manner.  The  only 
thing  that  we  would  point  out  and  again  point  out 
is  the  fact  that  when  PL  89-4  was  instituted  some 
of  us  were  not  aware  of  it. 

As  a  result  of  a  conference  at  Pine  Mountain, 
Georgia,  well  over  two  years  ago,  we  became  very 
concerned  about  it.  Then  when  the  Morganton 
project  appeared  on  the  scene,  we  became  even 
more   concerned. 

Then  as  the  result  of  some  better  liaison  with 
the  organizing  group  in  the  work  of  the  Appa- 
lachian area,  there  was  a  feeling  that  possibly 
this  could  be  handled  in  a  proper  fashion  with  the 
involvement  of  the  providence  of  care. 

Now  it  appears,  if  our  information  is  correct, 
that  our  original  fears  were  very  well  founded  in 
that  we  were  given  a  "snow  job."  I'll  be  very 
careful  not  to  use  the  word  "brainwashed"  here! 
[Laughter! 

For  the  purpose  of  the  record  and  so  that  you 
will  know  what  Dr.  Kernodle  was  alluding  to  in 
the  principles,  I  will  read  from  page  187  of  the 
minutes  of  the  Executive  Council  as  to  the  recom- 
mendations for  guidelines  with  reference  to  Appa- 
lachia in  this  particular  state. 

May  I,  sir? 

PRESIDENT  ROSS:  Yes,  sir. 

DR.  JONES:  In  order  to  assure  the  patients  of 
quality  care  in  the  medical  care  program  it  shall 
be  developed  and  implemented  in  accordance  with  the 
following  principles: 

1)  That  program  should  in  no  way  restrict,  im- 
pinge upon  or  interfere  with  the  physician-patient 
relationship. 

2)  The  program  should  be  physician  directed  and 
medically  oriented. 

3)  The  diagnostic  and  treatment  factors  are  to 
be  determined  and  directed  by  the  patient's  attend- 
ing physician. 

4)  The  patient's  need  for  medical  services  to  be 
determined  and  directed  by  the  patient's  physician. 

5)  The  medical  service  content  must  serve  as  the 
core  of  the  health  care  program  and  all  other 
health  care  services  must  be  constructed  around 
this  core. 

In  addition  to  these  indispensable  principles,  the 
Committee  on  Appalachia  is  seriously  concerned 
about  the  interpretation  of  guidelines  in  Section  1, 
Resolution  62  of  the  Appalachian  Regional  Commis- 
sion which  would  deliver  comprehensive  services  to 
all  segments  of  the  population  regardless  of  the  eco- 
nomic status  of  the  individual  receiving  this  ser- 
vice. 


There  is  more  in  this  report,  but  briefly  this 
sums   it  up. 

Some  of  us  now  have  been  persuaded  a  little  bit 
that  this  thing  might  be  all  right,  and  are  now 
going  back  and  trotting  in  the  tracks  that  we 
trotted  in  about   a  year  ago. 

I  would  comment  this  to  you,  gentlemen,  for  this 
is  a  pattern  for  tomorrow.  We've  said  this  before. 
We'll  continue  to  say  it  and  if  we  don't  keep  our 
eyes  on  it,  we're  going  to  be  in  trouble  all  over  the 
state. 

Thank  you. 

DR.  KERNODLE:  Mr.  President,  may  I  add  one 
thing  before  you  open  it  for  discussion? 

I  failed  to  mention  the  fact  that  this  morning, 
or  last  night,  Dr.  Amos  Johnson  a  member  of  the 
Medical  Advisory  Committee,  had  a  call  from  Dr. 
Carl  Hoffman  of  West  Virginia  who  was  quite 
concerned    about   the    program. 

Dr.  Hoffman  is  a  member  of  the  Medical  Ad- 
visory Committee  also  and  in  his  discussion,  brings 
to  bear  that  they  had  on-site  visitation  recently 
and  they,  too,  adopted  a  similar  set  of  recommenda- 
tions and  guidelines  for  West  Virginia  and  are 
now,  in  their  medical  society,  taking  a  different 
view  of  this  whole  point  and  are  quite   concerned. 

Jim  Barnes  might  want  to  elaborate  on  that 
conversation  further. 

MR.  BARNES:  That's  exactly  it!  That's  my 
recollection  of  what  Dr.  Hoffman  said  after  the 
meeting  with  the  people  who  were  in  favor  of  it  at 
that  time. 

DR.  KERNODLE:  He  was  in  favor  of  the  pro- 
gram in  general,  but  had  a  jaundiced  observation 
and  came  back  to  the  Council  very  much  concerned 
and  he  did  call  Amos  yesterday. 

PRESIDENT  ROSS:  To  get  this  open  for  dis- 
cussion, do  we  have  a  motion  concerning  Dr.  Ker- 
nodle's  presentation? 

DR.  KOONCE:  I  wonder  if  he  would  read  that 
recommendation   again. 

DR.  KERNODLE:  The  recommendation  in  es- 
sence is  that  we  reiterate  our  endorsement  of  the 
guidelines  which  had  been  adopted  last  spring,  as 
just  read  by  Frank,  and  then  we  be  given  or  a  com- 
mittee be  given  power  to  verify  these  accusa- 
tions and  probabilities  that  were  brought  to  us  by 
Dr.  John  Reece  and  if  they  are  true,  that  we  then 
in  turn  take  the  Council's  recommendation  in  oppos- 
ition to  this  change  of  events  to  both  the  Governor 
and  the  Medical  Director  of  Appalachia  Commis- 
sion. 

PRESIDENT  ROSS:  You  have  been  working 
with  the  committee  on  Appalachia. 

DR.  KERNODLE:  That's  the  report  that  Dr. 
Lindsey  is  going  to  give.  I  don't  think  that  what 
he's  going  to  give  will  have  any  bearing  on  Appa- 
lachia. 

They  did  not  make  any  definite  statement. 
PRESIDENT    ROSS:    I    mention    this    only    for 
solidarity  of  purpose. 

DR.  KERNODLE:  None  of  us  were  at  this  meet- 
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ing.  John  Reece  was  at  this  meeting  and  he  brought 
to  us  essentially  the  sense  of  the  meeting. 

DR.   KOONCE:    Well,  I  happen  to    be  a   member 

of  Blue  Ribbon  No.  2  and  I  would  like  to  move  that 

the  recommendation  of  that  committee  be  accepted. 

DR.   JAMES   S.   RAPER   [Second  Vice  President 

of  the  Society]  :   Second. 

DR.  GEORGE  G.  GILBERT  [Councilor,  10th 
District]  : 

I'll  refer  to  Dr.  Lindsey  if  I'm  wrong-,  but  just 
for  clarification,  I'm  on  the  Appalachian  Commit- 
tee as  far  as  the  activities  going  on  in  the  western 
part  of  the  state,  seven  western  counties,  this  came 
up  at  the  meeting  of  Appalachia  and  first  of  all,  one 
of  the  actions  taken  at  the  committee  meeting  this 
year  was  for  the  committee  to  reaffirm  he  same 
principles  for  the  guidelines  which  you  read  and  the 
information  had  not  yet  come  in  about  the  eastern 
Appalachia   problem  which  you  described. 

My  only  thought  is,  does  anybody  know  whether 
there  is  going  to  be  an  inspection,  imminent,  such  as 
took  place  in  Morganton  out  in  the  State  of  Frank- 
lin because  everything  is  going  through  a  process 
of  very  complicated  study  and  seminar  in  the  west- 
ern part  of  this  deal. 

One  of  the  things  decided  at  our  meeting,  which 
was  left  with  me  as  being  Councilor,  is  to  contact 
all  of  the  physicians  which.  I  would  guess  there's 
eight  or  ten  for  the  different  study  committees  for 
the  Western   Appalachia  part. 

They  are  in  the  status  now  as  individual  doctors 
of  the  community.  This  is  a  fine  thing  but  the  com- 
mittee recommends  that  they  be  officially  named  by 
the  State  Society  as  representing  organized  medicine 
on  those  same  committees  that  they're  already  on, 
rather  than  just  being  individuals  and  that  this  was 
for  me  to  follow  through  with. 

PRESIDENT  ROSS:  Well,  I  think  if  we  can 
speak  about  the  State  of  Franklin,  maybe  Dr.  Koo- 
men  might  be  able  to  enlighten  us,  but  my  impres- 
sion is  that  this  is  a  complete  enigma  wrapped  up 
in  chaos  and  hung  on  two  horns  of  a  dilemma! 
!  Laughter] 

If  there's  any  clarification  of  that,  why,  I  would 
certainly  appreciate  it. 

I  do  not  believe,  George,  they  have  yet  got  a 
health  officer,  have  they? 

DR.  GILBERT:  No,  they  are  actively  seeking 
a  full-time  coordinator  and  director. 

DR.  MARK  McD.  LINDSEY  [Chairman,  Com- 
mission II]  : 

Would  you  like  me  to  give  the  report  of  the 
Committee  on  Appalachia  now? 
PRESIDENT  ROSS:  Yes,  sir. 
DR.  KERNODLE:  While  he's  getting  up  here,  I 
hope  Jake  Koomen  will  get  up  and  tell  us  his  feel- 
ings about  this  at  this  time,  since  he's  the  Chair- 
man of  the  Appalachia  Medical  Advisory  Commit- 
tee. 

DR.  LINDSEY:  The  Committee  on  Appalachia, 
for  information  of  the  Executive  Council,  there  are 
two   Appalachia   programs   that   are   active. 


An  application  has  been  submitted  for  the  Reg- 
ional Health  Council  of  Eastern  Appalachia,  Inc. 
who  have  planning  money  and  are  looking  for  an 
Executive  Director,  but  they  have  not  been  approved 
for  construction. 

Likewise,  the  State  of  Frankiln  Health  Council, 
Inc.  has  planning  money  and  they  are  working 
up  an  application  for  a  Section  No.  202  or  Regional 
Health  Complex  Grant;  and,  they  are  also  look- 
ing for  an  Executive  Director. 

Similar   plans   are   apparently   being   planned    for 
Eastern  North  Carolina  under  a  different  program. 
Now,  the  recommendations  to  the  Executive  Coun- 
cil follow: 

1 )  That  the  involved  Councilors.  Dr.  George  G. 
Gilbert  (10th  District),  and  Dr.  Paul  Deaton  (9th 
District)  meet  with  the  doctors  who  are  actively 
engaged  in  these  two  programs  and  involve  them 
in  repiesenting  their  county  society  and  State  So- 
ciety in  these  programs. 

And,  this  is  a  recommendation  for  the  Council  to 
take  action  on. 

Maybe  Dr.  Koomen  would  like  to  speak  to  that. 
DR.  JACOB  KOOMEN,  JR.  [Director,  State 
Board  of  Health  of  North  Carolina]:  Of  the  many 
troublesome  areas,  the  Section  202  legislation  cer- 
tainly must  stand  high  on  the  list,  probably  because 
of  its  departure  from  past  patterns. 

At  any  rate,  the  Morganton  people  had  before 
the  Appalachian  group  a  proposal. 

The  make-up  of  the  Appalachian  Health  Advisory 
Committee,  as  you  know,  is  a  Chairman  and  a  repre- 
sentative from  each  of  the  States;  Dr.  Thomas 
Slagle  in  our  case,  and  twelve  federal  representa- 
tives, one  of  them  being  Dr.  Amos  Johnson. 

When  proposals  first  reached  the  group,  one  was 
from  the  Morganton  area  and  a  number  have  since 
reached  it.  The  Health  Advisory  Committee  orig- 
inally intended  that  it  would  make  site  visits,  that 
it  would  pass  on  compliance  with  the  guidelines 
and  it  would  do  all  sorts  of  things  that  are  normally 
done  by  study  committees. 

After  some  reflection,  it  became  clearly  apparent 
that  the  make-up  of  the  study  committee  was  not 
such  as  to  be  able  to  pass  on  the  investment,  for 
instance,  put  in  various  parts;  nor  was  it  the  time 
to  do  it. 

Furthermore,  all  of  us  had  some  vested  interest 
in  there  since  we  were  resident  in  the  area  and  some 
had  indeed  helped  prepare  proposals. 

It  was  then  decided  that  the  thing  to  do  was  to 
ask  the  Public  Health  Service,  its  branch  having  to 
do  with  this,  for  a  Hill-Burton  arrangement  set 
up  for  this  and  to  ultimately  have  decisions  made 
by  a  study  group,  members  of  such  study  groups 
made  up  totally  of  disinterested  people  outside  of 
the  area. 

In  line  then  with  the  usual  approach  to  looking 
at  study  proposals,  grant  proposals,  a  visit  was 
made  to  Morganton  area  by  Public  Health  Service, 
largely  people  I  might  say  who  had  previously 
been    loaned   by    the   Public    Health    Service    to    the 
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Health  Advisory  Committee,  the  same  people  but 
now  quite  clearly  in  the  Public  Service  role,  and  the 
information  reaching  us  is  that  a  number  of  things 
were  said,  yet  to  be  verified,  which  would  seem 
to  depart  from  the  guidelines  and  would  seem  to  de- 
part from  the  sort  of  things  that  the  Society  went 
on  record  as  supporting  and  which,  indeed,  were 
made  of  the  working  policy. 

I  think  the  wisdom  of  the  people  who  presented 
reports  before  me  made  it  quite  clear  we  should  take 
a  careful  look  at  what  was  said,  to  verify  what  was 
said  and  then   proceed  accordingly. 

As  for  the  matter  of  representation  of  the  indi- 
viduals as  physicians,  or  as  representatives  of  the 
Society,  fall  within  the  domain  of  the  Society  to  be 
discussed  here. 

In  the  State  of  Franklin,  there  are  an  enormous 
number  of  groups  involved  in  this  and  some  very, 
very  good  people  involved  and,  they,  too,  are  trying 
to  do  something  which  will  be  different  from  the 
usual  and  which  will  bring  strong  health  relation- 
ships to  those  seven  Southwestern  counties. 

Probably  each  of  you  has  been  contacted  in  your 
own  way  and  many  of  you,  I  know,  have  given 
counsel  and  attended  their  meetings. 

There  is  in  almost  everything  started,  Columbus' 
expedition  included,  certain  amount  of  disorganiza- 
tion, referred  to  by  Dr.  Ross  in  classic,  colorful 
language! 

What's  to  come  out  of  this  remains  to  be  seen 
but  there  is  not  yet  in  the  form  of  proposal,  as 
there  was  in  the  Morganton  situation,  anything  be- 
yond the  planning  stage  now  being  forwarded  to 
Washington. 

There  is  in  the  Public  Health  Service  and  in  fed- 
eral government,  problems  of  reorganization  at  the 
moment  so  those  people  whose  pay  may  have  been 
the  same,  on  the  same  basis,  and  perhaps  the  same 
dollar  value,  one  day  are  visiting  as  site  visitors 
and  the  next  day  perhaps  are  visiting  in  some  other 
capacity  and   they're   unrestful. 

The  regional  offices  are  being  reorganized  and  so 
some  of  these  folks  who  have  helped  to  plan  are  now 
among  the  site  visitors. 

I  could  go  on  at  considerable  length   and   it's  in- 
viting to  do  so  because  you  all  pay  heed  to  my  re- 
marks and   sometimes   I   believe   in   greater  flattery 
than  I  deserve. 
Thank  you. 

PRESIDENT    ROSS:    Any   further   discussion? 
DR.    WELTON:     We    haven't    reached    the    veto 
power  yet. 

DR.  KOOMEN:  Oh,  yes,  I'm  glad  you  mentioned 
that. 

Again,  probably  as  a  model,  if  there  is  to  be 
success — and  I  might  point  out  that  it's  hard  to 
know  from  day  to  day  in  your  capacities,  whether 
you're  working  for  government,  or  with  government, 
but  we  see  each  of  you  in  Raleigh  so  often  it  be- 
comes quite  clearly  evident  that  North  Carolina 
works  as  a  team,  so  the  Appalachian  Commission 
perhaps  as  a  model  for  what  success  it  has  achieved 


in  the  past,  is  the  role  that  it  shows  to  the  gover- 
nors involved — twelve  at  the  moment,  I  believe. 

These  sit  as  a  board.  They  appoint  a  Chairman 
to  act  in  their  behalf,  currently  Mr.  Moore.  They  ap- 
point a  staff  person.  The  federal  government  like- 
wise has  a  person  represented  and  there  is  a  tre- 
mendous amount  of  power  in  the  governor's  hands. 
No  plans  gets  to  consideration  unless  it  has  the 
prior  approval  of  the  Governor  involved  and,  ob- 
viously, at  the  Washington  end  of  the  line  here 
then  rests  with  the  governors  combined. 

I  might  say  there's  a  good  deal  of  legislation 
around  this  and  because  of  the  problems,  the  money 
is  not  yet  spent.  There  was  authorization,  I  believe, 
ultimately  that  looked  to  be  $93  million.  This  was 
scaled  down.  In  the  present  request  to  the  Congress, 
it  would  be  unwise,  indeed  I  think  stupid,  to  ask 
for  more  money  when  we  have  not  yet  spent  the 
amount  available  and  so  instead  of  requesting  an 
authorization  for  additional  $70  million,  an  addi- 
tional $50  million  was  requested. 

But,  none  as  I  said  has  yet  been  spent  and  the 
State  Society — ours,  West  Virginia  and  Ohio — are 
deeply  steeped  and  involved  in  advising  the  Health 
Advisory  Committee  and  the  Commission,  too,  as  to 
its  expertation  and  when  these  are  different  from 
the  things  you  understand  I  think  you  not  only 
have  the  privilege,  but  indeed  you  have  the  respon- 
sibility of  making  that  known  to  the  Commission. 
PRESIDENT  ROSS:  Thank  you. 
I  think  we  would  all  hope  for  a  bit  more  candor 
from  the  people  who  come  down  with  us.  I  thought 
we  had  it  going  at  one  time,  but  obviously  they're 
less  than  candid. 

Any  other  discussion?    I  No   response! 
There's   a   motion.    Do   you    understand    Dr.    Ker- 
nodle's  recommendation? 

All  in  favor  of  Dr.  Koonce's  motion  on  Dr.  Ker- 
nodle's  recommendation  say  "aye";   opposed. 
I  The  motion  carried  unanimously.] 
PRESIDENT    ROSS:    Dr.    Rhodes,    you're    in    a 
continuing  process  this  morning.  The   next   is   Med- 
Pac   Board   of  Trustees   report  by  Dr.   Rhodes. 

DR.  RHODES:  Mr.  Chairman,  Members  of  the 
Council : 

I'm  here  in  lieu  of  and  at  the  request  of  Chairman 
of  the  Med-Pac  Board,  Dr.  Kenneth  Cosgrove  of 
Hendersonville  and  I  may  say  at  the  beginning  that 
I  wear  a  political  hat  with  considerable  humility. 

I'm  not  quite  as  adept  as  Ed  Bedding-field  and 
some  of  the  others  I  know  in  this  game. 

If  you'll  recall  at  the  last  Executive  Council  meet- 
ing, the  Council  appointed  the  Board  of  Med-Pac 
new  reorganization  which  was  necessary  and  Dr. 
Cosgrove  was  elected  Chairman;  Dr.  Paschal,  Vice 
Chairman;  and  Dr.  Ledyard  De  Camp  re-elected 
Secretary-Treasurer. 

I  thought  Council  should  be  apprized  of  that  new 
reorganization  of  the  Board. 

I  may  say  under  the  leadership  of  Dr.  Cosgrove 
a  great  deal  of  progress  has  already  been  made  in 
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setting  up  the  organization  all  the  way  down  to  the 
county  level. 

Dr.  Ed.  Bond  of  Edenton  has  been  appointed  to 
replace  Dr.  Rodman  as  Chairman  of  the  Eastern 
Region  and  I  bring  to  the  Council  the  suggestion 
that  it  consider  appointing  Dr.  Bond  to  the  Board 
of  Med-Pac  inasmuch  as  the  other  Regional  Chair- 
men are  members  of  the  Board. 

And,  Dr.  Cosgrove  would  like  very  much  for  the 
Council  to  consider  this. 

Our  By-Laws  provide  for  a  Board  of  twenty  and 
we  now  have  presently  sixteen  members,  so  there 
is  provision  for  additional  appointments. 

1  bring  that  as  Dr.  Cosgrove's  suggestion. 

1  would  remind  you  also  of  the  rather  wide  ac- 
ceptance of  our  Auxiliary  program,  "Partners  in 
Politics."  A  good  many  states  have  copied  this  type 
of  program. 

One  state  that  I  know  of  has  adopted  the  bro- 
chure and  the  pin  in  toto. 

This  has  been  the  work  of  the  Auxiliary,  spear- 
headed by  Mrs.  Robertson  and  I  would  just  remind 
the  Council  that  some  of  the  ladies  who  are  in- 
volved and  interested  in  being  involved  are  a  little 
embarrassed  because  their  husbands  aren't  members 
of  Med-Pac,  Am-Pac,  so  I  recommend  that  we  at- 
tempt if  we  can  to  spread  the  membership  as  much 
as  possible  and  give  our  wives  an  opportunity  to 
work  in  this  program. 

I'd  like  to  go  off  the  record  for  a  moment. 

[The  following  remarks  were  made  off  the 
record.] 

I  would  like  to  report  to  you  that  Med-Pac  had  a 
workshop  in  Greensboro  the  early  part  of  this 
month  which  we  believe  was  one  of  the  best  pro- 
grams I've  heard  of  in  a  workshop  of  this  type. 

Largely  the  responsibility  of  Dr.  Cosgrove,  the 
featured  speaker  at  this  workshop  was  Congress- 
man Omar  Burleson  from  Anson,  Texas,  a  very 
personable  individual,  with  an  ability  to  express 
himself  quite  well  and  one  story  I  feel  1  should 
bring  to  you  that  he  related  which  had  a  personal 
touch. 

He  pointed  out  that  he  was  reared  in  a  dirt- 
farming  family  down  in  Texas  that  had  no  elec- 
tricity, no  television,  no  telephone,  none  of  the 
modern,  mechanical  devices  that  are  common  to 
ninety  per  cent  of  the  families   in  America  today. 

But,  he  said  he  was  sure  that  if  anyone  had  said 
to  his  father  that  he  was  an  underprivileged  vic- 
tim of  poverty  that  the  roof  of  their  modest  home 
would  have  blown  off  and  his  father  would  have 
gone  through. 

That  was  illustrative  of  the  so-called  Social  Revo- 
lution and  the  changing  attitudes  that  have  oc- 
curred. 

What  of  our  plans  for  the  future? 

Well,  we  have  approached  the  Scientific  Works 
Committee  of  the  Medical  Society  with  a  request 
that  they  consider  allotting  a  period  of  time  in  the 
next  annual  meeting  program  to  Med-Pac  in  order 
that  it  may  develop  a  meeting  of  perhaps  two  hours 


duration  at  which  discussions  of  current  issues 
would  be  presented  probably  by  at  least  two  con- 
gressmen. 

I  believe  the  committee,  at  least  according  to  my 
information,  has  received  this  with  favor  and  al- 
though I  know  of  no  definite  plans  that  have  been 
undertaken  I  believe  Dr.  Cosgrove  and  his  group  will 
present  a  program  that  will  be  well  worth  attend- 
ing. 

Now,  we  are  faced,  of  course,  in  almost  little 
more  than  a  year  with  the  1968  elections  and  that 
means  we  have  a  lot  of  work  ahead  of  us. 

Now,  I  would  point  out  that  our  membership 
dropped  from  1500  in  1966  to  about  1211  this  year. 
Now,  we  anticipated  that  because  we  knew  there 
would  be  perhaps  a  sort  of  backlash  to  central  bill- 
ing and  I  think  that  that  has  perhaps  had  a  bearing 
on  the  drop  in  membership. 

Also,  perhaps  we  have  not  been  as  diligent  as  we 
should  have  been  in  trying  to  get  new  members  and 
that  is  a  problem  that  we're  faced  with  and  must 
work  on. 

But  with  the  1968  elections  coming  up,  we  have 
a  lot  of  work  ahead  of  us. 

The  purpose  of  the  workshop  in  Greensboro  was 
to  try  to  stimulate  interest  and  to  develop  leader- 
ship and  we  believe  that  those  people  who  were 
there  will  go  forward  with  this  activity. 

I  think  that  the  importance  of  this  next  election 
has  been  pointed  out  by  much  of  the  discussion 
that  has  gone  on  ahead  of  us  here. 

I  have  here  an  anouncement  of  a  meeting  which 
perhaps  most  of  you  have  received  and  it's  a  meet- 
ing of  the  Group  Health  Association  in  conjunc- 
tion with  the  American  Public  Health  Association 
annual   meeting    in   Miami   in   October. 

One  of  the  featured  speakers  is  Mr.  Wilbur  Cohen 
and  he's  going  to  discuss,  "Prepaid  Group  Practice: 
Its  Development  and  Future  Must  be  Encouraged.'' 

The  brochure  that  came  along  with  this  would 
indicate  that  the  blueprint  is  perhaps  already  in 
existence  for  closed  panel,  prepaid,  salaried  group 
practice. 

That's  the  plan  of  the  future  and  it's  already  on 
the  drawing  board. 

Now,  heretofore,  Med-Pac  has  focused  its  atten- 
tion on  congressional  elections  and  we  continue  to 
do  that.  It's  important,  for  instance,  that  we  have 
been  re-districted  in  North  Carolina.  We  have  two 
districts  that  have  no  incumbent  and  it's  very  essen- 
tial that  physicians  exert  their  influence,  particular- 
ly in  the  fifth  and  eighth  districts  in  the  selection 
and  support  of  good  candidates  for  those  congres- 
sional seats  as  well  as  in  the  other  districts. 

That  is  essential  and  physicians  must  busy  them- 
selves with  that   activity. 

Furthermore,  we  are  considering  extending  our 
activity  into  local  state  elections,  particularly  to  our 
General  Assembly. 

As  Ed  has  pointed  out,  with  the  impending  adop- 
tion of  Title  XIX  in  North  Carolina  in  the  next 
session     of    the    legislature,    we're    going    to    need 
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"friends  at  court"  in  that  General  Assembly  and 
we  must  move  to  use  our  influence  to  see  that  the 
right  candidates  go   to   Raleigh. 

And,  in  extending  our  base,  we  are  in  the  process 
of  talking  with  other  profesisonal  groups.  Already 
the  dentists  have  indicated  they  are  interested  in 
joining  our  activity  and  we  expect  them  to  ratify 
this  at  their  next  meeting. 

Other  groups,  the  pharmacists  also  are  very 
much  interested  and  we  expect  them  also  to  join  us. 

And,  if  I  may,  Mr.  Chairman,  digress  a  moment 
here.  I  would  like  to  bring  attention  to  the  Associa- 
tion of  Professions. 

At  the  present  time,  there  are  six  member  pro- 
fessions. This  organization  which  has  been  in  exis- 
tence some  five  years,  has,  we  think,  done  some 
good  things. 

It  has  mounted  seminars  at  our  community  col- 
leges which  are  creating  an  interest  in  health 
careers,  as  well  as  careers  in  all  other  professions. 

They  are  now  in  the  process  of  developing  a 
television  program  which  will  be  directed  to  careers 
in  these  professions  and  we  need  your  support. 

I'm  sorry  to  say  that  even  though  the  dentists 
came  into  the  Association  of  Professions  only  a  year 
ago.  they  have  far  out-distanced  us  in  membership 
and  medicine  has  by  far  the  greatest  membership  in 
North  Carolina  of  any  one  of  these  professions,  but 
the  dentists  are  way  ahead  of  us. 

The  pharmacists  are  in  the  lead  and  we  would 
like  to  see  medicine  exhibit  a  greater  interest  be- 
cause we  believe  that  here,  we'd  have  an  opportunity 
not  only  to  gain  support  from  friends  in  related 
profession — we  have  people,  for  instance,  in  these 
professions  who  are  active  in  state  government,  in 
the  administration  of  state  government  and  we  need 
to  develop  more  of  those. 

And.  we  think  that  our  rapport  with  these  pro- 
fessions is  important  and  we  should  encourage  this 
Association. 

I  have  with  me,  for  those  who  may  not  be  mem- 
bers, brochures  and  applications  for  the  Association 
of  Professions.  For  the  sum  of  $5  you  can  give  it 
your  support,  monetarily  and  spiritually. 

Finally,  Mr.  President,  I  would  like  to  express 
my  appreciation  personally  and  for  the  Board  for 
the  assistance  that  we  have  received  from  his  Coun- 
cil, for  the  allotment  of  funds  made  two  years  ago 
at  a  meeting  of  this  Council,  through  an  educa- 
tional program.  May  I  say  that  that  money  has  now 
been  expended,  we  believe,  profitably. 

We're  not  asking  for  additional  funds  at  this 
time — although   we   need   them  ! 

I  would  also  like  to  express  appreciation  to  the 
Council  for  the  voluntary  services  of  Mr.  Bryant 
Paris  of  the  headquarters  office,  who  has  become 
a  strong  arm  of  this  organization  and  has  been  of 
invaluable  aid  to  us  and  I  would  entreat  you  all  to 
give  us  your  moral  and  monetary  support. 

Thank  you. 

PRESIDENT   ROSS:    Thank   you,    Dr.    Rhodes. 

DR.   RHODES:    I    would   like   action,    if   possible, 


on  the  recommendation  that  you  consider  Dr.  Bond 
as  a  member  of  our  Board. 

DR.  JONES:  Is  a  nomination  in  order? 

PRESIDENT  ROSS:   Yes. 

DR.  JONES:  As  a  member  of  the  Council,  I  here- 
by nominate  Dr.  Edward  Bond  for  a  post  as  a  mem- 
ber of  the   Board  of  Trustees  of  Med-Pac. 

DR.   WELTON:    Second. 

PRESIDENT  ROSS:  Are  there  any  other  nomi- 
nations? 

DR.  BEDDINGFIELD:  I  move  the  nomination  be 
closed. 

DR.  RAPER:   Second. 

PRESIDENT   ROSS: 

Questions  are  in  order. 

Any  other  discussion?  I  No  response] 

Nominations  are  closed  and  we'll  vote  on  the 
motion  that  the  nominations   be  closed. 

All  in  favor  say  "aye";  opposed. 

I  The    motion    carried    unanimously.] 

DR.  BEDDINGFIELD:  I  guess  in  order  to  make 
it  unanimous,  we  could  move  that  Dr.  Bond  is 
therefore  elected. 

DR.  JONES:  Second. 

PRESIDENT  ROSS:  All  in  favor  say  "aye;" 
opposed  "no." 

[The  motion  carried  unanimously.  I 

Now,   Dr.    Rhodes   report — 

DR.  WELTON :   I  move  we  accept  it. 

DR.   GARRARD:    Second. 

PRESIDENT  ROSS:  Any  discussion?  [No  re- 
sponse] 

All  in  favor  say  "aye;"  opposed  "no." 

[The   motion  carried   unanimously.] 

DR.  BEDDINGFIELD:  I'd  just  like  to  make  one 
comment,   Mr.  President. 

I  would  like  to  call  particular  attention  to  Dr. 
Rhodes'  reference  to  a  Group  Health  Association.  I 
think  that  this  is  an  organization  about  which  little 
is  known  by  most  of  the  Council  members  yet. 

They  have  at  least  an  annual  session  and  Mr. 
Barnes  has  attended  a  good  many  of  them.  I  have 
attended  at  least  one.  My  ex-partner,  Jack  Wilker- 
son,  attended  one. 

This  is  a  prime  group  in  plugging  for  enactment 
of  the  Medicare  legislation.  This  is  a  group,  when 
you  read  some  of  the  good  works  of  the  group  prac- 
tice of  medicine — this  is  not  talking  about  the 
groups  we  have  in  North  Carolina  where  perhaps 
of  one  specialty  or  a  multispecialty  group  associate 
in  a  partnership  type  of  arrangement  for  the  better 
delivery  of  medical  care  to  patients.  This  is  compre- 
hensive, prepaid  group  based  on  a  premium  ar- 
rangement with  all  of  the  physicians,  salaried.  It's 
not  on  a  fee  service  basis. 

Most  of  the  doctors  who  are  in  private  practice 
would  rebel  at  such  an  arrangement. 

If  you  read  the  "Physicians  Wanted"  you  fre- 
quently see  why  prepaid  plans  adopted  by  United 
Automobile  Workers  or  Miners  or  HIP  and  other 
such  groups  are  soliciting  physicians  on  a  salaried 
basis  with  a  glowing  account  of  fringe  benefits  and 
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so  forth,  but  to  see  private  patients.  There  is  cer- 
tainly conflict  of  opinion,  whether  one  is  a  support- 
er of  this  concept  or  one  is  an  opponent,  as  to  its 
efficacy  in  delivering  medical  care  and  what  it 
does  to  patient-physician  relationship,  what  it  cost 
per  unit  of  health  care  service  delivered,  but  the 
administration  from  President  Johnson  right  down 
to  the  people  in  HEW,  are  very  strongly  influenced 
by  this  concept  of  prepaid  health  care. 

Attempts  have  been  made  to  add  this  as  a  rider 
to  almost  every  type  of  health  legislation. 

There  has  been  legislation  for  government  subsidy 
for  the  formation  and  building  of  such  groups  and 
I'd  just  like  to  bring  this  to  your  attention  because 
I  think  we'll  hear  more  and  more  about  this  group 
as  time  goes  along,  and  I  hope  Mr.  Barnes  can  add 
something,  but  he  has  held  up  a  red  flag  about  this 
organization   for  a  long,  long  time. 

This  is  the  Group  Health  Association  of  America, 
Incorporated. 

PRESIDENT  ROSS:  We'll  allow  any  discussion 
of  this  topic  although  it's  not  part  of  a  report. 

It's  important,  I  think,  that  we  touch  all  the 
bases  and  several  topics  have  been  touched  on  by 
other  committees,  so  the  Chair  in  its  infinite  wisdom 
may  change  the  agenda  a  bit  and  call  on  Dr.  Marvin 
Lymberis  for  his  report  at  this  time,  Public  Rela- 
tions Commissioner 

DR.  MARVIN  N.  LYMBERIS  [Chairman,  Com- 
mission VI : 

Mr.  Chairman,  the  first  committee  was  legisla- 
tion. I  shall  not  review  the  work  done  by  Dr.  Bed- 
dingfield. 

The  only  thing  the  Commission  would  like  to 
bring  before  this  Council  is  a  suggestion;  that  the 
Executive  Council  consider  assigning  the  Legislative 
Committee  two  periods  at  the  next  committee  con- 
clave so  that  there  may  be  adequate  time  to  discuss 
past  legislation  and  pending  legislation;  also,  con- 
sider the  proposition  that  the  Legislative  Chairman 
call  a  meeting  of  his  committee  as  soon  as  practic- 
able following  the  annual  convention  of  the  AM  A  in 
June  to  inform  the  committee  and  through  the  com- 
mittee, the  Council,  at  its  next  meeting  of  the  AMA 
legislative  matters. 

The  next  committee  was  the  Committee  on  Phar- 
macy. 

They  discussed  the  various  aspects  of  professional 
codes  and  only  made  one  recommendation  which  I 
present  as  information. 

Committee  Liaison  to  North  Carolina  Pharmacy 
Association  recommends  that  if  negotiations  cur- 
rently underway  do  not  result  in  solution  that  this 
committee  urge  Executive  Council  to  take  what- 
ever steps  necessary  to  remedy  podiatrists  pre- 
scribing potent  medication  having  systemic  ac- 
tions. 

PRESIDENT  ROSS:  Is  that  all  for  information? 
DR.  LYMBERIS:  For  information,  sir. 
The   next   committee   was  the   Committee   on    Dis- 
aster Medical  Care. 


I  did  my  best  to  keep  this  resolution  down.  They 
passed  the  following  resolution: 

WHEREAS  the  implementation  of  Chapter  343 
of  the  Session  Laws  of  1967  passed  by  the  General 
Assembly  is  imminent  and  because  that  law  will 
require  training  and  probable  certification  of 
paramedical  personnel  who  have  the  responsi- 
bility for  the  care  of  the  sick  and  injured  prior 
to  their  arival  at  institutional  facilities,  and 

WHEREAS  the  State  Board  of  Health  has 
been  designated  to  implement  this  law  and  since 
some  mechanism  must  be  established  on  a  state 
wide  level  to  train  such  paramedical  personnel 
at  a  local  level, 
Be  it, 

RESOLVED,  that  the  Medical  Society  of  the 
State  of  North  Carolina  recommend  to  the  State 
Board  of  Health  that  members  of  the  County 
Medical  Societies  be  solicited  for  advice  in  the 
training  and  certification  of  such  personnel,  pos- 
sibly through  their  Committee  on  Disaster  Med- 
ical Care,  and  suggest  where  convenient,  and  pos- 
sible, training  be  through  the  auspices  of  the 
community  colleges  according  to  curriculum 
which  is  available  to  them  from  the  Department 
of  Community  Colleges  in  Raleigh,  with  a  faculty 
from  the  County  Medical  Societies. 
No.  2 : 

Recommend  to  the  State  Medical  Society  that 
the  entire  State  Society  meeting  hopefully  in 
1969)  be  devoted  to  the  business  of  Emergency 
Medical  Care  and  Highway  Safety  and  its  allied 
fields. 

I  present  this  as  information  for  consideration 
by  appropriate  authorities.  It  does  not  require  a 
vote,  at  this  time. 

The   Committee  on    Community   Health   discussed 
their    many    problems    and    there    was    much    over- 
lapping  of   course   with    Emergency    Medical    Care, 
etcetera.  That  will  not  be  repeated  in  this  report. 
They  recommend  to  the  Executive  Council  that 
the  Community   Health   Committee  suggest    that 
the  headquarters  office  investigate  the  possibili- 
ties and  implementation  of  arrangement,  through 
the    guidance    of    this    committee,    that    a    State 
Rural  Health   Conference  be  held  next  year  pos- 
sibly one  in  the   Eastern  part  of  the  State  and 
another   for  the    following   year   in    the   Western 
part  of  the  State. 

This  recommendation  is  passed  on  to  the  head- 
quarters  office   since   it  is  directed   to   them. 

The   Comittee  on    Eye  Care  and  the   Eye   Bank: 

1 )  The  Eye  Care  and  Eye  Bank  Committee 
endorses  the  House  of  Delegates  action  and  the 
statement  of  Dr.  Ross's  letter  to  each  member 
of  the  State  Medical  Society  that  we  bill  "usual 
and  customary"  fees,  to  all  agencies  and  com- 
mittees. 

2)  The  Eye  Care  and  Eye  Bank  Committee  rec- 
ommends that  the  Executive  Council  make  a  re- 
quest to  petition  the  Governor  of  North  Carolina 
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to    place    ophthalmologist  (si     on    the     Executive 
Board  of  the  Blind  Commission. 

3)  The  Eye  Care  and  Eye  Bank  Committee 
reiterates  the  policy  of  the  Eye  Care  Commis- 
sion to  recommend  to  the  Executive  Council  that 
patients  be  given  a  copy  of  each  eyeglass  pre- 
scription to  assure  freedom  of  choice  in  purchas- 
ing eyeglasses.  Also,  to  recognize  the  need  for 
medical  supervision  of  all  contact  lens  patients. 

4)  The  Eye  Care  and  Eye  Bank  states  their 
position  as  ophthalmologists  that  they  do  not 
feel  they  should  be  called  upon  for  services  other 
than  ophthalmology  in  emergency   room  service. 

5)  The  Eye  Care  and  Eye  Bank  endorses  the 
efforts  of  the  Tissue  Transplant  Committee  and 
the  Legislation  Committee  to  pursue  legislation 
on  tissue  transplant  as  discussed  at  previous 
meetings. 

6)  The  Eye  Care  and  Eye  Bank  Committee 
goes  on  record  as  favoring  a  representative  of 
the  North  Carolina  Medical  Society  meeting  with 
a  representative  of  the  North  Carolina  Optome- 
tric  Society  on  matters  of  mutual  concern. 

This  last  matter  I  would  like  to  comment  on. 

Ed.  Beddingfield  had  such  a  meeting  last  year. 
It  was  very  unofficial  and  we  felt  it  was  very  im- 
portant to  secure  this  Committee's  endorsement  of 
such  a  meeting,  both  past  and  in  the  future. 

The  Medical-Legal  Committee. 

First,  I  would  like  to  state  that  we  are  going  to 
try  to  get  the  Public  Relations  to  send  a  bulletin 
to  inform  our  membership  that  the  Medical-Legal 
Committee  is  not  a  legal  counselling  service,  but 
rather  a  committee  to  establish  the  relationship  be- 
Lween  the  doctors  and  the  lawyers. 

There  was  a  sheaf  of  correspondence  in  which 
many  doctors  felt  that  this  was  good,  free  legal  ad- 
vice and  that  if  this  committee  passed  on  it,  one  way 
or  the  other,  it  had  the  precedence  of  Supreme 
Court  action!  [Laughter] 

So,  certainly,  we  should  clarify  our  position. 

The  Comittee  has  revised  its  inter-professional 
code.  It  has  just  been  mimeographed.  It  will  be 
submitted  to  the  headquarters  office  for  publication 
and  distribution  to  all  members. 

A  copy  is  enclosed  with  this  report. 

The  committee  was  asked  to  consider  the  legal 
situation  of  unsupervised  nurses  doing  Pap  smears 
and  fitting  of  IUD  devices. 

The  committee  decided  that  the  ethical  standards 
of  this  would  be  left  to  Dr.  May's  Maternal  Health 
Committee,  but  from  a  legal  position  it  was  decided 
that  such  a  procedure  must  be  frowned  upon  and 
disapproved   by   the   Medical-Legal    Committee. 

The  committee  requested  that  Mr.  John  Anderson 
be  asked  to  study  House  Bill  1220  in  all  of  its  impli- 
cations and  report  back  to  the  Executive  Council. 

This  bill  was  a  complete  surprise  to  your  com- 
mittee and  Commissioner.  This  was  a  bill  that  just 
slipped  through  the  closing  days  of  the  legislature, 
which  is  in  direct  opposition  to  the  already  agreed 
inter-professional  code  between  doctors  and  lawyers. 


I  shall  not  bore  you  by  reading  this  entirely,  but 
in  the  usual  "mumbo-jumbo"  of  bills  the  way  it 
reads  is  that  a  doctor  must  furnish  a  medical 
report  to  an  attorney  without  charge. 

Now,  the  attorney  present  stated  he  could  not 
give  an  opinion  from  this  one  bill  without  going 
back  over  the  G.S.  Article  49  entirely,  so  I  would 
like  to  ask  Mr.  Anderson  to  study  this  and  give 
this  Council  the  report  on  this  Article  1220  at  our 
next  meeting. 

The  Committee  requests  that  a  change  be  made 
in  the  cardiac  resuscitation  statement  approved  by 
the  last  Council  to  this  effect: 

That  the  Joint  Statement  of  the  Physician 
Committee  on  Nursing  of  the  Medical  Society  of 
the  State  of  North  Carolina  be  changed  as  fol- 
lows to  delete  the  word  "manual"  in  the  fifth 
line  and  insert  a  period  after  the  word  "external 
cardio-pulmonary  resuscitation"  to  read  as  fol- 
lows: 

The  Medical  Society  and  the  North  Carolina 
Nursing  Association  recommend  that  every 
health  agency,  hospital  and  institution  in  North 
Carolina  employing  registered  nurses  to  care  for 
patients  should  make  provisions  to  qualify  these 
nurses  to  apply,  when  proper  indications  are 
present,  the  procedure  of  external  cardio-pul- 
monary resuscitation. 

Previously,  this  had  a  'manual"  inserted  before 
"external." 

We  recommend  that  the  word  "manual"  be  de- 
leted so  that  the  paragraph  would  then  read  as 
stated. 

The  Public  Relations  Committee  discussed  at 
length  its  many  programs  and  approved  many  that 
were  established  by  precedent  and  I  shall  not  take 
your  time  in  going  over  those. 

I  would  like  to  announce  that  every  effort  is 
being  made  to  get  Congressman  Burleson  from 
Texas  to  address  the  Public  Relations  and  Officers' 
Conference  in  January,  as  those  who  heard  him 
were  so  very  impressed  with  his  talk  and  we  hope 
to  have  him  there  in  January. 

The  Public  Relations  Committee  recommends  that 
the  Executive  Council  consider  the  employment  of  a 
field  service  representative  of  the  Medical  Society 
of  the  State  of  North  Carolina.  This  man  is  to  visit 
various  county  medical  societies  and  districts 
throughout  the  state  and  serve  in  much  the  same 
manner  as  the  field  representative  of  the  AMA. 

The  Public  Relations  Committee  recommends  the 
adoption  of  this. 

This  is  a  very  brief  summary  of  very  long  discus- 
sions of  these  committees,  but  to  conserve  your  time 
I  prepared  these  reports  to  submit  to  the  Secretary 
for  inclusion  in  the  minutes. 

PRESIDENT  ROSS:  Are  there  any  questions 
concerning  these  activities? 

DR.  GLASSON:  Dr.  Lymberis,  is  the  name  of  the 
committee,  the  Medical-Legal  Committee  or  is  it 
Medical  Liaison  Committee  with  the  Lawyers?  It 
seems  their  function  may  be  spreading  now  to  the 
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function  of  the  Legislative  Committee  or  some  other 
committee.  It's  getting  a  little  bit  away  from  med- 
ical  liaison. 

I  don't  know  whether  this  should  be  clarified 
01   not.  I  don't  know. 

DR.  LYMBERIS:  That's  why  I'm  asking  in  the 
Public  Relations  Bulletin  that  a  note  be  made  that 
when  one  requests  legal  asistance  they  may  either 
consult  their  own  attorney,  preferably,  but  if  they 
must  direct  questions  to  the  State  Society  they  be 
directed  to  Mr.  John  Anderson  and  not  to  Dr.  Julius 
Howell  of  the  Medical-Legal  Committee. 

DR.  GLASSON :  It  seems  the  committee  did  in 
fact  discuss  and  consider  some  of  these  matters  and 
made  recommendations  rather  than  refering  them 
to  the  appropriate  committees.   Is  this  approved? 

DR.  LYMBERIS:  The  matters  that  were  consid- 
ered wei-e  only  acted  upon  after  consultation  with 
Mr.  Anderson.  I  don't  know  of  any  where  Mr.  An- 
derson's advice  was  not  sought. 

DR.  GLASSON:  I  think  it's  in  good  faith,  I'm 
sure  that  they  acted,  but  I  was  just  wondering 
whether  these  matters  should  be  referred  to  an  ap- 
propriate committee,  and  in  the  same  light  any  com- 
mittee could  refer  such  a  matter  to  the  Society  at- 
torney. 

DR.  LYMBERIS:  Well,  I  think  it  might  be  the 
other  way  around.  There  are  many  things  that  have 
been  referred  to  this  committee  which  never  should 
go  to  any  committee;  they  go  to  the  attorney. 

DR.  BEDDINGFIELD:  To  the  headquarters  of- 
fice and  then  to  the  attorney. 

DR.  LYMBERIS:  For  instance,  this  question 
about  the  legal  liability  of  a  nurse  doing  a  Pap 
smear  and  inserting  an  IUD,  no  committee  in  the 
Society  has  any  jurisdiction  to  pass  on  that.  Only 
appropriate  counsel  can  duly  pass  on  that. 

By  the  same  token,  one  other  thing  which  I  al- 
most forgot  is  the  school  form  which  was  rejected 
by  the  last  House  of  Delegates. 

After  the  lawyers  on  the  committee  studied  it, 
it  was  recommended  that  this  too  be  referred  back 
to  Counsel,  Mr.  Anderson,  for  passing  upon  the 
liability  inherent  in  signing  this  form. 

The  comittee  had  very  definite  feelings  that  they 
did  not  approve  this  form,  but  felt  it  was  not  their 
position  to  pass  or  reject  this  form  on  the  basis 
of  legal  liability. 

Are  there  any   further  questions? 

PRESIDENT  ROSS:  Have  you  delineated  what's 
for  recommendation  and  what's  for  information, 
or  is  your  report  to  be  given  to  the  Secretary? 

DR.  LYMBERIS:  There  is  only  one  positive 
recommendation  for  action  and  even  that  is  deferred 
to  study.  That  is  the  hiring  of  a  field  representative 
by  the  State  Medical  Society. 

PRESIDENT  ROSS:  A  spot  has  not  been  funded. 

DR.   LYMBERIS:   Right,  sir. 

The  rest  is  for  information  only  and  I  submit  the 
following  more  detailed  report  to  the  Secretary  for 
insertion  into  the  minutes. 

PRESIDENT  ROSS:  Is  there  a  motion— 


DR.  BEDDINGFIELD:  Mr.  President,  before  we 
vote  to  receive  this  report,  I  know  from  the  other 
Commission  there  was  further  discussion  of  this 
matter  about  the  nurse  doing  the  Pap  smear  in 
another  committee  and  perhaps  somewhat  different 
information  and  a  different  recommendation  was 
obtained. 

And,  I'm  merely  raising  the  point  that  before 
we  vote  on  Dr.  Lymberis's  report  as  Commissioner, 
if  that  acceptance  of  his  report  would  imply  a  pol- 
icy stand  by  the  Society  on  this  proposal. 

I  think  the  other  side  of  the  question  ought  to 
be  heard  and  aired. 

PRESIDENT  ROSS:  Well,  Dr.  Koonce,  you're 
our   Parliamentarian. 

DR.  KOONCE:  Well,  he  said  he  was  presenting 
that  as  information  and  that  means  we  approve 
it  as  information,  that  we  do  not  approve  of  it  as 
policy. 

DR.  BEDDINGFIELD:  That  clears  that  up. 

DR.  LYMBERIS:  Also,  Ed,  I  tried  to  make  it 
clear  that  we  discussed  only  the  legal  implications, 
not  medical  standards  part  of  this.  That  was  up  to 
Dr.  Mays'  Committee. 

DR.  KOONCE:  The  only  positive  recommenda- 
tion you  made  was  the  question  of  having  a  public- 
relations  man  and  that  was  for  study.  It  was  not 
necessary  to  take  positive  action  here.  Is  that  right? 

DR.  LYMBERIS:  Perhaps  Dr.  Welton  would  like 
to  elaborate  on  this  a  little  more,  but  before  I  re- 
quest that,  Mr.  Chairman,  I  inadvertently  failed  to 
mention  the  other  committee  under  my  Commission 
and  that  was  the  Association  of  Professions. 

Dr.  Kernodle  had  mentioned  this  and  I  only  wish 
to  reiterate  what  he  has  said  and  to  urge  every 
doctor  in  the  State  of  North  Carolina  to  join  this 
group  and  give  it  his  very  excellent  support. 

It  is  very  obvious  from  our  meetings  that  we 
doctors  fail  very  much  in  always  wanting  someone 
to  come  to  our  help  when  we're  in  trouble,  but  are 
too  often  negligent  in  joining  with  other  profesions 
and  groups  to  help  them  solve  their  problems. 

This  is  the  most  logical  and  best  way  we  can 
work  with  these  other  groups  to  solve  our  mutual 
problems  and  to  present  a  united  front  in  legislative 
matters. 

PRESIDENT  ROSS:  Would  you  like  to  discuss 
this,  Dr.  Welton? 

DR.  WELTON:  Mr.  President,  as  far  as  a  field 
man,  I  do  have  some  information  and  recommenda- 
tions. 

When  the  President-elect  gets  into  office  after 
a  certain  length  of  time,  it  dawns  on  him  about 
eight  months  of  his  year  he's  going  to  be  financially 
limited  by  the  budget  adopted  the  previous  Sep- 
tember. 

For  that  reason,  I  requested  the  Chairman  of 
the  Finance  Committee  to  permit  me  to  sit  in  on 
their  deliberations  and  he  graciously  consented  for 
me  to  do  so. 

Among  other  things,  I  proposed  this  matter  of  a 
field   representative   and    the    Chairman    ruled,   and 
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I  think  properly,  that  this  is  a  policy  decision  that 
should  come  to  the  Council  for  decision  before  the 
Finance  Committee  got  this. 

Now,  at  the  Communications  Institute  which  was 
put  on  by  the  AMA  approximately  a  month  ago  in 
Chicago,  the  whole  program  was  focused  on  the 
matter  of  communications  and  very  appropriately 
so  as  representatives  of  all  the  states  there  have  for 
sometime  realized  that  we  are  in  an  area  of  rather 
acute  deficiency  here. 

At  least  some   improvements   are  needed. 

Certain  changes  were  suggested  in  the  printed 
communications.  It  was  also  realized  that  probably 
the  greater  need  was  the  motivation  of  the  member- 
ship at  the  local  level  to  read  what  is  sent  out  to 
them. 

Other  projects  which  have  been  successful  in 
other  states  were  described. 

Among  the  meeting  of  Presidents  and  Presidents 
elect  of  all  the  State  Societies,  there  was  unanimous 
agreement  and  enthusiastic  agreement  about  the 
need,  necessity  and  desirability  for  a  field  man,  or 
several  field  men,  to  operate  as  an  employee  of 
the  headquarters  office  and  operations  of  the  State 
Society. 

These  states  which  have  field  representatives, 
depend  upon  them  as  a  primary  line  of  communi- 
cation between  the  State  Society  and  the  various 
county   units. 

Now,  we've  talked  about  the  desirability  of  this 
for  some  years. 

Mr.  Barnes  has  told  me,  in  discussing  the  matter, 
that  when  he  first  came  to  the  Society  it  was  his  de- 
sire to  do  a  good  bit  of  this,  but  executive  duties 
at  the  headquarters  office  gradually  made  this  less 
and  less  possible. 

A  similar  experience  happened  when  Mr.  Hilliard 
joined  the  staff.  Gradually  the  extra  work  in  the 
headquarters  office  and  need  for  additional  opera- 
tive machinery  now,  including  IBM  machine  and 
so  on,  has  confined  him  more  and  more  to  the  head- 
quarters office. 

So  I  think  there's  a  definite  need  here  to  get 
information  to  the  county  societies,  to  get  feedback 
information  from  them  and  to  help  them  practice 
organized  medicine. 

Our  own  field  representative  who  has  served  us 
so  capably  from  the  AMA,  Mr.  Richard  Nelson,  used 
the  phrase  that  "so  many  county  societies  simply 
don't  have  the  tools  to  practice  organized  medicine" 
and  I  think  he  summed  it  up  very  neatly  there. 

So  this  is  another  purpose,  another  need,  for 
such  a  person  to  help  the  county  societies  practice 
organized  medicine,  to  give  them  assistance  in  get- 
ting local   projects   off  the   ground. 


Of  course,  other  uses  of  such  a  man  are  obvious. 
He  would  be  very  helpful  in  public  relations  en- 
deavors of  the  whole  organization  and  it  was  for 
this  reason  that  the  matter  was  first  presented 
to  the  PR  committee  and  they  enthusiastically  en- 
dorsed it. 

He  could  be  of  assistance,  of  course,  during  the 
legislative  year  and  many  other  things.  He  could 
assist  the  Councilors.  He  could  assist  in  getting  im- 
proved attendance  at  our  Officers'  Conference  and 
so  forth. 

As  an  example,  the  State  of  Georgia,  has  such  a 
man.  They  have  over  seventy  county  units.  He  is 
able  to  visit  each  county  unit  twice  a  year,  not  al- 
ways attending  the  individual  county  society  meet- 
ing but  meeting  with  the  officers  of  the  society  or 
the  committee  chairmen  who  have  need  for  him  at 
that  time. 

This  does  not  keep  him  on  the  road  six  days  a 
week.  He  still  has  some  time  to  spend  in  the  head- 
quarters office. 

I  suppose  the  next  question  that  comes  to  your 
mind  is  what  is  the  cost  of  such  a  staff  member 
and  from  the  information  I  obtained  from  other 
state  societies,  in  Chicago,  this  can  range  from 
$16,000  to  $18,000  a  year  including  travel  expense. 

The  amount  of  travel  expense,  estimated  very 
roughly,  between  $2,000  and  $4,000  per  year. 

Now,  if  one  takes  our  3300  or  3400  dues  paying 
members  and  takes  out  a  total  of  $18,000  it  would 
require  a  dues  increase  of  say  between  $5  and  $C 
a  year  for  this  particular  item. 

1  am  not  presenting  such  a  request  at  this  time, 
for  several  reasons. 

This  is  where  the  whole  matter  ties  in  with  the 
Finance  Committee  report  and  when  we  come  to 
that  I  would  like  to  have  an  opportunity  to  speak 
on  it  again. 

I  have  information  about  dues  of  other  state 
societies  which  might  be  more  appropriately  pre- 
sented to  you  then. 

So  this  is  a  description  of  the  nature  of  the 
services  and  the  need  for  such  a  man,  and  in  the 
opinion  of  many  of  us  have  considered  this  serious- 
ly, the  need  is  present  now. 

I'll  be  glad  to  answer  any  questions. 

PRESIDENT   ROSS:    Thank   you,   Dr.   Welton. 

This  is  a  topic  that  I  think  bears  discussion  on 
the  merits,  which  are  there;  the  feasibility  and  the 
implementation  is  the  problem. 

I  believe,  with  your  permission,  at  this  time,  we 
will  temporarily  adjourn  for  lunch  and  come  back 
as  soon  after  one  o'clock  as  we  can. 

[The   meeting  adjourned  at  twelve-three  o'clock.] 
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The  Fall  Meeting  of  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina  recon- 
vened at  one-fifteen  o'clock.  President  Robert  A.  Ross 
presiding. 

PRESIDENT  ROSS:  Dr.  Lymberis  wants  to  report. 

DR.  LYMBERIS:  Mr.  Chairman,  as  far  as  action  of 
the  Executive  Council  and  that  is  the  change  in  our 
Statement  of  Policy  on  nurses  giving  cardio-pulmonary 
resuscitation,   to   refresh   your   memory,    it   is   recom- 
mended that  this  statement  should  read  as  follows: 
The  Medical  Society  and  the  North  Carolina  State 
Nurses'   Association   recommend   that   every  health 
agency,   hospital   and   institution   in  North  Carolina 
employing   registered   nurses   to   care   for   patients 
should  make  provisions  to  qualify  these  nurses  to 
apply,    when    proper    indications    are    present,    the 
procedure   of   external   cardio-pulmonary   resuscita- 
tion. 

I  would  request  a  motion  that  this  be  adopted. 

DR.  SHAFFNER:   I  so  move. 

DR.  RAPER:  Second. 

PRESIDENT  ROSS:   Discussion? 

DR.  SHAFFNER:  I  assume  this  would  also  include 
instructions  on  how  to  use  the  defibrillator,  as  well  as 
pumping  it  with  their  hand — eliminating  the  word 
"manual"  makes  it  all  inclusive  then? 

DR.  LYMBERIS:  Yes,  sir.  That  was  the  object. 

DR.  JONES:  I  would  ask  permission  to  ask  Dr. 
Lymberis  two  questions. 

Has  the  Nurses'  Association  agreed  to  this? 

DR.  LYMBERIS:  It  is  my  understanding  that  they 
were  the  ones  who  requested  it,  sir,  along  with  Dr. 
Cosgrove. 

DR.  JONES:  Question  two,  is  this  not  in  the  same 
area  which  another  committee  in  your  Commission 
discussed,  about  nurses  practicing  medicine?  The  use 
of  external  cardiac  defibrillator  and  the  interpretation 
of  electro-cardiograms  which  is  mandatory  before  they 
can  do  that,  isn't  that  the  practice  of  medicine? 

There  is  this  difference,  this  Society  has  approved 
a  statement  that  we  are  amending  it,  and  two,  that 
Mr.  Anderson  and  he  can  correct  me  if  I'm  wrong, 
but  this  statement  was  considered  by  Mr.  Anderson 
and  approved  by  him  before  he  committee  considered 
it. 

Is  that  correct,  Mr.  Anderson? 

MR.  JOHN  H.  ANDERSON  [Legal  Counsel  for  the 
Society] : 

Dr.  Cosgrove  wished  this  brought  to  the  attention 
of  the  Society  so  that  this  would  be  established  as 
good  medical  usage,  so  that  they  would  be  satisfied 
that  they  could  legally  perform  this  procedure,  so  I 
suggested  it  be  referred  to  the  Society  for  approval 
of  the  appropriate  committee  and  approval  of  the 
Council  as  proper  medical  useage,  if  you  all  considered 
it  so.  and  I  understand  they  did. 

DR.  LYMBERIS:  Basically,  Dr.  Jones,  we  think 
it  is  proper  medical  useage.  We  are  not  passing  upon 
the  legality  of  a  nurse  doing  anything. 

DR.  JONES: :  The  reason  for  my  questions  was.  of 
course,  to  get  it  out  for  discussion. 


90 


SUPPLEMENT  TO  THE  N.   C.  MEDICAL  JOURNAL 


DR.  GLASSON:  By  way  of  discussion,  would  this 
limit  the  efforts  to  start  the  heart  again,  external 
heart  massage  by  a  nurse?  Is  it  a  limiting  thing  or 
permissive? 

DR.   LYMBERIS:    It's  permissive. 

PRESIDENT  ROSS:  You  mean  cardiac  defibrillation, 
and  that  sort  of  thing? 

DR.   GLASSON:    Right. 

The  practice  in  our  cardiac  unit  has  been  for  the 
attending  physician,  if  he  so  feels  it's  indicated,  to 
leave  a  specific  order  that  if  it  becomes  necessary,  the 
nurse  in  charge  is  authorized  to  do  these  procedures. 
Then,  the  procedure  is  done  under  the  doctor's  direc- 
tion and  the  nurses  don't  want  to  do  these  procedures 
without  the  doctor  giving  them  authority  in  each  in- 
dividual case  to  proceed  with  the  procedures  if  they 
should  become  necessary  as  emergencies  in  his  absence. 

PRESIDENT  ROSS:  Well,  I  think  some  of  this  would 
be  covered  by  staff  regulations  in  hospitals  and  some 
by  doctors'  orders  and  the  number  o'  nurses  doing 
the  procedure  in  North  Carolina  is  increasing-  all  the 
time,  unquestionably,  as  people  tell  me  and  I  think  it's 
a  matter  of  interpretation. 

DR.  GLASSON:  At  a  disciplinary  conference  in 
Washington  recently,  which  from  our  staff  people  who 
went  there,  there  was  very  satisfactory  exposure  of 
all  the  problems  in  which  it  was  pointed  out  that  this 
is  being  done  all  over  the  LTnited  States  to  some  ex- 
tent and  it  was  considered  good  practice. 

DR.  LYMBERIS:  Dr.  Glasson.  may  I  call  your  at- 
tention to  the  wording  of  this? 

This  says  that  these  institutions  should  train  these 
nurses  to  do  it.  It  does  not  pass  upon  whether  or  not 
they  should  do  it.  That  is  left  to  each  individual  hos- 
pital staff. 

We,  simply,  are  approving  the  training  of  these 
nurses  in  this  procedure.  It  does  not  pass  upon  whether 
or  not  they  will  be  permitted. 

Dr.  GLASSON:  You  assume  you're  going  to  train 
them  to  do  it. 

PRESIDENT  ROSS:    Dr.  Jones! 

DR.  JONES:  Question!  Was  it  not  necessary  to  get 
an  opinion  of  the  Attorney  General  before  they  could 
give  intravenous  fluids? 

DR.  LYMBERIS:  It  was  gotten. 

DR.  JONES:  Would  this  not  entail  the  same  situa- 
tion— again,  a  question  for  discussion  only? 

DR.  LYMBERIS:  We  passed  this  same  paragraph 
except  we  had  "manual''  and  in  following  the  last 
word,  "resuscitation ',  we  had  "including  mouth  to 
mouth". 

That  was  deleted  and  the  word  "manual"  was  deleted, 
so  this  is  something  that  has  been  passed  by  this 
Council  and  approved. 

We  are  simply  recommending  two  changes — the  word 
"manual"  be  deleted  and  the  words,  "including  mouth 
to  mouth  resuscitation". 

DR.  HARRY  H.  SUMMERLIN  [Councilor  5th  Dis- 
trict] : 

You  are  changing-  this  by  deleting  these  words,  is 
that  not  right? 


DR.  LYMBERIS:  Yes,  sir. 

MR.  ANDERSON:  I  might  speak  there— the  request 
for  the  Attorney  General's  opinion  several  years  ago 
included  the  hooking  up  of  a  transfusion  apparatus 
without  the  presence  of  the  doctor  and  the  giving  of 
intravenous  fluids  and  the  Attorney  General  approved 
that  practice  because  it  was  an  established  medical 
custom  in  good  useage  as  approved  by  the  Society. 

Now,  last  year,  when  you  approved  the  manual 
resuscitation,  external  heart  massage,  that  question 
was  not  passed  on  to  the  Attorney  General  and  ap- 
parently the  nurses  have  been  satisfied  to  proceed  with- 
out an  Attorney  General's  opinion  on  that  subject. 

Now,  if  they're  satisfied  to  proceed  with  the  electro- 
cardiac  massage  without  an  Attorney  General's  opin- 
ion, based  upon  your  opinion  and  approval  here, 
then  that  would  suffice. 

If  they  want  to  have  an  Attorney  General's  opinion 
on  the  subject,  that  could  be  arranged  by  asking  the 
Board  of  Medical  Examiners  to  request  such  an  opin- 
ion. 

The  question  here  would  be.  I  thought,  approving 
this  external  cardiac  massage  as  a  proper  recognized 
medical  procedure. 

DR.  JONES:  No,  the  question  is  more  than  cardiac 
massage — excuse  me.  President  Ross! 

PRESIDENT  ROSS:   Go  ahead! 

DR.  JONES:  In  order  to  use  the  defibrillator,  which 
this  encompasses,  then  one  has  to  have  knowledge  in 
interpretation  of  electrocardiograms. 

Would  an  internist  agree  or  disagree  with  me  on 
that? 

DR.  STUCKEY:   Yes. 

DR.  JONES:  As  to  when  it  would  be  done  and  this 
is  the  point  that  I'm  not  arguing  against,  but  for  your 
recommendation  to  let  everyone  know  what  they're  get- 
ting into  here  before  they  do  it. 

That's  my  only  reason  for  keep  bouncing  up  on  this. 

PRESIDENT  ROSS:  Well,  I  do  know  this,  at  Duke 
where  they  have  worked  on  this  intensive  care,  Ihey 
make  a  great  point  of  flexibility  of  training  to  do  this, 
for  the  nurses  to  do  just  this. 

DR.  GLASSON:  They're  actually  looking  at  a  car- 
diac monitor  and  they're  not  waiting  for  it  to  be  printed. 

DR.   BEDDINGFIELD:   May  I   comment? 

I'm  sorry  I  was  late,  Mr.  President,  but  I  think  there 
are  two  points  here. 

I  sat  in  on  the  discussion  of  the  Committee  on  Nurs- 
ing. It  occurs  to  me,  Mr.  Anderson,  that  actually  an 
acceptable  technique  of  any  kind,  within  reason,  for 
nurses  to  do  is  what  we  say  it  is. 

I  mean,  basically,  the  Attorney  General  agrees  be- 
cause new  techniques  are  evolved  in  medicine  and 
new  techniques  are  evolved  in  nursing.  Otherwise, 
we're  going  to  be  continually  running  back  to  the 
Attorney  General  every  time  a  new  technique  that 
nurses  might  do  is  evolved. 

MR    ANDERSON:   I  agree. 

DR.  BEDDINGFIELD:  I  can  understand  the  nurses 
wanting   a   published   policy   statement   of  the  Society 
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that  yes,  under  certain  circumstances,  it  is  proper 
for  nurses  to  carry  out  just  this  procedure. 

Now,  so  much  for  the  legal  angle. 

The  second  thing  I  think,  on  the  previous  statement 
that  we  had,  it  pertained  only  to  external  cardiac 
massage  and  mouth  to  mouth  resuscitation. 

In  one  of  the  reports  they  said  this  is  obsolete.  I 
think  that's  a  poor  choice  of  words.  It  isn't  really 
obsolete,  but  we've  gone  a  step  further  than  that  now. 
We've  gone  to  the  defibrillator  and  applying  counter 
shock  to  reinstitute  a  cardiac  rhythm  that  is  compatible 
to  a  live  rhythm. 

And,  certainly,  I'm  aware  and  I  know  a  good  many 
of  you  are  aware,  this  is  being  done.  Studies— I  be- 
lieve at  the  University  of  Maryland — show  that  when 
they  start,  letting  the  nurses  do  this,  the  nurses  who  are 
properly  trained,  that  the  survival  rate  in  the  coronary 
care  units  of  people  who  have  cardiac  arrest,  changed 
from  35  per  cent  to  65  per  cent,  so  we're  talking  about 
something  for  the  welfare  of  the  patient. 

As  far  as  being  able  to  interpret  the  electrocardio- 
gram, it's  not  quite  that  involved  in  my  experience. 
Dr.  Jones,  because  some  of  the  instruments  even 
have  an  automatic  warning  device  that  when  ventri- 
cular atrophy  occurs  upon  defibrillation,  a  light  comes 
on  and  a  bell  rings  that  calls  their  attention  to  the 
fact  that  things  aren't  the  way  they  should  be. 

So  in  many  reputable  institutions  throughout  the 
country,  this  has  proved  to  be  a  useful  tiling,  and  cer- 
tainly I  think  we  could  adopt  the  policy  that  would 
stress  that  when  they  are  qualified  by  their  medical 
staffs,  in  the  operation  of  this  technical  equipment, 
this  is  an  acceptable  thing  for  nurses  and  this  is  my 
personal  feeling. 

PRESIDENT  ROSS:  That's  my  feeling  and  why  I 
said  it  was  part  of  medical  staff  regulations. 

Is  there  discussion?   [No  response] 

It  has  been  moved  and  seconded. 

All  in  favor  of  this  recent  statement  say  "aye":  op- 
posed "no". 

[The  motion  carried  unanimously! 

At  this  point,  the  Executive  Council  will  adjourn 
temporarily  for  the  convening  of  the  Foundation  and 
Dr.  Frank  Jones  will  take  over  as  President  of  the 
Foundation. 

[The  meeting  then  temporarily  adjourned  at  one- 
thirty-two  o'clock.] 


The  Fall  Meeting  of  the  Executive  Council  of  the 
Medical  Society  of  the  State  of  North  Carolina  recon- 
vened at  one-fifty-five  o'clock,  immediately  following 
the  meeting  of  the  North  Carolina  Medical  Society 
Foundation,  Inc.,  President  Ross  presiding. 

PRESIDENT  ROSS:  We  promised  the  Commissioner 
of  Finance,  Dr.  Wayne  Benton,  that  he  could  be  first. 

DR.  BENTON:  Mr.  President,  Members  of  the  Coun- 
cil: 

You  members  have  already  received  the  proposed 
budget  for  the  year  1968  and  it  looks  like  a  piece  of 
irresponsible  work.  It's  the  first  budget  we've  ever  pre- 


sented in  a  deficit  and  perhaps  needs  a  little  explana- 
tion because  of  that. 

We  went  back  over  what's  happened  to  our  budget 
since  1962.  We  find  each  year  the  expenditures  in 
the  budget  have  exceeded  from  $9,000  to  $21,000  each 
year  except   1961. 

The  thing  that  saved  us  was  our  income  was  a  lot 
more  than  what  we  had  also  anticipated,  so  at  the 
end  of  the  year,  we  actually  made  more  than  we 
spent,  but  it  was  outside  of  the  budget.  According  to 
the  budget,  we  lost  each  time. 

That  being  true,  after  we  had  gone  through  all  the 
requests  in  making  up  this  budget  and  added  it  all 
up,  it  came  to  $319,000  and  the  best  we  could  figure 
that  would  come  in  will  be  $309,080  which  gives  us  a 
deficit  of  $10,000. 

In  order  to  cut  that  down,  we'd  have  to  go  back 
all  through  the  figures  and  we  can't  do  anything 
about  "A"  and  "B",  but  starting  with  "C"  and  going 
on  through  taking  off  $100  here  and  $1,000  there,  and 
so  forth,  it  may  come  out. 

But,  that's  two  hours  more  work  and  we  decided  that 
nobody  had  paid  any  attention  to  it  in  the  past  five 
years,  why  are  they  going  to  pay  any  attention  to  it 
this  year,  so  for  that  reason  we've  presented  it  as  it 
is  with  the  $10,000  deficit,  but  we  do  feel  sure  that 
the  income  will,  hopefully,  be  more  than  we've  antici- 
pated and  that  we  will  not  spend  more  than  we  make, 
but  in  the  event  that  we  do,  we  do  have  some  money 
squirrelled  away  to  take  care  of  it. 

The  Committee  on  Finance  had  some  recommenda- 
tions. 

It  is  recommended  to  the  Committee  on  Finance  by 
the  Editorial  Board  that  the  price  of  the  Supplement 
to  the  North  Carolina  Medical  Journal  be  increased 
from  $3  to  $5  per  copy— the  roster. 

The  Committee  on  Finance  recommends  to  the  Execu- 
tive Council  that  they  employ  an  efficiency  expert  on 
the  land  useage  of  the  building  site  over  the  next 
twenty  years,  for  the  purpose  of  the  headquarters  facil- 
ity and  that  will  be  brought  up  in  another  committee 
report. 

We  plan  to  send  to  all  the  Commissioners  each 
month  a  copy  of  the  financial  statement  from  the  head- 
quarters office  such  as  this — and  the  members  of  the 
Executive  Council,  so  that  you'll  be  better  aware  of 
what's  going  on  financially. 

The  Finance  Committee  also  requests  that  in  the 
compilation  of  the  annual  reports  and  Executive 
Council  minutes  which  before  have  been  sent  to  the 
membership,  we  recommend  they  be  sent  to  all  the 
Councilors,  all  the  committee  chairmen,  all  the  county 
officers  and  to  those  others  who  wish  it.  and  write 
for  it. 

The  hope  would  be  that  we  can  save  that  much 
money  that  way  in  the  mailing  and  in  printing. 

DR.  SHAFFNER:  Including  the  delegates  as  offi- 
cers? 

DR.    BENTON:    County  Society  officers,   yes. 

I  believe  that  concludes  the  report  from  the  Finance 
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Committee.  Do  you  want  me  to  take  them  as  a  group, 
or  one  at  a  time? 

PRESIDENT  ROSS:  Perhaps  we'd  better  discuss 
this  one  at  this  time. 

Would  you  like  to  discuss  some  of  the  items  he 
brought  out? 

DR.  GLASSON:  As  to  the  roster,  everybody  who 
gets  the  Journal  gets  the  roster  and  who  buys  a  ros- 
ter? 

PRESIDENT  ROSS:  About  300  or  400  people! 

MR.  BARNES:  Up  to  500  a  year. 

DR.  GLASSON:  Are  these  people  that  solicit  you 
for  funds,  or  what  are  they? 

DR.   CUTCHIN:    Insurance  companies  want   copies. 

MR.  BARNES:  Clinical  offices  of  doctors,  state  agen- 
cies. 

PRESIDENT  ROSS:  Any  other  questions  concern- 
ing the  financial  report? 

DR.  KOONCE:  It  would  be  quite  a  deprivation  to 
deprive  a  doctor  and  a  member  of  the  Medical  Society 
of  his  roster.  I  think  it's  more  important  to  a  doctor's 
office  than  most  of  us  think. 

PRESIDENT  ROSS:  They're  provided  to  everyone. 
If  they  want  extra  copies,  they're  now  charged  $3.50. 

SECRETARY  STYRON:  They  get  one  but  if  they 
want  a  second  copy,  they  get  it  for  $3.50.  This  is  the 
recommendation. 

Non-members  who  request  a  roster  will  be  charged 
on  our  recommendation  of  the  Editorial  Board  $5. 

DR.  SHAFFNER:  Mr.  President,  I  move  we  accept 
the  Finance  Committee  report. 

DR.   FRANK  REYNOLDS   (Councilor,  3rd  District]: 

Second  the  motion. 

DR.  WELTON:  Before  we  vote  on  this,  I'd  like  to 
follow  up  on  the  proposal  made  before  lunch  about  the 
field  man  concept. 

Such  an  item  is  not  in  this  budget,  so  if  the  Council 
agrees  that  it's  desirable  to  implement,  we'd  have  the 
choice  of  adding  to  the  budget  or  authorizing  the 
Executive  Committee,  if  it  so  desires  to  implement 
this  with  outside  funding  if  such  could  be  found  and 
would  be  satisfactory  in  character — from  the  Founda- 
tion, for  example. 

PRESIDENT  ROSS:  In  that  connection.  Dr.  Welton. 
do  you  think  this  billet  of  a  field  man  will  not  be  a 
topic  which  Blue  Ribbon  No.  1  will  be  sweeping  rather 
close  to  when  they  consider  everything,  the  organiza- 
tion of  county  societies  and  I'm  sure  they'll  go  right 
on  through  headquarters  and  everybody  else? 

DR.  WELTON:  I'm  not  familiar  with  Blue  Ribbon 
No.  1! 

But,  Blue  Ribbon  No.  1  has  on  its  original  charge, 
I  believe,  from  President  Jones,  one  item  which  in- 
cludes headquarters  operations,  staff  people  and  so  on, 
but  they  voted  at  this  committee  meeting  on  Wed- 
nesray  afternoon  to  consider  only  the  annual  sessions — 
MR.  BARNES:  At  this  time. 

DR.  WELTON:  At  this  time  and  for  that  reason  I 
was  not  able  to  present  this  to  them  at  this  time 

Blue  Ribbon  No.  2  also  had  a  very  full  agenda  that 
following  evening.  All  this  must  stimulate  some  ques 


tions  in  the  minds  of  some  of  you  about  the  subject 
of  dues. 

If  I  may  have  one  moment,  I'd  like  to  give  you 
some  additional  information. 

At  our  last  meeting  last  spring,  I  gave  you  a  random 
average  of  the  dues  and  comments  were  made,  and 
some  appropriately,  it  wasn't  a  complete  study. 

I've  since  then  obtained  from  the  AMA  the  dues 
of  every  state  society,  plus  those  of  the  District  of 
Columbia  and  Puerto  Rico,  52  units  recorded  as  of 
1967. 

It  is  true  that  the  actual  dues  charged  by  each 
state  society  do  not  necessarily  include  all  the  funding 
for  the  activities  of  that  society. 

In  the  State  of  Virginia  for  example,  there's  the 
Health  Insurance  Council  which  receives  contributions 
from  a  number  of  sources  which  provides  a  number 
of  functions  which  we  finance  by  our  dues,  so  the 
dues  themselves  don't  tell  the  whole  story. 

Now,  the  average  for  the  entire  52  units  reporting 
is  $80  per  year.  The  range  is  anywhere  from  $35  to 
$200.  Out  of  52  societies,  32  have  dues  higher  than 
ours:  11  of  them  are  over  $100  a  year. 

PRESIDENT  ROSS:  Dr.  Benton's  budget  includes 
Personnel.  Am  I  correct  in  saying  you  would  like  a 
motion  to  include  this  spot  in  the  present  budget  for 
this  year,  or  how  shall  we  handle  that? 

DR.  WELTON:  I  would  very  much  like  to  have  it, 
but  I  haven't  solved  the  next  question:  that  is.  where 
to  get  the  money? 

DR.  SHAFFNER:  Mr.  President,  in  discussion,  has 
this  matter  been  taken  up  by  the  Finance  Committee 
or  is  this  the  committee  speaking? 

DR.  WELTON:  I  presented  it  to  the  Finance  Com- 
mittee at  their  meeting  on  September  10th  and  was 
informed,  and  I  think  correctly  so,  this  was  a  policy 
decision  first  and  then  they  would  take  it  up. 

DR.  KOONCE:  Before  the  policy  is  set,  I'd  like  to 
know  where  the  money  is  coming  from  before  I  vote 
for  it. 

SECRETARY  STYRON:  Mr.  President,  the  Chairman 
of  the  Finance,  Dr.  Welton  and  I  discussed  this  at 
some  length  the  other  day.  It's  going  to  cost  $16,000 
or  $17,000  a  year  to  have  such  a  field  man:  $6,  or 
S7.000  travel  expense  and  $10,000  as  basic  salary. 

This  means,  for  the  membership,  if  the  membership 
is  to  pay  for  it.  a  dues  increase  of  about  $6  a  year. 

[The  following  remarks  were  made  off  the  record.! 

However,  we  have  discussed  other  possibilities  of 
funding  as  a  pilot  study  from  other  sources,  including 
heart,  cancer  and  stroke  program,  which  is  a  real  pos- 
sibility and  I  think  is  something  this  group  would  be 
interested  in. 

A  second  possibility  of  funding  would  be  through 
Public  Health.  You  might  be  interested  in  this  area, 
a  man  who  works  both  with  you  and  with  us. 

A  third  possibility  of  funding  would  be  from  cer- 
tain foundations  such  as  Rockefeller  and  Ford. 

I  should  suggest  that  this  be  turned  back  to  the 
Executive    Committee    with    authority   to    act    in    this 
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area   without   prior   reporting   back   to   the   Executive 
Council.  This  would  be  one  way. 

PRESIDENT  ROSS:  Without  disturbing  the  present 
budget? 

SECRETARY  STYRON:  Right,  without  disturbing  the 
present  budget  because  I  think  eventually  we're  going 
to  have  dues  increase,  but  a  dues  increase  ot  $15  or 
$20  is  as  easily  accepted  as  a  dues  increase  of  $5  or 
$6  and  I  think  in  terms  of  dues  increase  that  we 
ought  not  to  do  it  year  by  year,  but  we  ought  to  have 
a  reasonable  separation  of  years  before  this  is  done. 

PRESIDENT  ROSS:  That's  Senator  Dalton's  theory 
that  you  could  shear  a  sheep  every  year,  but  you 
couldn't  skin  him  but  once!    ILaughterl 

DR.  BEDDINGFIELD:  Point  of  order.  There's  a 
motion  on  the  floor  and  it  has  been  seconded  to  adopt 
the  Finance  Committee's  report. 

I  would  suggest  that  we  vote  on  that  motion.  That 
would  not  disturb  the  intent  of  Dr.  Styron's  remarks 
which  may  be  implemented  by  a  subsequent  motion. 

PRESIDENT  ROSS:  All  right,  that  motion  is  before 
the  floor.  This  is  part  of  the  discussion. 

Any  further  discussion?  [No  response] 

All  in  favor  say    "aye";  opposed  "no". 

(The  motion  carried  unanimously.) 

Following  that,  I  do  think  there  is  a  strong  pos- 
sibility that  some  help,  some  personnel,  can  be  ob- 
tained from  other  sources  in  due  course.  This  can  be 
brought  up. 

DR.  WELTON:  But  we  have  what  Dr.  Styron  sug- 
gested as  a  motion  now. 

SECRETARY  STYRON:  Mr.  Chairman.  I  move  the 
possible  appointment  of  a  field  worker  for  the  Medical 
Society  of  the  State  of  North  Carolina  be  referred  to 
the  Executive  Committee  of  the  Medical  Society  for 
consideration  and  funding  without  disturbance  of  the 
present  budget. 

PRESIDENT  ROSS:  Is  that  motion  satisfactory? 

DR.  WELTON:  Yes. 

DR.  LYMBERIS:  May  I  ask  a  question?  If  this 
motion  is  passed,  would  that  preclude  any  possibility 
of  any  action  being  taken  until  the  next  budget  is 
presented? 

SECRETARY  STYRON:  It  doesn't  disturb  the  budget 
so  it  doesn't  make  any  difference. 

DR.  WELTON:  It  wasn't  presented. 

DR.  BEDDINGFIELD:  What  I  understand  this  mo- 
tion to  mean  is  the  Executive  Committee  is  empowered 
to  go  ahead  and  hire  a  man,  and  provide  the  money 
without  raising  the  dues,  is  that  what  I  take  it  to 
mean? 

DR.  KOONCE:  As  long  as  it  doesn't  infringe  upon 
the  budget. 

DR.  LYMBERIS:  That  doesn't  preclude  the  raising  of 
dues,  because  you  don't  disturb  the  budget  if  you 
spend  another  $10,000  or  raise  another  $10,000. 

PRESIDENT  ROSS:  Maybe  "disturb"  is  the  wrong 
word. 

I  was  thinking  about  the  pool  of  Bethesda  when  the 
angel  disturbed  the  waters,  but  that's  entirely  out 
of  order!    [Laughter] 


This  would  not  be  an  item  on  the  budget  at  all! 

DR.  STUCKEY:  The  budget  should  be  considered 
though  because  the  budget  is  based  upon  the  dues. 

SECRETARY  STYRON:  But  the  budget  is  not  to  be 
disturbed. 

DR.  BENTON:  We'd  like  another  recommendation 
that  the  dues  be  raised  in  1968. 

PRESIDENT  ROSS:  Was  there  a  second  to  Dr. 
Styron's  motion? 

DR.  STUCKEY:   I'll  second  it. 

PRESIDENT   ROSS:    Any   further   discussion? 

DR.  LYMBERIS:   Yes,  I  would  like  to  discuss  this. 

Mr.  Chairman,  I  should  like  to  take  time  to  discuss 
it  now  because  we  run  into  the  same  thing  every  year. 
A  budget  is  presented  and  then  nothing  new  can  be 
adopted  because  we  can't  disturb  this  budget. 

So,  we've  now  established  the  dues  for  1968— so  be 
it!  Rest  in  peace! 

But,  let's  talk  about  1969  so  that  the  Finance  Com- 
mittee can  have  the  benefit  of  what  we  discuss  here 
today  in  preparing  the  next  budget. 

As  one  from  the  boondocks,  not  on  the  Executive 
Committee,  not  in  the  inner  councils,  but  working 
at  the  county  medical  society  level,  I  would  like  to 
say  that  unless  we  are  going  to  raise  the  dues,  un- 
less we  are  going  to  increase  the  activities  of  the 
Society,  we  might  as  well  fold  up  and  go  home. 

We  can  no  longer  carry  on  the  extended  activities 
of  this  Society,  particularly  in  the  legislative  and  ed- 
ucational fields,  on  the  same  dues  that  we've  been 
paying-  for  the  past  few  years.  It  is  an  economic  im- 
possibility. 

I  do  not  think  that  a  Society  with  the  power  and 
prestige  that  we  would  like  to  enjoy  can  seek  outside 
help  and  go  with  a  begging  hand  to  fund  things  which 
are  the  proper  duties  of  this  Society. 

Now,  there  are  other  things  than  a  field  man  that 
we  are  going  to  need  money  for.  We  are  going  to 
need  money  for  legislative  representation. 

You're  going  to  need  more  money  for  headquarters 
staff  people  because  as  the  business  increases,  so 
must  the  staff  increase. 

Let  us  quit  or  look  forward  to  the  time  when  we 
can  quit  operating  on  an  insufficient  budget  and  ex- 
pecting individual  members  to  make  personal  and 
financial  sacrifices  to  carry  on  the  duties  which  bene- 
fit me  as  an  individual  practicing  physican. 

The  activities  of  this  Society  are  for  the  benefit  of 
every  practicing  physician  in  the  State  of  North  Caro- 
lina. As  one  of  those.  I  am  more  than  willing  to  pay 
my  share  for  the  cost  of  this.  I  do  not  want  any  other 
individual  to  pay  more  than  his  proper  share  to  pro- 
tect my  interest  in  the  practice  of  medicine. 

So  I  think  that  we  might  as  well  right  now  face  up 
to  the  fact  that  next  year  there  should  be  a  $25  raise 
in  the  dues  and  if  adequate  explanation  is  given  down 
the  line,  it  will  be  understood.  It  won't  be  liked!  No 
one  will  ever  like  it.  but  at  least  it  will  be  understood. 

But  if  we  keep  postponing  the  inevitable  each  time 
until  the  budget  is  presented,  then  we  cannot  change 
it.  This  budget  must  be  adopted.  It  is  too  much  work 
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for  the  Finance  Committee  to  go  back  and  there  have 
been  many  excellent  suggestions  to  this  organization 
which  have  had  to  be  postponed  indefinitely  because 
action  is  never  taken  until  the  time  of  the  presentation 
of  the  budget. 

So,  in  support  of  Dr.  Styron's  motion.  I  would  like 
to  see  the  Executive  Council  come  back  with  a  recom- 
mendation for  enough  increase  in  dues  to  take  care  of 
the  many  extended  activities  that  the  Executive  Coun- 
cil feels  this  Society  should  undertake. 

Thank  you. 

PRESIDENT   ROSS:    Thank   you.    Dr.    Lymberis. 

DR.  JONES:   Hear!  Hear! 

PRESIDENT  ROSS:  Any  other  discussion? 

DR.  TILGHMAN  HERRING:  Could  I  comment  on  that 
as  a  member  of  the  Finance  Committee? 

I  don't  really  think  we're  in  that  bad  shape. 

Over  the  last  several  years,  we  have  accumulated 
quite  a  bit  of  money  which  has  not  been  spent,  has 
not  been  allocated  anywhere  and  the  amount  is  some- 
thing like  $7,000  as  I  recall. 

DR.  BENTON:   Yes. 

DR.  HERRING:  And,  we  may  well  need  an  increase 
in  dues,  particularly  if  we're  going  to  increase  our 
activities  and  expenditures,  but  we  are  not  at  present, 
I  feel,  running  deeply  in  the  red. 

This  is  the  first  budget  that  we've  had  in  the  red 
and  it's  the  Finance  Committee's  anticipation  that  ac- 
tually the  Society  will  probably  not  run  in  the  red  this 
year,  on  the  basis  that  in  the  past  several  years,  with 
budgets,  we've  showed  a  surplus  of  $1,000  and  we've 
come  out  at  the  end  of  the  year  with  perhaps  $10,000 
in  surplus. 

PRESIDENT  ROSS:  The  Executive  Council  has  pas- 
sed on  the  budget.  Would  you  like  to  recall  that  and 
insert  this  present  item  into  the  budget? 

DR.  HERRING:  No,  sir. 

PRESIDENT  ROSS:  I  just  asked  to  get  the  reaction 
of  the  other  people  on  the  Council. 

Any  other  discussion  of  Dr.  Styron's  motion?  [No 
response] 

All  in  favor  say  "aye":   opposed. 

[The  motion  carried  with  three  dissenting  votes.] 

The  Chair  rules  that  the  motion  passed. 

DR.  BENTON:  The  next  item  is  the  Headquarters 
Facility  and  Planning  Committee. 

I'd  like  to  read  you  a  resume  of  what  went  on  in 
that  meeting. 

Dr.  Rose  read  communications  from  the  Executive 
Officers  of  the  State  Medical  Societies  of  Pennsylvania. 
Georgia,  and  Florida  and  after  some  discussion  of  in- 
formation provided,  Dr.  George  Paschal  and  Mr.  James 
T.  Barnes  were  authorized  to  make  an  on-site  inspec- 
tion of  the  Pennsylvania  facilities  and  Dr.  John  R. 
Kernodle  and  Mr.  James  T.  Barnes  were  authorized  to 
inspect  the  facilities  at  Florida. 

In  addition  to  information  on  the  type  and  size  of 
the  building  and  parking  facilities  as  located  on  the 
space,  they  were  requested  to  get  advice  on  paramed- 
ical  useage   of   the   facilities    and    any    changes   they 


would  like  to  make  if  they  had  a  chance  to   "do  it 
over  again". 

Kansas,  Iowa  and  Tennessee  were  mentioned  as  hav- 
ing recently  completed  facilities  that  might  be  worthy 
of  on-site  inspections. 

Dr.  A.  H.  Rose  presented  information  prepared  at 
his  request  by  two  developers. 

Dr.  Lymberis  suggested  that  the  major  question  be- 
fore the  Committee  is  to  determine  what  size  facility- 
should  be  constructed. 

There  was  considerable  discussion  as  to  whether  or 
not  the  downtown  property  would,  indeed,  be  utilized 
as  the  building  site,  the  type  of  building  which  should 
appropriately  be  erected  on  the  site,  parking  prob- 
lems, whether  or  not  further  achitectural  and/or  engi- 
neering advice  are  needed,  and  certain  other  problems, 
which  led  to  the  following  motion: 

That  we  ask  the  Executive  Council  to  authorize  the 
Chairman  of  this  Committee  to  negotiate  with  an  ap- 
propriate firm  for  the  job  of  making  a  feasibility  study 
of  the  downtown  property. 

It  ended  up  that  was  the  one  thing  this  committee 
could  get  started  on  with  the  headquarters  building. 

Number  one,  we  wanted  to  get  some  expert  advice 
and  then  go  on  from  there. 

It  was  estimated  that  this  feasibility  study  would 
probably  cost  about  $5,000. 

PRESIDENT  ROSS:  This  was  a  motion  that  was  pas- 
sed by  the  committee? 

DR.  BENTON:  Yes,  the  headquarters  facility  and 
planning  committee. 

DR.  KOONCE:  I  move  the  recommendation  be  ac- 
cepted. 

DR.   WILLIAM   H.   ROMM    [Councilor,    1st   District]: 

Second. 

PRESIDENT  ROSS:    Any  discussion? 

DR.  SHAFFNER:  Where  are  you  going  to  get  the 
$5,000  from?  Is  it  already  in  the  budget? 

DR.  BENTON:   Yes,  sir.  They've  got  some  surplus. 

PRESIDENT  ROSS:  Any  further  discussion?  [No 
response] 

All  in  favor  of  accepting  this  report  say  "aye":  op- 
posed. 

[The  motion  carried  unanimously.] 

DR.  BENTON:  By  the  way,  I  passed  some  pictures 
around  there  of  some  buildings. 

MR.  BARNES:  Before  Dr.  Benton  leaves  that  ques- 
tion of  headquarters  facility,  do  you  recall  the  House 
of  Delegates,  by  action  in  1967,  instructed  there  be 
title  insurance  secured  on  this  property? 

And,  we  ran  into  the  proposition  that  to  get  applica- 
tion for  title  insurance  on  the  property,  we  would 
have  to  have  an  engineer's  survey  of  the  property  and 
upon  investigation  we  found  this  would  cost  a  mini- 
mum of  $250  to  do  that  survey  and  the  Finance  Com- 
mittee was  not  inclined  to  give  us  at  headquarters 
instructions  to  proceed  with  that  without  action  by 
the  Council. 

DR.  BEDDINGFIELD:  Would  not  an  engineering 
survey  be  part  of  a  feasibility  study?  It  would  seem 
to  me  it  would  have  to  be  up  to  an  engineer  to  decide 
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whether  it  was  feasible  to  build  a  building  on  it  or  not. 

PRESIDENT  ROSS:  Would  that  be  satisfactory? 

MR.  BARNES:  I'm  thinking  in  terms  of  the  House 
of  Delegates. 

DR.  SHAFFNER:  It  seemed  to  me  that  the  House 
of  Delegates  passed  for  that  to  be  done  and  all  we 
need  is  to  go  on  and  get  it  done. 

DR.  BENTON:  The  House  of  Delegates  did  not  tell 
us  to  buy  title  insurance.  It  was  the  Council  who  told 
us  to  do  that. 

MR.  BARNES:  It  was  a  Reference  Committee  report 
adopted  by  the  House  of  Delegates. 

DR.  BENTON:  We'll  have  to  proceed  on  it  then. 

DR.  JONES:  The  Council  interprets  the  actions  of 
the  House  of  Delegates. 

MR.  BARNES:   That's  true,  too. 

MR.  ANDERSON:  Whoever  did  the  feasibility  study 
would  not  have  another  survey  done,  except  for  a 
topographical  survey. 

DR.  KOONCE:  That  was  in  a  report  of  the  Execu- 
tive Council  to  the  House  of  Delegates  and  it  was  ap- 
proved by  the  House  of  Delegates,  therefore,  it's  a 
fact. 

MR.  BARNES:  It  was  referred  to  the  Reference 
Committee  by  the  Speaker  of  the  House. 

DR.  KOONCE:  It  was  brought  back  and  passed  by 
the  House  of  Delegates. 

DR.  BENTON:  I  guess  we'll  proceed. 

The  next  item  is  Professional  Insurance  and  they 
had  this  recommendation. 

The  Committee  on  Professional  Insurance  recom- 
mends to  the  Executive  Council  that  the  Council  give 
Mr.  Crumpton's  agency  approval  to  announce  and  ad- 
vertise to  students,  interns  and  residents  that  the  So- 
ciety endorses  the  long  term  disability  insurance. 

And,  he  wants  to  point  out  to  them  the  advantages 
of  belonging  to  the  Medical  Society  of  the  State  of 
North  Carolina  so  they  would  be  eligible  for  this  in- 
surance on  a  group  basis. 

The  Committee  recommended  the  Council  give  its 
approval.  Hopefully,  we'll  get  some  new  members  that 
way. 

What  he's  going  to  do  is  go  to  them  and  say,  "The 
Medical  Society  offers  this  Medical  Society  Group 
Policy  and  we'll  include  you  in  on  this  if  you'll  join 
the  Society!" 

There  is  a  provision  in  our  Constitution  that  interns 
and  residents  may  be  members  of  our  Society. 

DR.  SHAFFNER:  Yes. 

DR.  BENTON:  I  assume  the  Student  Medical  Asso- 
ciation would  so  automatically  bring  students  in  too 
if  they  belong  to  the  Association  groups. 

PRESIDENT  ROSS:   You've  heard  the  report. 

DR.  KOONCE:  I  move  it  be  approved. 
DR.  WELTON:  Second. 

PRESIDENT  ROSS:  You've  heard  the  motion  and 
it  has  been  seconded. 

Any  discussion?  [No  response] 

All  those  in  favor  say  "aye";  opposed. 

[The  motion  carried  unanimously.! 


DR.  BENTON:  And.  the  next  item  is  Retirement 
Savings  Plan  by  Dr.  Jesse  Caldwell. 

He  had  no  special  request  to  make  of  you.  but  they 

did  have  a  meeting  and  a  progress  report  was  made. 

For  your  information,  there  are  now  108  people  who 

belong  to  the  Retirement   Savings  Plan  of  the  Society 

and  about  a  third  of  those  are  employees. 

I  was  asked  to  announce  that  it  would  be  hoped 
that  by  the  end  of  this  year  the  many  physicians  using 
this  plan— you're  limited  by  law  to  $2500,  I  believe, 
tax  free  a  year. 

If  you  want  to  put  $5,000  in  there,  you  can  put 
$5,000  in  there  but  you  have  to  pay  taxes  on  it,  but  the 
profit  on  the  $5,000  would  be  reinvested  and  would 
be  tax  free  until  you  retired  and  could  use  it,  so  there 
would  be  some  advantage  that  way  after  the  $2500  and 
get  the  advantage  that  way. 

Everybody  is  invited!  I  want  to  announce  that  we 
are  invited  to  meet  with  the  trust  officers  of  Wachovia 
Trust  Company  in  Winston-Salem  Friday.  December 
15th  at  two  o'clock  at  the  Wachovia  Bank  Building. 

They'll  be  glad  to  have  you  for  lunch,  but  at  that 
time,  the  trust  officers  at  the  Wachovia  Bank  will  show 
you  the  bank  and  answer  any  question  you  may  have. 

Anybody  who  wishes  to  go  will  be  welcome. 

And,  that  concludes  that  report. 

DR.  BEDDINGFIELD:  Mr.  President.  Dr.  Caldwell 
discussed  this  matter  with  me  and  said  in  terms  of 
the  money,  he  had  about  $1/3  million  in  the  fund  right 
now  and  he  said  in  some  national  evaluation  of  all 
the  plans  of  AMA  and  HEP  and  Southern  Medical  and 
all  the  specialty  groups  have  that  the  North  Carolina 
fund  was  rated  second  from  the  top  in  performance. 

So,  I  pass  that  on  for  information  of  the  Council. 

DR.  BENTON:  An  analysis  of  the  North  Carolina 
trust  plans  gave  it  an  appreciation  rate  of  18.2:  the 
Dow-Jones  has  it  at  19.7  and  Standard  &  Poor's  500 
has  it  at  21.8. 

That's  the  standing  of  it. 

PRESIDENT  ROSS:  You've  heard  the  report.  Is  there 
a  motion? 

DR.  GLASSON:   I  move  it  be  accepted. 

DR.  RAPER:   Second. 

PRESIDENT  ROSS:  Discussion?  [No  response] 

All  in  favor  say  "aye';  opposed. 

[The  motion  carried  unanimously.] 

DR.  BENTON:  Thank  you,  Mr.  President,  That  con- 
cludes my  report. 

We  would  like  to  have  a  motion  for  the  acceptance 
of  the  entire  report  of  this  Administration  Commission. 

DR.  WELTON:  I  move  the  acceptance  of  the  Com- 
missioner's entire  report. 

DR.  STUCKEY:  Second. 

PRESIDENT    ROSS:    Discussion?    [No   responsel 

All  in  favor  say  "aye";  opposed. 

[The  motion  carried  unanimously.] 

[Whereupon  Dr.  Beddingfield  then  assumed  the 
Chair.] 

DR.  THURSTON:  There  are  a  few  short  items  we 
can  dispense  with  rather  quickly. 

The  Committee  on  Child  Health: 
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Last  year,  there  was  a  recommendation  from  the 
Child  Health  Committee  to  try  to  encourage  the  wide- 
spread use  of  measles  immunization  both  by  private 
physicians  and  county  health  departments.  There  was 
a  large  number  of  children  in  the  State  of  North 
Carolina  remaining  who  have  not  received  the  vaccine 
thus  making  them  susceptible. 

Vaccine  is  available  in  physicians'  offices  and  60.000 
doses  are  available  to  County  Health  Departments 
and  the  State  Health  Department.  We  think  this  is 
a  sufficient  supply  to  immunize  every  susceptible  child 
in  North  Carolina  and  this  is  not  being  done  at  this 
time. 

The  Child  Health  Committee  feels  that  the  physicians 
of  this  State  should  by  their  own  choice  see  that 
this  vaccine  is  used  for  these  remaining  unimmunized 
children. 

It  is  a  fact  that  measles  not  infrequently  is  followed 
by  severe  sequella.  Also  evidence  is  increasing  that 
a  significant  number  of  school  and/or  emotional  prob- 
lems in  children  may  be  secondary  to  unrecognized 
involvement  of  the  nervous  system  during  the  course 
of  measles. 

We  feel  that  the  practicing  physicians  have  made 
an  effort  to  promote  measles  immunization  among  pre- 
school children,  but  now  we  feel  that  more  should 
be  done. 

Therefore,  it  is  the  recommendation  of  this  com- 
mittee and  this  will  require  a  vote  of  the  Council, 
that  we  encourage  all  physicians  through  their  county 
medical  societies  to  accept  responsibility  and  see  that 
every  susceptible  child  is  immunized  by  encouraging 
measles  vaccine  in  their  own  office,  health  depart- 
ments and  public  clinics  to  the  end  that  all  susceptible 
children  are  immunized. 

I'd  like  to  ask  Dr.  Koomen  to  speak  on  this,  if  I 
may. 

CHAIRMAN  BEDDINGFIELD:  The  Chair  recognizes 
Dr.  Koomen. 

DR.  KOOMEN:  Among  the  problems  previous  cited 
not  all  appreciate  the  problem  of  measles.  It  is  an 
important  disease. 

I  think  many  physicians  not  having  had  the  disease 
and  not  seeing  some,  find  it  difficult  to  believe  that 
measles  often  leads  to  sequella. 

The  purpose  of  the  material  that  is  put  before  you 
is  to  urge  again  and  follow  up  last  year's  action  that 
the  Society  strongly  put  a  stamp  of  approval  on  im- 
munizing in  individual  offices,  immunizing  in  county 
health  departments,  and  such  other  setting  which 
would  insure  the  immunization  of  children  through- 
out the  State. 

This  is  a  disease  against  which  immunization  is  un- 
commonly successful.  It  seems  a  tragedy,  I  think,  when 
those  who  might  have  been  reached  are  not,  some  of 
whom  develop  important,  permanent,  damaging  ef- 
fects and  some  of  whom  die. 

DR.  STUCKEY:  May  I  ask  a  question  about  that? 

In  our  foreseeable  future,  is  it  your  hope  that  this 
disease  will  be  eradicated  entirely  by  nationwide  con- 
trol? 


DR.   KOOMEN:    It's  our  hope. 

DR.  STUCKEY:  It  is  a  possible  hope?  I  think  that 
should  be  publicized  to  unknowing  doctors  that  there 
is  hope  for  the  future,  as  comparable  to  smallpox  for 
example. 

DR.  KOOMEN:   Yes. 

DR.   THURSTON:    We'd   like   a   motion. 

CHAIRMAN  BEDDINGFIELD:  The  Chair  would  en- 
tertain a  motion  to  implement  the  suggestion  brought 
forth  by  the  Commissioner. 

DR.  STUCKEY:  I  make  that  motion. 

DR.  WELTON:  Second. 

CHAIRMAN  BEDDINGFIELD:  Any  discussion?  I  No 
response I 

If  not,  all  in  favor  say  'aye  ":  opposed  "no". 

So  ordered. 

DR.  THURSTON:  We  have  two  items  more  for  in- 
formation. 

Dr.  Ted  Scurletis  reports  on  the  Post-Neonatal  Death 
Study  Project  which  should  be  started  by  December  1, 
1967.  It  might  be  noted  that  the  Post-Neonatal  Death 
Rate  is  higher  here  than  any  State  in  the  Union.  95 
per  cent  of  these  deaths  are  considered  preventable. 

He's  going  to  make  a  study  comparing  a  similar 
area  of  living  children  with  a  similar  study  of  the  neo- 
natal deaths  and  see  if  he  can  come  up  with  some 
recommendation  to  study  this  area. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Thurston,  would 
you  differentiate— maybe  Dr.  Koomen  can  help  you— 
between  post-neonatal  death  with  neonatal? 

DR.  THURSTON:  Seven  days,  I  believe. 

DR.  WELTON:  Until  the  age  one  year? 

DR.  THURSTON:  Yes.  Many  of  these  people  have 
had  medical  care  during  that  period:   sometimes  not. 

He  has  a  grant  for  this. 

Number  three:  It  should  be  reported  to  the  Execu- 
tive Council  that  there  is  a  new  test  available  which 
determines  if  a  woman  has  had  rubella  or  German 
Measles. 

The  Committee  on  Maternal  Welfare  has  already 
approved   it   by  polling  their  committee. 

The  Committee  on  Child  Care  voted  to  endorse  it 
unanimously  and  that  it  be  publicized  to  the  physicians 
of  the  State. 

The  testing  material  is  available  in  short  supply 
and  the  test  should  be  used  discreetly. 

They  thought  through  the  Public  Relations  Bulletin 
and  other  ways  they  wanted  the  public  to  be  aware 
of  this  so  that  if  a  woman  had  had  contact  with 
German  Measles  during  pregnancy,  this  would  help 
the  physician  decide  whether  to  interrupt  her  preg- 
nancy or  reassure  her  or  whatever. 

They  wanted  you  to  know  this  test  is  available.  Dr. 
Koomen  might  want  to  say  something  on  this,  but  it's 
available  at  the  Health  Department  with  a  limited 
amount  of  this  material  available  and  that  will  be  in- 
creased. 

This  was  reported,  I  believe,  in  the  American  Medi- 
cal Journal  this  year.  This  test  is  a  very  exciting  type 
of  thing  and  we  wanted  you  to  be  aware  of  it. 

There   may   be  more  detailed   information   in  other 
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publications  concerning  it. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Thurston,  I  think 
we  ought  to  observe  that  having  this  test  available 
would  certainly  be  of  medical  importance,  and 
medical-legal  importance  in  implementing  the  abortion 
provision. 

DR.  THURSTON:  This  will  all  be  circulated  by  the 
Child  Care  people  to  obstetricians  and  hospital  staffs 
and  that  sort  of  thing  and,  of  course,  as  you  say,  the 
neglect  to  do  it— that's  the  reason  possibly  we  didn't 
want  to  put  any  censure  on  this  group  because  the  ab- 
sence of  it  might  have  that  implication. 

That  was  the  Child  Care  Committee. 

Next  is  the  Chronic  Illness  Committee. 

Dr.  Buckley  from  Duke  reported  on  the  need  for 
small  reasonably  inexpensive  audio-visual  aids  for  use 
in  instruction  of  patients  within  physicians'  offices.  The 
need  is  two-fold. 

First  to  relieve  the  physician  of  unnecessary  time 
spent  in  patient  instruction  and  the  second  to  insure 
more  adequate  retention  of  instructions  by  the  pa- 
tient and  his  family. 

Dr.  Buckley  is  seeking  a  grant  possibly  from  the 
North  Carolina  Tuberculosis  Association  for  a  pilot 
study  in  four  physicians'  offices  to  determine  feasibility 
and  applicability  of  this  method. 

He  requested  the  endorsement  of  the  Chronic  Illness 
Committee  and  the  Medical  Society  of  the  State  of 
North  Carolina  of  such  a  study. 

You  see,  he  wants  to  work  out  some  little  gimmicks 
to  have  in  your  office  whUe  the  patients  are  waiting 
and  if  he  wants  to  ask  a  little  machine,  or  tv,  it  will 
flash  up  there  possibly  with  tv  pictures  and  give  a 
little  story  on  this  disease  and  then  if  the  patient 
doesn't  understand  he  can  ask  you  questions. 

You  see,  the  problem  you  get  in  interviewing  your 
patients  is  that  you  don't  know  actually  what  comes 
through  on  diabetes.  In  talking  to  Tom  Williams  over 
at  Chapel  Hill,  they  went  out  to  visit  these  people  in 
their  homes  and  found  out  that  the  diabetic  information 
that  you  think  you've  given  the  patient  is  not  always 
the  same  as  the  patient  actually  gets  and  he  thought 
this  would  be  one  way  to  reinforce  this  information 
to  the  patient  and  to  save  the  doctor  some  time  so 
he  can  spend  some  more  in  other  areas. 

They  made  a  motion  on  that  which  was  passed: 

That  this  committee  recommend  to  the  Executive 
Council  the  Council's  approval  and  endorsement  of 
Dr.  C.  E.  Buckley's  proposal  as  to  the  study  of  the 
usefulness  of  audio-visual  aids  for  patient  instruction 
in  physicians'  offices. 

CHAIRMAN  BEDDINGFIELD:  Well,  that  will  re- 
quire some  action. 

DR.  THURSTON:  Yes,  it  will  require  some  action. 

CHAIRMAN  BEDDINGFIELD:    We  will  then  enter- 
tain a  motion  that  the  Council  endorse  this  as  a  pilot 
study  project  in  a  limited  number  of  physicians'  offices. 
DR.  WELTON:  I  so  move. 
DR.  GLASSON:   Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  INo  re- 
sponse] 


All  in  favor  say  "aye";  opposed  "no". 

So  ordered. 

Dr.  Thurston! 

DR.  THURSTON:  Then  for  information,  Dr.  Scurletis 
discussed  the  use  of  the  discharge/referral  form  which 
had  been  approved  by  this  Council  in  September  last 
year. 

This  has  been  utilized  somewhat  over  the  state. 
This  was  sending  a  patient  from  one  agency  to  another, 
or  a  doctor's  office  to  an  institution  and  this  was  a 
full  relief  type  thing.  This  has  been  circulated  before 
and  the  thought  was  that  we  would  like  to  use  this 
because  this  form  was  designed  to  save  everybody  time 
and  all  of  us  are  for  that. 

We're  trying  to  figure  ways  to  extend  the  usefulness 
of  physicians  and  before  this  is  revised,  there  have 
been  some  suggestions  given  and  we'd  like  to  bring 
it  back.  This  will  be  distributed  and  if  anyone  has  any 
change  in  there,  why  everybody  can  do  it  at  that 
time  rather  than  taking  the  time  now. 

CHAIRMAN  BEDDINGFIELD:  Do  we  understand 
that  copies  are  available  now  in  case  anyone  has 
forgotten  what  this  form  looks  like? 

DR.  THURSTON:  Miss  Zeigler,  you  have  copies 
don't  you?   Would  you  pass  them  around? 

Let's  pass  that  and  go  on.  She  does  have  a  covering 
letter  which  explains  the  use  of  these  forms,  too. 

This  form  arose,  you  may  remember  because  the 
problem  came  up  a  patient  would  come  to  your  office 
and  oftentimes  the  social  welfare  people  and  every- 
body else  knows  what  has  been  done  with  this  pa- 
tient, but  the  doctor  never  has,  and  a  copy  of  this 
form  would  go  to  the  patient  and  you  can  look  at  it 
and  at  least  know  some  of  the  facts  about  him— his 
admission  numbers  and  that  sort  of  thing. 

Those  are  being  distributed  so  let's  go  on  to  another 
project  that  they  wanted  your  approval  on. 

Dr.  Millard  Bethel,  Wake  County  Health  Officer,  of 
Raleigh,  North  Carolina  wants  to  expand  his  Cancer 
Clinic.  He  has  been  operating  in  that  city  for  a 
number  of  years  and  he  wants  to  incorporate  screen- 
ing of  examinees  by  means  of  serum  profile,  chest 
x-ray,  spirometry,  blood  pressure,  urinalysis,  height 
and  weight  in  addition  to  the  usual  cancer  screening. 

This  is  to  be  a  pilot  study  limited  to  one  year. 

This  expanded  program  is  made  possible  by  a  grant 
from  the  North  Carolina  State  Board  of  Health.  Chronic 
Disease  Section. 

The  grant  is  for  twelve  months  only. 
Recipients  will  be  limited  to  no  more  than  25  per 
week.  All  screening  results  will  be  forwarded  to  the 
examinees'  physicians.  Any  apparent  abnormalities  will 
be  reviewed  by  a  consultant  and  the  patient  referred 
to  his  physician  for  evaluation  with  the  request  of  the 
physician  that  indication  of  ultimate  diagnosis  be  re- 
turned to  the  screening  clinic. 

Although  the  clinic  has  been  heretofore  limited  to 
females,  an  effort  will  be  made  to  screen  some  males 
during  the  course  of  operation  of  the  project. 

This  is  a  limited  one  year  study  which  is  similar 
somewhat  to  that  being  used  in  Appalachia  program 
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where  Dr.  Ralph  Morgan  is  doing  a  similar  type  thing. 

Dr.  Burns  Jones,  who  is  here  today,  and  Dr.  Theodore 
Seurletis  of  the  State  Board  of  Health,  and  Dr.  William 
Robie  formerly  Chief  of  the  Chronic  Disease  Section 
at  the  State  Board  of  Health,  spoke  in  support  of  the 
request  and  they  indicated  the  importance  of  the  proj- 
ect and  the  development  of  parameters  for  evaluation 
of  screening  techniques  and  for  cost  analysis. 

It  has  not  been  done  before  and  he  wants  to  see 
how  it  will  work.  He  figures  it  will  cost  about  $12 
roughly  per  person  going  through  this  screening  and 
they  hope  to  pick  up  some  abnormalities  that  might 
not  be  evident. 

They  picked  up  some  in  their  own  personnel,  some 
of  the  first  people  to  go  through  this  thing. 

Dr.  Bethel  requested  endorsement  and  support  of 
the  project. 

Dr.  Robie  indicated  the  existence  of  three  other 
similar  screening  projects  in  North  Carolina  in  Person 
County,  Buncombe  County  and  in  Sylva.  The  project 
in  Sylva  included  EKG  interpretations  by  computer 
hook-up  with  Washington,  D.  C.  Dr.  Robie  requested 
the  inclusion  of  these  three  projects  of  any  motion 
supporting  Dr.  Bethel's  request. 

This  committee  approved  and  wants  you  to  recom- 
mend endorsement  of  the  expanded  Cancer  Clinic 
Multi-Phasic  Screening  Program  in  Wake  County  for 
a  twelve  month  pilot  study  period  and  that  this  en- 
dorsement be  extended  to  the  remaining  three  screen- 
ing program  studies  now  being  conducted  under  the 
ausices  of  the  North  Carolina  State  Board  of  Health, 
Chronic  Disease  Section. 

They're  currently  in  process. 
CHAIRMAN  BEDDINGFIELD:   It's  all  Wake  County? 

DR.  THURSTON:  Oh,  no,  no!  One  in  Wake  County, 
one  in  Person  County,  and  one  up  in  Sylva  and  Dr. 
Jones  can  tell  us  where  the  fourth  is. 

DR.  BURNS  JONES:   Buncombe  County. 

CHAIRMAN  BEDDINGFIELD:  Another  question 
from  the  Chair. 

Did  Dr.  Bethel  indicate  whether  or  not  this  project 
had  been  sent  to  the  Wake  County  Medical  Society? 
I  wonder  if  any  of  the  members  from  Wake  might 
know. 

SECRETARY  STYRON:    I  think  not. 

DR.  THURSTON:  You  see  the  cancer  section  has 
been  implemented  and  we  certainly  would  defer  to 
Wake  County  to  make  this  decision,  if  and  when  the 
Wake  Society  acts  on  this.  I  think  that  should  be  a 
part  of  it  if  someone  wants  to  put  that  in  a  motion. 

DR.  RAPER:  I'd  like  to  ask  a  question! 

CHAIRMAN  BEDDINGFIELD:   Dr.   Raper! 

DR.  RAPER:  Is  this  screening  open  to  any  person? 

DR.  THURSTON:  They  want  to  take  about  25  a 
week. 

SECRETARY  STYRON:  It's  open  to  anyone  who 
wants  to  go. 

DR.   RAPER:    At  no  cost? 

DR.  THURSTON:   At  no  cost. 

DR.  RAPER:  What  are  you  going  to  leave  for  the 
internist  to  do  on  physical  examination? 


DR.  THURSTON:  This  was  going  to  be  a  supple- 
ment to  the  internist.  Your  point  is  well  taken,  of 
course,  and  we  could  spend  a  little  time  on  it. 

CHAIRMAN  BEDDINGFIELD:  Is  there  other  dis- 
cussion? 

DR.  STUCKEY:  Would  you  describe  again  what  was 
done  in  this  screening  test  because  I  want  to  use 
some  in  my  office,  if  there  is  a  successful  cancer 
screening  technique?  I  want  to  know  about  it  myself! 
CHAIRMAN  BEDDINGFIELD:  May  I  correct  that. 
I  think  what  we're  talking  about,  this  is  adding  certain 
blood  chemistries  using  an  auto-analyzer  to  supple- 
ment cancer  screening  as  it  is  now  done  in  cancer 
clinics.  Am  I  not  right? 

DR.  THURSTON:   Yes. 

CHAIRMAN  BEDDINGFIELD:  Certain  blood  chem- 
istries done  on  an  auto-analyzer  would  be  added  to 
parameters  that  are  being  measured  now  when  people 
go  through  this  clinic. 

Right  now,  for  example,  they've  been  able  to  get 
a  chest  x-ray,  a  Pap  smear,  rectal  and  so  forth  and 
now  they  would  add  certain  blood  chemistries  from 
a  single  specimen  of  blood. 

SECRETARY  STYRON:  I'd  like  to  know  what  the 
various  tests  are  going  to  be. 

DR.  THURSTON:  They  were  going  to  do  this  12-bio 
test,  the  thing  we  talked  about  doing  for  doctors  at  the 
annual  meeting  of  the  AMA  four  or  five  years  ago. 

They're  going  to  run  the  serum  profile  and  that,  I 
believe,  is  the  blood  sugar,  MPM,  cholesterol,  uric 
acid  I  believe,  roughly. 

CHAIRMAN  BEDDINGFIELD:  I  speak  from  the 
Chair,  but  I'd  like  to  comment  briefly  on  this  because 
I  was  in  on  another  meeting  the  other  day  to  discuss 
this  because  the  proposal  has  come  from  Charlotte  for 
such  a  thing,  too,  and  they  applied  for  some  funds 
from  the  Governor's  Council  on  Aging  for  a  grant  to 
implement  this,  but  they  applied  without  having  gone 
through  the  channels.  No  sanction  had  been  sought, 
as  far  as  we  could  determine,  from  the  local  health 
department  or  from  the  Mecklenburg  Medical  Society 
or  from  the  State  Medical  Society  and  their  request  was 
held  in  abeyance  because  of  this,  because  funds  were 
not  granted  and  I  think,  if  the  Chair  may  offer  the 
suggestion,  that  if  we  endorse  this  idea,  it  ought  to 
have  a  condition  that  the  project  is  endorsed  by  Wake 
County  since  it  occurs  in  their  bailiwick. 

DR.  THURSTON:  I'm  sure  this  is  essentially  what 
the  Board  of  Health  reported,  but  I  don't  know  for 
a  fact  that  this  has  been  done. 

SECRETARY  STYRON:  One  of  the  problems  one 
runs  into  with  this  sort  of  thing  is  that  a  certain  amount 
of  dissatisfaction  all  around  results. 

I  remember  very  recently  a  32  year  old  man  came 
into  my  office  who  had  gone  to  the  Public  Health  De- 
partment because  he  simply  didn't  feel  well  and  they 
gave  him  a  battery  of  vaccinations,  including  small- 
pox and  typhoid  and  tetanus:  did  a  chestx-ray;  did 
a  urine  specimen  and  blood  sugar  and  said,  "Well,  now 
what  you  need  is  a  doctor!  We  can't  help  you". 

Then  he  came  to  our  office.  I  don't  deny  this  was 
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good  for  the  boy,  but  this  was  not  what  he  was  looking 
for  and  basically,  what  he  was  looking  for  was  a  new 
set  of  teeth  because  some  of  his  teeth  had  recently 
been  removed,  because  he  was  perfectly  normal  phy- 
sically. 

One  of  the  problems  of  such  a  study  is  that  it  does 
lack  continuity  because  there's  no  follow-up. 

The  fellow  is  advised  but  this  is  not  necessarily 
true,  but  advice  about  what  to  do  about  abnormal  find- 
ing is  based  on  their  suggestion  that  the  patient  seek 
out  his  own  physician,  who  in  turn  is  somewhat  re- 
stricted in  what  he  can  do. 

I  think  effects  vary  significantly  with  the  economics 
of  the  physician's  office  operation.  Very  commonly  his 
professional  fees  are  lower  because  of  other  studies — 
laboratory  studies,  x-ray,  etcetera. 

Commonly  if  one  has  a  patient  who  comes  to  the 
physician's  office  who  has  signs  of  emphysema,  lower 
diaphragms,  etcetera,  who  has  been  given  a  normal 
x-ray  report,  normal  in  terms  of  the  absence  of  tuber- 
culosis, but  not  basically  a  definitive  report— just  posi- 
tive or  negative,  but  not  basically  a  definitive  report 
on  the  chest  x-ray  because  the  patient  should  have  this 
and  have  it  explained  to  him. 

So,  I  think  this  is  something  that  the  Council  ought  to 
consider  very  seriously  before  it  takes  a  vote,  par- 
ticularly in  view  of  the  fact  we  don't  know  basically 
what  they  intend  to  do. 

This  may  be  a  multi-phasic  study  including  electro- 
lytes, bilirubin,  SGOT,  serum  protein,  ad  infinitum, 
to  the  point  that  the  expansion  of  these  studies,  will 
make  the  physicians'  laboratory,  in  many  instances, 
particularly  among  internists  and  general  practitioners 
and  so  on,  wfl]  make  this  laboratory  unnecessary  and 
yet  the  figures  he  gets  are  not  completely  acceptable 
either. 

DR.  THURSTON:  Another  thing,  it  did  include  EKG 
interpretation  with  telephonic  hook-up  with  Washing- 
ton. This  is  part  of  the  Appalachian  program  in  Sylva 
which  included  EKG. 

CHAIRMAN  BEDDINGFIELD:  We're  discussing  still 
the  recommendation  presented.  There  has  been  no  mo- 
tion. Do  you  wish  to  continue  discussion? 

DR.  STUCKEY:  This  is  to  me  a  backwards  approach 
about  finding  out  information.  I  believe  the  chest  x-ray 
is  to  find  out  tuberculosis,  heart  disease  and  lung 
cancer  because  that's  a  pretty  well  established  tech- 
nique, but  to  do  a  group  of  unrelated  tests  upon  a 
person  gives  that  person  a  sense  of  health  security  and 
also  undermines  continuous  and  coordinated  medical 
efforts. 

I  believe  we're  still  taught  in  medical  school  an  ex- 
amination depends  on  history  and  physical  and  labora- 
tory tests  before  you  arrive  at  a  diagnosis. 

In  this  way,  a  person  is  told.  "Your  lungs  are  good!" 
and  that's  all  he  knows,  but  that's  encouraging  to  him 
and  he  says,  "I'm  okay!  My  lungs  are  all  right". 

But,  he's  not  completing  with  a  doctor  as  your  pa- 
tient did,  to  be  examined  by  a  doctor  in  order  to  ar- 
rive at  an  evaluation  and  diagnosis  and  I  would  like 
to  suggest   or  make   a  motion   that   such   a   program 


as  this— which  may  be  increasing  all  the  way  along. 
It's  getting  contagious— with  diabetic  and  cancer,  tuber- 
culosis, etcetera— but  I  think  we  should  take  the  idea 
of  keeping  the  patient's  care  to  the  practicing  physician 
by  having  this  as  an  auxiliary  service  available  to  doc- 
tors, available  to  them  upon  recommendation  after 
he's  seen  the  patient  and  has  a  desire  to  examine 
him. 

This  is  a  suggestion,  not  a  motion. 

CHAIRMAN  BEDDINGFIELD:  Is  there  any  further 
discussion? 

DR.  GLASSON:  I'd  like  to  ask  do  we  have  specific 
information  as  to  what  the  traditional  tests  are? 

DR.  THURSTON:  Well,  maybe  Bob  Prichard— 

DR.  ROBERT  W.  PRICHARD  [Editor,  North  Caro- 
lina Medical  Journal):  Well,  there  are  two  different 
types. 

There's  this  SIMA  12  automatic  screening  machine 
used  in  the  hospitals  and  the  screening  model  and  if 
this  is,  as  I  assume  it  is,  the  screening  model,  then 
they  do  BUN,  sugar,  bilirubin,  serum  protein,  albumin 
and  alkaline  phosphatase  and  SGOT  calcium,  LBH, 
uric  acid,  cholesterol,  phosphorous. 

DR.  GLASSON:  This  is  in  connection  with  cancer 
screening? 

DR.  PRICHARD:  No,  this  is  intended  for  general 
health   screening. 

DR.  GLASSON:   I  thought  this  was  for  cancer. 

DR.  THURSTON:  Well,  they  want  to  attach  it  to 
a  cancer  clinic  as  an  addition  because  this  was  not 
available  in  Person  County,  other  than  in  the  health 
department.  I  know  it  was  approved  in  Person.  I 
gather  in  Sylva,  too,  and  I  don't  know  about  Buncombe 
County,  but  I  know  he  wanted  to  put  this  additional 
thing  in  and  try  that  out  for  a  one  year  period  and 
see  what  they  came  up  with.  He  can  come  back.  He 
can  come  to  our  meeting  in  February  and  delay  it  for 
a  few  months  and  report  in  person  what  he  has  in 
mind. 

CHAIRMAN  BEDDINGFIELD:  I  don't  know  how- 
many  of  you  read  the  magazine,  "Issues  in  Medicine", 
but  just  a  few  months  ago  this  was  debated  and  there 
were  valid  points  made  on  both  sides  about  how  much 
unsuspected  diseases  are  detected  by  these  screening 
analyzers  and  the  opposing  viewpoint  represented  what 
Dr.  Stuckey  said. 

I've  been  through  the  AMA  session  (tests)  twice  and 
the  first  time  I  went  through  they  discovered  an 
elevated  uric  acid  and  there  was  a  follow-up,  two 
follow-up  letters  wanting  to  know  if  I'd  been  to  any- 
body else  and  seen  about  it  and  if  I'd  had  a  repeat  uric 
acid  done  and  what  was  it. 

So  they  were  re-eveluating  the  effectiveness  of  the 
program  and  this  was  published  in  the  AMA  Journal  on 
how  many  physicians  had  engaged  and  followed  up  on 
previously  unsuspected  abnormalities  they  could  de- 
tect. 

DR.  GLASSON:  I  think  we  could  go  on  and  on  for, 
a  long  time  this  afternoon  on  screening  programs  and 
I  think  the  screening  programs  are  in  operation  and 
they're    effective    in    many    areas— athletic    screening, 
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also,  which  is  one  of  the  big  ones,  so  we  have  the 
same  question  for  practicing  doctors,  "Are  you  doing 
an  annual  physical  on  this  footbal  player,  or  taking 
it  away  from  my  office,  or  aren't  you?" 

The  problem  you  get  into,  if  the  job  doesn't  get  done 
on  a  large  number  of  people,  if  you  rely  on  individuals 
to  take  care  of  their  own  health  problems,  and  the 
football  coach  can't  get  his  whole  team  examined,  if 
you  allow  each  individual  to  go  to  his  own  doctor  and 
pay  for  this  physical  examination,  so  we  do  these  things 
as  community  service  and  I  think  we  have  to  measure 
the  merit  of  the  proposal  in  terms  of  the  health  of  our 
patients  and  what  are  we  doing  for  the  health  in  gen- 
eral of  the  population  and  I  think  it's  neither  a  black 
nor  white  situation. 

But,  I  would  make  a  motion  that  we  request  further 
information  from  the  proposer  of  these  tests  and  that 
he  come  back  with  specific  information  on  what  they 
propose  to  do  and  that  we  defer  it  for  the  moment. 

CHAIRMAN  BEDDINGFIELD:  You've  heard  Dr. 
Glasson's  motion.  Is  there  a  second? 

DR.  STUCKEY:  Second. 

DR.  SHAFFNER:  May  I  ask,  Dr.  Glasson,  at  the 
same  time  they  present  it  to  the  Wake  County  Society? 

DR.  GLASSON:  Yes,  I'll  be  glad  to  add  that,  with 
their  consent. 

DR.  STUCKEY:  Could  Dr.  Burns  Jones  make  a  state- 
ment? 

CHAIRMAN  BEDDINGFIELD:  I'll  open  the  floor  for 
discussion  and  recognize  Dr.  Burns  Jones. 

DR.  BURNS  JONES:  I  don't  really  have  much  to 
contribute,  Mr.  Chairman.  This  is,  as  you  say,  a  sort 
of  walk-in  pilot  study  to  discover  feasibility  and  the 
unit  cost  of  such  examination  and  I  think  one  of  the 
factors  that  would  be  investigated  is  the  prevalence  of 
follow-up,  how  many  people  do  in  fact  seek  medical 
care  for  abnormalities  found  on  Pap  tests  and  other 
screening  tests. 

This  is  simply  an  attempt  to  expand  the  presympto- 
matic  screening  operation  so  that  disease  can  be  found 
and  referred  to  the  practicing  physician  prior  to  the 
development  of  acute  symptoms. 

One  of  the  things  discussed  was  that  this  was  not 
necessarily  a  health  department  operation,  in  the 
sense  that  this  is  a  convenient  place  to  do  it,  but 
it's  feasible,  for  example,  that  such  a  population 
screening  device  might  be  in  a  community  hospital, 
for  example,  or  in  a  panel  of  physicians'  office,  or 
something  like  that. 

This  is  simply  intended  to  be  a  pilot  cost  study  as 
much  as  anything. 

CHAIRMAN  BEDDINGFIELD:    Thank  you. 

Is  there  further  discussion  on  the  motion? 
[No  response] 

If  not,  all  in  favor  of  the  motion  say  "aye";  all  op- 
posed "no". 

So  be  it! 

Proceed,  Dr.  Thurston! 

DR.  THURSTON:  A  further  proposal  is: 

As  a  public  health  measure,  the  Chronic  Illness  Com- 
mittee endorses  the  preventive  use  of  Isoniazid  in  those 


situations  where  in  the  opinion  of  the  individual's  phy- 
sician or  one  or  more  physicians  experience  in  tuber- 
culosis such  would  be  in  the  best  interests  of  the  health 
of  the  individual,  his  family  or  community  from  the 
point  of  view  of  preventing  further  spread  of  infection. 
Those  included  may  fall  into  one  of  the  following 
groups: 

1 )  Infants  and  young  children  with  a  history  of  house- 
hold exposure  to  an  infectious  case  of  tuberculosis. 

2>  Recent  close  household  older  child  and  adult  con- 
tacts of  an  infectious  case  of  tuberculosis  who  have 
significant  tuberculin  hypersensitivity. 

3>  Previously  untreated  children  six  years  of  age  and 
under  who  have  significant  tuberculin  hypersensitivity. 

4)  Known  recent  tuberculin  converters  of  any  age 
who  have  significant  tuberculin  hypersensitivity. 

5)  Certain  medical  situations  involving  uncontrolled 
diabetes  mellitus,  silicosis  and  those  with  peptic  ulcer 
about  to  undergo  gastrectomy  where  the  patient  has 
significant  tuberculin  hypersensitivity  and  for  those  who 
are  placed  on  corticosteroid  therapy. 

6)  Certain  previously  untreated  or  inadequately 
treated  inactive  or  quiescent  cases  of  tuberculosis. 

This  proposal  should  receive  the  consideration  and 
endorsement  of  local  medical  societies,   with  a  note: 

1  (Significant  tuberculin  hypersensitivity  in  relation 
to  the  foregoing  may  be  defined  as  at  least  10-15  mil- 
limeters greater  in  duration  after  48-96  hours  following 
the  intradermal  injection  of  0.1  cc  (0.0001  milligrams  or 
5  T.U.)  intermediate  strength  PPD-S. 

2)  Tuberculin  hypersensitivity  is  subject  to  varia- 
tion due  to  a  number  of  factors  including  increasing 
age  in  spite  of  the  presence  of  infection  or  disease, 
tuberculosis  or  otherwise. 

Results  should,  therefore,  always  be  interpreted  with 
caution,  with  full  evaluation  of  history  and  necessary 
clinical,  radiological  and/or  bacteriological  investiga- 
tion. 

I  think  that's  just  for  information  on  that. 

CHAIRMAN  BEDDINGFIELD:  I  take  it,  therefore, 
that  the  Chronic  Illness  Committee  does  recommend 
the  endorsement  of  this  use  of  Isoniazid,  is  that  it? 

DR.  THURSTON:  That's  right.  If  you  think  the 
patient  needs  it,  you  go  ahead  and  you  proceed  with 
this  type  of  schedule. 

CHAIRMAN  BEDDINGFIELD:   Do  I  hear  a  motion? 

DR.  STUCKEY:  I  move  we  endorse  it. 

DR.  SHAFFNER:    Second. 

CHAIRMAN  BEDDINGFIELD:  It  has  been  moved 
and  seconded  that  we  endorse  this  proposal.  Is  there 
discussion?  [No  response] 

If  not,  all  in  favor  say  "aye":  opposed  "no". 

So  be  it! 

DR.  THURSTON:  I  believe  we  come  back  then  to 
this  Discharge-Referral  form  which  you've  seen  and 
some  of  you  may  have  obtained  copies. 

Some  have  made  some  additions,  with  some  minor 
changes  suggested.  The  State  Board  of  Health  got  this 
up. 

When  this  was  finally  gotten  together  a  number  was 


MINUTES    OF    THE    EXECUTIVE    COUNCIL 


101 


put  on  there  so  you  could  obtain  additional  copies  and 
it  is  hoped  that  this  will  be  useful. 

The  idea  was  to  make  it  up  in  four  or  five  copies 
so  as  to  save  time  and  you  could  obtain  one  for  your 
office,  one  for  the  hospital  he's  going  to,  one  for  the 
patient  to  carry  with  him  and  if  it  has  the  correct 
identification  of  patient  information  on  it,  also  it  could 
be  used  in  other  ways  probably. 

You've  seen  this  before. 

CHAIRMAN  BEDDINGFIELD:  I  understand  this  has 
already  been  approved. 

DR.  THURSTON:  Yes,  it  has  been  approved  and  is 
just  for  information  and  if  anybody  has  any  sugges- 
tions just  get  in  touch  with  Dr.  Scurletis  at  the  State 
Board  of  Health. 

CHAIRMAN  BEDDINGFIELD:  I  don't  believe  there's 
any  action  necessary  on  that  and  you'll  proceed  with 
your  report. 

DR.  THURSTON:  Next  is  the  Committee  on  Family 
and  Marriage  Counseling. 

They  have  some  suggestions  as  to  a  speaker  for  the 
State  Medical  Society  meeting  in  May  of  1968.  It  has 
been  passed  on  to  the  appropriate  committee. 

The  main  discussion  was  around  this  new  commission 
to  be  formed  by  Governor  Moore  which  is  going  to  be 
announced  next  week,  which  includes  medical  person- 
nel. 

Dr.  Rachel  Davis  is  quite  elated  about  this  because 
this  is  a  culmination  of  about  three  or  four  years 
work  on  the  establishment  of  such  a  commission. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Thurston,  I  be- 
lieve you  referred  this  for  information. 

DR.  THURSTON:  This  is  an  area  of  the  Public 
Service,  so  maybe  you  could  include  Public  Service 
in  your  Foundation.  Maybe  we  could  put  that  on  the 
agenda! 

Next,  Maternal  Health. 

Dr.  May  pointed  out  that  very  few  doctors  know 
what  the  specific  provision  are  in  the  law  in  amended 
Article  II,  Chapter  14  of  the  General  Statutes  relating 
to  abortion  and  kindred  offenses.  That  is  being  dis- 
tributed to  you  now. 

I  think  most  of  you  are  familiar  with  the  general 
provisions  of  that,  and  we  don't  want  to  discuss  this. 
We  just  wanted  to  distribute  it  so  you  would  know 
what  actually  is  in  the  law. 

This  is  just  to  be  received  as  information. 

We  also  have  approved  the  Certificate  of  Live  Birth, 
Certificate  of  Death  and  Certificiate  of  Fetal  Death 
and  that  also  is  for  your  information.  I  don't  think 
that  requires  any  action  at  this  time. 

Then  the  question  came  up  from  the  State  Board 
of  Health— the  same  question  that  was  referred  to 
legal  counsel— about  the  nurses  and  what  they  were 
able  to  do  in  taking  Pap  smears  and  inserting  intra- 
uterine devices. 

It  was  the  sense  of  this  committee,  just  as  you  did, 
the  nurses  could  not  prescribe  medicine  or  perform 
any  medical  procedures  other  than  under  the  direct 
supervision  of  a  licensed  physician  and  that  it  is  ob- 
vious  that   the   Public   Health   Nurse   would   have   no 


jurisdiction  to  perform  either  of  the  medical  services 
mentioned  above  other  than  under  the  direct  super- 
vision of  a  licensed  physician. 

This  was  just  nailing  down  what  we  had  discussed 
earlier. 

It  did  have  an  extra  provision  that  Dr.  May  wishes 
to  come  back  and  report  at  the  January  meeting  on 
their  efforts  to  find  out  about  the  training  of  obstetrical 
assistants,  as  is  being  practiced  in  certain  other  areas 
of  the  country. 

Then,  again,  through  these  committees  came  out 
ways  to  expedite  work  in  your  office  and  hospitals 
and  we  think  the  training  of  certain  assistants,  just 
as  you  can  delegate  things  to  nurses  under  your  super- 
vision; this  way  we  can  extend  our  usefulness  and 
they  want  to  study  up  on  this  method  of  training,  at 
perhaps  the  three  medical  schools  who  will  train  people 
to  help  you  at  your  local  hospital  in  performing  cer- 
tain obstetrical  functions. 

A  short  report  from  the  Committee  on  Medicine  and 
Religion. 

They  just  want  you  to  know  they're  planning  a 
Workshop  for  County  Medicine  and  Religion  Chairmen 
on  Friday  afternoon,  January  26,  1968  prior  to  the  Of- 
ficers' Conference. 

Committee  on  Mental  Health. 

They  have  a  pamphlet  they  wanted  to  obtain  your 
approval  on,  one  circulated  in  the  folder  about  "The 
Physician  and  His  Two  Roles  in  Mental  Health". 

You  may  have  had  a  chance  to  peruse  that.  If  not, 
it's  just  an  outline  of  some  of  the  psychiatric  functions 
of  general  practice. 

I'll  skip  on  a  minute  and  say  they  want  the  Medical 
Society  to  co-sponsor  the  Annual  Meeting  of  the  North 
Carolina  Mental  Health  Association  to  be  held  on 
March  7-8,  1968  in  Winston-Salem. 

That  would  just  be  a  matter  of  the  Society  giving 
a  little  recognition  of  the  groups  participating  in  that. 

CHAIRMAN  BEDDINGFIELD:  I  would  rule  that 
these  two  proposals  should  be  considered  separately. 

The  first  one  that  you  referred  to  is  the  memorandum 
that  was  mailed  to  you  with  your  Executive  Council 
agenda  and  it  was  a  suggested  brochure  which  had 
been  adopted  by  the  North  Carolina  Mental  Health 
Association  who  also  recommended  it  be  endorsed  by 
the  Committee  on  Mental  Health  of  the  Society  and 
simply  describes  the  role  of  the  physician  on  mental 
health. 

I  don't  know  how  many  of  you  have  read  it. 

Any  questions  about  it? 

DR.  GLASSON:  I  move  it  be  approved. 

DR.  GARRARD:   Second. 

CHAIRMAN  BEDDINGFIELD:   Discussion? 

DR.  SHAFFNER:  Is  there  any  expense  to  the  Society 
concerning  this  pamphlet? 

DR.  THURSTON:  They  thought  it  might  go  out 
with  the  Public  Relations  Bulletin.  It  was  not  contem- 
plated being  printed  as  a  separate  pamphlet,  but 
through  the  general  dissemination  to  the  Society— the 
Public  Relations  Bulletin  possibly. 

DR.  GLASSON:  I  move  that  the  content  be  approved. 
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CHAIRMAN  BEDDINGFIELD:  The  motion  has  been 
amended,  as  you  have  heard,  that  the  content  be  ap- 
proved. Does  the  seconder  accept? 

DR.  GARRARD:   Yes. 

CHAIRMAN  BEDDINGFIELD:  The  seconder  has  ac- 
cepted the  amended  motion. 

All  in  favor  say  "aye":   opposed  "no". 

So  be  it! 

The  second  proposal,  as  I  understand  it,  was  that 
the  Medical  Society  join  in  the  sponsorship  of  the 
Annual  Session  of  the  North  Carolina  Mental  Health 
Association,  at  no  cost  to  the  Medical  Society. 

Do  I  hear  a  motion  on  this? 

DR.  STUCKEY:  So  moved. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Stuckey  moves. 
Is  there  a  second? 

DR.  JONES:   Second. 

CHAIRMAN  BEDDINGFIELD:  All  those  in  favor  say 
"aye";  opposed. 

So  be  it! 

DR.  THURSTON:  There  was  a  third  item  that  would 
require  a  vote.  They  wanted  approval  of  implementa- 
tion of  the  Telephone  Consultation  Project  of  the  Uni- 
versity of  North  Carolina,  Department  of  Psychiatry. 

They  want  to  get  a  reverse  WATS  line  for  review 
on  consultations  with  any  of  you. 

The  idea  is  to  keep  one  line  clear  and  that  would 
be  for  incoming'  calls  from  physicians  that  would  want 
a  consultation  on  a  psychiatric  patient  in  your  office 
and  they  would  implement  this  so  that  they  can  guar- 
antee they  can  give  an  answer,  yes  or  no,  they  would 
see  this  patient  at  a  certain  time  or  to  refer  him  to 
someone  whom  they  might  know  who  might  be  a  little 
closer  geographically  to  you  at  that  time. 

Again,  they  want  to  study  this  type  of  operation  to 
see  if  they  can  aid  the  referral. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Thurston  and  I 
have  had  some  discussion  on  this  and  in  view  of  what 
you  said,  Dr.  Ross,  it's  the  plan  to  develop  a  system 
where  they  have  it  as  they  do  at  Duke  or  the  Poison 
Control  Center  where  there  would  be  a  duty  roster 
and  the  psychiatrist  would  have  the  duty  on  a  given 
day  or  a  given  week  and  be  available  to  receive  all 
incoming  calls  for  staff  telephone  consultation,  as  a 
trial  project. 

DR.  THURSTON:   There's  no  cost  to  the  Society. 

DR.  GLASSON:  I  move  it  be  approved. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Glasson  moves 
it  be  approved.  Is  there  a  second? 

DR.  WELTON:    Second. 

CHAIRMAN  BEDDINGFIELD:  Any  further  discus- 
sion?  [No  response] 

If  not,  all  in  favor  say  "aye";   opposed  "no". 

It's  approved. 

DR.  THURSTON:  The  Committee  on  Occupational 
Health  met  this  year.  We've  had  a  lot  of  work  to  be 
done  in  this  area.  It  has  been  dragging  a  little  bit 
the  past  two  or  three  years. 

They  want  to  investigate  the  feasibility  of  doing 
some  work  with  the  smaller  businesses  in  this  State,  em- 
ploying less  than  a  hundred  persons. 


They  have  no  specific  proposal,  but  they  want  to 
evaluate  this  and  report  back  to  us  in  January. 

Let  me  now  come  to  School  Health. 

They  want  us  to  take  cognizance  of  the  fact  that 
the  Governor  has  appointed  a  Blue  Ribbon  Committee 
on  Education.  It  may  be  of  interest  for  you  to  know 
that  Dr.  Amos  Johnson  is  a  member  of  such  committee 
and  while  the  Mental  Health  people  have  communi- 
cated directly  with  the  Governor  on  the  appointment 
of  this  committee,  they  would  like  whatever  communi- 
cation they  have  to  come  through  the  Medical  Society 
through  this  Council  and  possibly  through  Amos  John- 
son before  any  implementation  or  publicity  was  given 
to  it. 

They  would  like  to  be  counted  in  on  anything  that 
they  could  do  to  improve  the  relationship  between 
this  Society  and  school  officials,  mainly  in  Raleigh. 

So  this  proposal  could  be  worded  by  "Daddy"  Ross 
and  Amos  Johnson. 

CHAIRMAN  BEDDINGFIELD:  So  this  requires  no 
action? 

DR.  THURSTON:  No  action. 

CHAIRMAN  BEDDINGFIELD:  Is  there  any  other 
report  from  your  Commission? 

DR.  THURSTON:  They  do  have  this  business  of  the 
forms  which  I  wanted  to  bring  up. 

DR.  SHAFFNER:  Mr.  President,  as  I  remember  the 
House  of  Delegates  didn't  act  because  they  hadn't 
received  the  form.  In  light  of  what  you  say.  I  would 
suggest  that  this  form  be  turned  over  to  Mr.  Anderson 
for  him  to  check  on  liability  and  then  report  at  the 
next  meeting  and  then  we  can  decide  on  how  to  act. 

CHAIRMAN  BEDDINGFIELD:  The  Chair  will  so 
direct  that  this  matter  be  disposed  of  in  that  manner. 

DR.  THURSTON:  I  believe  that's  all  we  have.  I 
think  that  would  complete  the  report  of  our  Commission. 

CHAIRMAN  BEDDINGFIELD:    Thank  you. 

Do  I  hear  a  motion  that  the  Commissioner's  report  be 
accepted  in  its  entirety? 

DR.  CUTCHIN:  So  moved. 

DR.  JONES:  Second. 

CHAIRMAN  BEDDINGFIELD:  All  those  in  favor  say 
"aye";  opposed  "no". 

So  be  it! 

I  might  point  out  that  Dr.  May  did  ask  that  we  point 
out  the  main  purpose  in  disseminating  the  copies  of 
the  abortion  law  had  to  do  with  the  word  "examined" 
in  the  next  to  the  last  paragraph  on  the  first  page. 

He  felt  this  was  very  important,  particularly  to  the 
gynecologists  or  any  physicians  who  might  be  involved 
in  such  a  claim  where  it  says: 

Only  after  three  doctors  of  medicine  not  engaged 
jointly  in  private  practice,  one  of  whom  shall  be 
the  person  performing  the  abortion,  shall  have  ex- 
amined said  woman  and  certified  in  writing  the 
circumstances  which  they  believe  to  justify  the 
abortion  .  .  . 

So  this  implies  more  than  simply  signing  someone's 
consultation  form.  He  felt  that  should  be  pointed  out. 

We  come  next  then  to  the  Commissioner  for  the 
Professional  Service  Commission,  Dr.  Cutchin. 
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Dr.  Cutchin! 

DR.  CUTCHIN:  First,  there's  one  matter  of  action  I 
think  should  be  taken  up  by  the  Council  relative  to  a 
report  that  I  made  at  the  last  Council  meeting  which 
was  passed  on  and  passed  to  the  House  of  Delegates, 
referred  to  a  Reference  Committee  and  passed  back 
to  the  House  of  Delegates  and  was  passed  there,  and 
it  was  an  error  on  my  part  on  which  I  was  called  to 
ask  in  a  nice  way  by  the  Blue  Shield  Committee  at  a 
subsequent  meeting. 

Now,  I  would  like  to  rectify  this  error.  If  possible, 
I  will  not  go  into  all  the  details  that  preceded  this, 
except  to  say  at  that  particular  time  there  was  a 
question  about  signing  claim  forms  for  Blue  Cross- 
Blue  Shield  blanks  and  who  the  money  was  to  be 
paid  to.  If  an  individual  had  signed  a  claim  form  would 
it  be  paid  into  a  trust  fund,  pool,  etcetera. 

I  recommended  and  a  motion  was  made  and  passed 
(in  Committee)  that  the  Council  pass  a  motion  to  the 
effect  that  they  recommend  to  the  House  of  Dele- 
gates that  they  approve  the  action  of  the  Blue  Shield 
Committee  in  their  summary  of  a  meeting  last  week 
in  that  individual  physicians  should  sign  claim  forms 
for  services  personally  rendered  or  supervised  and  that 
individual  physicians  should  receive  checks  in  their 
name  for  such  services. 

This  went  through  the  usual  channels  and  was  ap- 
proved by  the  House  of  Delegates  at  the  last  meeting. 

I  did  not  have  the  minutes  of  the  Blue  Shield  Com- 
mittee when  I  made  that  recommendation.  I  only  made 
the  first  part  of  their  recommendation  and  therefore 
it  should  be  corrected. 

The  end  of  the  minutes  in  this  connection  states: 
However,  the  Blue  Shield  Committee  did  not 
wish  to  authorize  Blue  Shield  payments  into  pool 
funds  and  requested  the  Association  to  reimburse 
directly  and  only  to  private  fee  basis  physicians 
who  certify  that  they  are  billing  for  services  per- 
sonally provided,  which  is  what  we  covered. 

Their  (committee)  motion  was  as  follows: 

It  was  agreed  that  any  request  to  assign  profes- 
sional fees  to  other  parties  or  funds,  or  requests  for 
special  payment  procedures  which  are  legal  and 
ethical,  will  be  considered  individually  as  they  arise. 

Therefore,  I  suggest  that  this  motion  which  they 
passed  be  implemented  as  part  of  the  original  motion. 

CHAIRMAN  BEDDINGFIELD:  As  the  Chair  under- 
stands it,  each  physician  will  still  have  to  sign,  or 
cause  to  be  signed,  his  individual  claim  forms. 

DR.  CUTCHIN:  He  or  his  legally  designated  signer. 

CHAIRMAN  BEDDINGFIELD:  For  services  he  has 
individually  rendered  or  supervised.  Then  the  check 
will  be  written  to  him,  unless  there  is  an  agreement 
with  the  Association  that  he  be  paid  otherwise. 

Do  I  hear  a  motion  that  we  endorse  this  updating 
of  the  Blue  Shield  Committee's  proposal? 

DR.  WELTON:   I  so  move. 

DR.  SHAFFNER:   Second. 

CHAIRMAN     BEDDINGFIELD:      Discussion?      [No 
response] 
If  not,  all  in  favor  say  "aye":  opposed  "no". 


So  be  it! 

DR.  CUTCHIN:  Relative  to  the  item  listed  on  the 
agenda,  I  was  requested  to  bring  to  this  body  a  ques- 
tion which  is  relative  to  an  appointment  card  which 
is  distributed  upon  request  by  the  Blues  organization 
for  the  voluntary  use  of  physicians. 

On  the  back  of  this  is  an  advertisement,  so  to  speak, 
of  the  Plan  you  request  this  card  from. 

The  question  that  was  posed  to  me  as  Commis- 
sioner is,  is  it  ethical? 

This  was  brought  out  in  view  of  the  fact  that  in 
recent  years,  I  think  the  AMA  has  issued  the  rule 
that  the  use  of  prescription  blanks  for  advertising  is 
unethical. 

The  question  I'm  appealing  for  an  answer  to  is 
that  is  the  use  of  this  card  voluntarily  by  physicians 
unethical  practice? 

The  Blue  Shield  Committee  did  not  think  this  would 
end  their  problems  and  they  did  make  one  statement 
to  the  effect  as  follows: 

Patient  Appointment  Cards  supplied  to  physicians 
by  Blue  Cross/Blue  Shield  Plans: 

The  Committee  noted  that  this  practice  was 
sanctioned  by  the  Blue  Shield  Committee  in  the 
mid-1950's  in  support  of  voluntary  health  insurance. 
The  cards  are  issued  only  on  an  individual  physi- 
cian request. 

The  Committee  voted  six-to-one  in  favor  of  sup- 
porting this  project  unless  and  until  the  Executive 
Council  rules  otherwise. 
CHAIRMAN    BEDDINGFIELD:    You've    heard    this 
proposal— 

DR.  CUTCHIN:  I  might  point  out  that  Blue  Plans 
have  no  strong  feeling  about  this.  I  was  present  at 
the  Blue  Shield  Committee  meeting  and  they  said  they 
had  done  this  for  years  and  saw  it  as  a  burden  on  their 
printing  department,  but  they  think  they  would  con- 
tinue it  if  the  doctors  wanted  it. 

DR.  WELTON:  Would  you  request  him  to  read 
what's  on  the  back? 

CHAIRMAN  BEDDINGFIELD:  It  has  been  requested. 
Dr.  Cutchin,  that  you  read  the  commercial! 
DR.  CUTCHIN:  On  the  backside  of  the  card  it  says, 
The  doctors  and  hospitals  of  North  Carolina  spon- 
sor and  endorse  Blue  Cross/Blue  Shield,   Hospital 
Savings  Association,  Chapel  Hill. 

Blue  Cross/Blue  Shield  helps  pay  your  hospital 
and  doctor's  bill.  Hospital  Care  Association,  Dur- 
ham, North  Carolina. 

CHAIRMAN  BEDDINGFIELD:  Is  there  further 
discussion  or  a  motion? 

DR.  SUMMERLIN:  Does  the  committee  have  a 
recommendation  about  this? 

CHAIRMAN  BEDDINGFIELD:  Not  on  the  matter  of 
ethics.  This  was  left  purely  up  to  the  judgment  of  the 
Council  and  was  considered  in  light  of  the  changing 
attitude  toward   prescription  blanks,   etcetera. 
Dr.  Jones! 

DR.  JONES:  The  motion  made,  I  believe,  back  in 
1951  to  do  this,  long  antedated  the  change  in  attitude 
with  reference  to  the  American  Medical  Association. 
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The  opinion  of  the  Judicial  Council,  1964  edition, 
which  I  think  was  the  last,  although  there  may  be  a 
'66,  has  over  the  years  gradually  moved  into  more 
and  more  the  proscription  of  anything  that  could  in 
any  fashion  direct  a  patient  to  secure  services  or 
supplies  by  the  physician. 

I  have  a  feeling  that  this  probably  would  come  under 
the  same  proscription,  although  I  don't  know  whether 
it  has  ever  come  to  the  Judicial  Council. 

CHAIRMAN  BEDDINGFIELD:  Thank  you. 

It  occurs  to  the  Chair  that  perhaps  we  have  two 
alternatives. 

We  could  either  rule  on  this  as  an  Executive  Coun- 
cil which  is  the  judicial  body  for  the  State,  or  we  could 
secure  a  ruling  from  the  AMA  Judicial  Council  by 
submitting  a  specimen  form. 

SECRETARY  STYRON:  Mr.  Chairman,  I  think  the 
endorsement  of  the  use  of  these  cards  by  the  Medical 
Society  would  constitute,  in  my  opinion,  an  unethical 
move  because  it's  actually  a  form  of  advertising  for 
insurance,  which  although  it  may  not  be  profit-mak- 
ing, nevertheless  is  in  competition  with  other  profes- 
sional organizations  who  also  serve  us  well. 

And,  I'm  going  to  move  that  the  Council  go  on  record 
as  disapproving,  in  essence,  the  continued  use  of  this 
or  similar  forms. 

DR.  GILBERT:   I'll  second  that. 

CHAIRMAN  BEDDINGFIELD:  You've  heard  the  mo- 
tion and  the  second.  Is  there  any  discussion?  [No  re- 
sponse] 

If  not,  all  in  favor  of  the  motion  let  it  be  known 
by  saying  "aye";   all  opposed  "no". 

[The  motion  carried  with  one  dissent.] 

The  "ayes"  have  it. 

Dr.  Cutchin! 

DR.  CUTCHIN:  Now  I  will  continue  with  the  report 
of  the  Blue  Shield  Committee. 

Blue  Shield  Benefits  for  Podiatry  Services: 

The  1967  North  Carolina  State  Legislature  amended 
Chapter  57  of  the  General  Statutes  in  such  manner  that 
the  Blue  Shield  Plans  are  obliged  to  provide  benefits 
for  podiatry  services,  provided  the  service  falls  within 
the  scope  of  the  Podiatry  Licensing  Act  (GS.  90-188), 
and  would  otherwise  be  payable  to  an  M.D. 

Accordingly,  the  North  Carolina  Society  of  Podiatry 
through  its  Appeals  and  Control  Commission,  sub- 
mitted a  list  of  procedures  under  the  format  of  Blue 
Shield  Professional  Service  Index  of  Relative  Values, 
which  they  said  was  applicable  to  podiatry  practice  in 
North  Carolina. 

The  Blue  Shield  Plans  were  not  willing  to  issue 
a  Podiatry  Benefits  Endorsement  without  prior  estab- 
lishment of  the  exact  scope  of  benefits  and  a  schedule 
of  allowance  for  each  class  of  surgical  coverage  which 
could  be  available  to  subscribers  and  podiatrists. 

Accordingly,  the  podiatrists'  submitted  list  of  pro- 
cedures was  referred  by  the  Plans  to  the  Blue  Shield 
Committee  of  the  Medical  Society  for  review  and  ap- 
proval or  rejection. 

Dr.  Bigham  appointed  a  Subcommittee  composed  of 


Drs.  Chalmers  Carr,  Robert  F.  Crouch  and  Dr.  Bigham 
to  study  the  matter. 

The  subcommittee  advised  the  Plans  that  a  number 
of  the  submitted  procedures  were  questionably  appro- 
priate to  the  Podiatry  Licensing  Act. 

The  Plans  so  advised  the  Podiatry  Society  whose 
committee  requested  a  joint  discussion  meeting  with  the 
Blue  Shield  Committee. 

This  meeting  took  place  in  the  afternoon  of  Sep- 
tember 28th.  The  Podiatrists  were  represented  by  five 
practitioners  and  their  attorney,  Mr.  Melville  Brough- 
ton. 

The  Society  was  represented  by  Drs.  Bigham  and 
Carr  of  the  Blue  Shield  Committee  and  Dr.  Edgar  T. 
Beddingfield,  First  Vice  President  and  Chairman  of 
the  Legislative  Committee. 

The  Presidents  of  the  Plans,  Messrs.  Herndon  and 
Crawford  were  present  as  well  as  Mr.  Beeston,  Sec- 
retary of  the  Blue  Shield  Committee. 

The  Physician  representatives  agreed  that  sixty 
of  the  ninety-four  listed  procedures  were  not  con- 
troversial and  were  well  established  as  procedures 
customarily  done  on  an  office  basis  and  in  the  field  of 
podiatry. 

This  list  included  drainage  of  skin  abscesses,  excision 
of  minor  lesions  of  skin  and  subcutaneous  tissue,  su- 
ture of  wounds,  treatment  of  simple  fractures  by  closed 
reduction,  application  of  foot  casts,  etcetera. 

The  physicians  did  not  sanction  approval  of  bene- 
fits for  any  procedure  involving  resection  of  bone  or 
tendon,  or  opening  of  joint  capsule  or  tendon  sheath, 
or  treatment  of  compound  fractures  or  dislocations. 

Objections  to  such  procedures  being  done  by  podia- 
trists were  on  two  grounds: 

1)  The  physicians  did  not  wish  to  sanction  podiatry 
treatment  of  conditions  or  procedures  likely  to  require 
use  of  systemic  drugs.  The  Committee  was  aware  that 
the  North  Carolina  State  Attorney  General  has  ruled 
that  podiatrists  are  entitled  to  prescribe  all  drugs  in- 
cluding narcotics,  but  was  also  aware  that  the  ruling 
has  had  no  court  test. 

2)  The  North  Carolina  State  Podiatry  Licensing  Act 
<GS.  90-188)  authorized  surgical,  medical,  or  mechan- 
ical treatment  of  all  ailments  of  the  human  foot, 
except  the  correction  of  deformities  requiring  the  use 
of  the  knife. 

The  Blue  Shield  Committee  maintained  that  a  de- 
formity may  be  acquired  or  congenital  and  therefore 
the  podiatrists  request  for  Blue  Shield  allowances  for 
radical  bunion  repairs  and  other  procedures  involving 
correction  of  deformities  may  be  outside  the  scope  of 
the  Podiatry  Licensing  Act. 

The  Blue  Shield  Committee  was  also  concerned  with 
the  matter  of  controls,  since  the  fifty  scattered  North 
Carolina  podiatrists  are  not  subject  to  hospital  staff 
regulations,  tissue  committee  controls,  specialty  certi- 
fication, etcetera. 

The  podiatrists  maintained  that  their  "Appeals  and 
Control  Commission"  and  State  Board  of  Examiners 
offered  channels  of  control  against  misuse  of  services, 
exorbitant  charges,  etcetera. 
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The  Committee  recommends  to  the  Council  approval 
of  a  limited  list  of  minor  procedures  for  Blue  Shield 
podiatry  benefits.  The  Committee  also  recommends 
that  the  Council  further  explore  the  matters  of: 

1>  Podiatry  drug  therapy,  and, 

2)  Scope  of  license  through  whatever  channels  are 
deemed  appropriate  by  the  Council. 

PRESIDENT  ROSS:  I  move  that  be  accepted. 

CHAIRMAN  BEDDINGFIELD:  You've  heard  the 
motion  that  the  recommendation  of  the  Blue  Shield 
Committee  be  accepted. 

Is  there  a  second? 

DR.  WELTON:   Second. 

CHAIRMAN  BEDDINGFIELD:  It  has  been  seconded 
and  we  are  open  for  discussion. 

I'll  take  the  liberty  of  discussing  this  briefly  because 
I  was  in  on  the  meeting. 

Many  of  you  have  heard  through  the  Legislative 
Committee  reports  some  of  the  difficulties  we've  had 
in  clearly  defining  the  proper  role  of  podiatrists  in  the 
scheme  of  things. 

The  difficulties  here   are  two. 

One,  is  delineating  insurance  benefits  that  our  Blue 
Shield  Committee  can  properly  advise  Blue  Shield 
that  they  may  pay  for  and  this  has  been  carefully 
gone  over,  item  by  item,  every  procedure  that  the 
podiatrists  claimed  they  could  do  and  certain  pro- 
cedures which  were  in  doubt,  have  been  deleted  from 
the  list. 

So,  the  adoption  of  this  motion  would  mean  that 
the  Blue  Shield  Plans  could  go  ahead  with  the  podiatry 
rider. 

The  implementation  of  this,  according  to  the  Blue 
Shield,  they  would  advise  every  podiatrist  by  a  list 
these  are  the  things  that  can  be  covered  on  the  podiatry- 
rider. 

Patients  would  not  be  advised  of  specific  procedures, 
or  subscribers  would  not  be  advised  of  the  specific 
procedures  which  a  podiatrist  could  do. 

This  is  part  one  of  the  problem. 

Part  two  of  the  problem  goes  beyond  Blue  Shield 
As  that  committee  very  properly  points  out,  it  relates 
to  the  difficulty  I've  discussed  with  you  in  the  past. 

The  awkward  part  of  this,  and  this  question  must 
be  met  head-on  sooner  or  later,  there  are  two  dif- 
ficult questions  to  be  resolved  under  the  present  law. 

Number  one,  is  it  in  fact  legal  for  podiatrists  to 
prescribe  and  administer  drugs,  ethically,  while  treat- 
ing afflictions  of  the  foot? 

There  is  not  a  clear  ruling  on  this  from  the  At- 
torney General's  office,  but  the  ruling  of  the  moment 
which  is  being  used  as  the  rule  of  the  moment  by 
podiatrists,  is  that  they  are  perfectly  within  their 
legal  province  to  do  this.  I  won't  go  into  all  the  legal 
maneuvering  why  this  is  so,  but  this  is  so  as  of  today. 

The  second  is  perhaps  more  difficult  to  resolve. 

The  law  says  podiatry  is  the  medical  or  surgical  or 
mechanical  treatment,  with  the  exception  of  the  cor- 
rection of  deformities  requiring  the  use  of  the  knife. 

Therefore,  how  could  it  be  surgical  in  correcting 
a  deformity  and  not  using  a  knife? 


This  is  the  difficulty  here.  What  is  a  deformity? 

In  addition  to  this,  perhaps  the  whole  interrelation- 
ship of  podiatry  needs  to  be  studied  by  the  Joint  Com 
mission  on  Accreditation  of  Hospitals  which  has  just 
in  the  past  month  come  forth  with  Bulletin  No.  44 
which  describes  the  role  of  podiatry  in  accredited 
hospitals  and  how  podiatry  should  be  handled,  what 
part  they're  going  to  have  in  treating  patients  and, 
pretty  much,  this  is  left  up  to  the  medical  staff  of 
the   hospital. 

A  hospital  can  be  accredited  by  having  a  podiatrist 
on  the  staff  who  is  treated  the  same  way  all  surgeons 
are  treated. 

If  a  podiatrist  can  admit  a  patient  to  the  hospital, 
in  conjunction  with  another  medical  staff  member,  he 
has  to  write  the  history  and  the  podiatrist  can  write 
orders  if  the  medical  staff  says  he  can  for  the  medi- 
cations and  so  forth. 

In  the  operating  room  it  is  not  required  that  a  sur- 
geon "scrub  in"  with  the  podiatrist,  but  if  the  surgeon 
on  the  medical  staff  certifies  that  the  podiatrist  has 
been  screened  by  him  and  he  is  capable  of  doing  a 
procedure  which  he  undertakes  to  do — this  is  laid  out 
in  rather  great  detail  in  this  bulletin  44. 

But,  I  bring  this  up  because  there  are  so  many 
unresolved  issues  in  this  thing  and  it  was  suggested, 
although  it  wasn't  a  part  of  your  report,  they  suggested 
whatever  mechanism  Executive  Council  feels,  but 
many  members  of  the  Blue  Shield  Committee,  par- 
ticularly this  subcommittee,  felt  that  it  would  be 
proper  and  ethical  for  the  President  of  the  Society  to 
designate  a  committee  with  our  attorney  to  meet  with 
the  podiatrists  and  their  attorney  because  this  is 
somewhat  of  a  different  situation  from  the  chiropractors 
or  other  groups  we've  met  with,  to  see  if  we  can  come 
to  some  meeting  of  minds  or,  if  not,  to  define  those 
differences  which  are  reconcilable. 

PRESIDENT  ROSS:  This  is  in  two  parts? 

CHAIRMAN  BEDDINGFIELD:  Yes,  this  is  in  two 
parts. 

I  think  in  order  to  clarify  this,  we  can  proceed 
to  take  action  on  that  part  of  the  recommendation. 

We  could  accept  the  recommendation  of  the  Blue 
Shield  Committee,  approving  those  procedures  to 
be  paid  under  Blue  Shield,  but  limited  in  conformity 
with  the  Blue  Shield  Podiatry  Benefits  which  is  also 
in  conformity  with  the  new  State  Law. 

Dr.  Ross,  can  I  construe  your  motion  that  we  ac- 
cept that  part  of  it? 

PRESIDENT  ROSS:   Yes. 

CHAIRMAN  BEDDINGFIELD:  We're  voting  then 
simply  on  approving  the  list  of  procedures  as  recom- 
mended by  the  Blue  Shield  Committee. 

All  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Now,  the  second  part  of  the  recommendation  was. 
we  proceed  to  define  this  interrelationship  between 
podiatry  and  medicine  in  any  way  that  the  Council 
saw  fit  and  the  Chair  has  expressed  one  mechanism 
whereby  this  might  be  done. 

PRESIDENT   ROSS:    Are   we   avoiding   the   issue   of 
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No,    this  would   ap- 


the  Drug  Administration? 

CHAIRMAN    BEDDINGFIELD: 
proach  that  problem. 

PRESIDENT  ROSS:  Oh.  this  would  approach  that 
problem? 

CHAIRMAN    BEDDINGFIELD:    Yes,    sir. 

The  podiatrists  told  us  that  they  were  allowed 
legally  to  administer  systemic  drugs  in  42  states— this 
is  their  word.  We  have  no  verification. 

We  do  know  a  number  of  them  have  narcotic  licenses 
now. 

DR.    GILBERT:    In   North   Carolina? 

CHAIRMAN   BEDDINGFIELD:    Yes. 

DR.  ERNEST  W.  LARKIN,  Jr.  [Councilor,  2nd  Dis- 
trict): 

Are  they  going  to  get  unlimited  prescribing  privileges 
where  they  can  prescribe  for  anybody? 

CHAIRMAN  BEDDINGFIELD:  Steroids,  narcotics— 
as  long  as  they're  given  for  affliction  of  the  foot. 

For  those  of  you  who  might  be  interested,  I  have 
a  couple  of  catalogues  from  podiatry  colleges  describ- 
ing their  depth  of  training  in  this  field. 

DR.  STUCKEY:  I  have  one  more  question. 

They  do  have  an  authority  to  inject  at  will  to  the 
foot,  also.  You  left  out  that  in  your  discussion.  You 
know,  if  you  have  a  bunion  and  it's  not  a  knife. 

CHAIRMAN  BEDDINGFIELD:  Yes,  I  suppose,  tech- 
nically, this  is  a  surgical  procedure  not  requiring  a 
knife. 

DR.  STUCKEY:  That's  perfectly  correct,  according 
to  the  law. 

DR.  JONES:   Mr.   Chairman! 

CHAIRMAN    BEDDINGFIELD:    Dr.    Jones! 

DR.  JONES:  This  is  a  question  and  probably  is 
more  germane  to  the  first  motion — you  may  rule  me 
out  of  order  if  you  like. 

I  would  like  to  know  whether  or  not  the  Section  57 
law  of  North  Carolina  would  have  to  be  amended  like 
they  had  to  amend  it  to  get  the  service  corporations 
in. 

This  is  not  a  physician  or  M.D. 

MR.   ANDERSON:    It  would.   That's  what  this  is. 

DR.  JONES:  Section  57  law  was  amended? 

MR.   ANDERSON:    Yes. 

DR.  JONES:  That's  all  I  wanted  to  know.  Thank 
you. 

CHAIRMAN  BEDDINGFIELD:  Is  there  further  dis- 
cussion on  the  motion  pertaining  to  the  second  sugges- 
tion of  the  Blue  Shield  Committee  that  Council  develop 
some  mechanism  of  resolving  this  relationship  with 
the  podiatrists? 

PRESIDENT  ROSS:  I  think  we  can  work  out  some 
mechanism— 

DR.  SHAFFNER:  Do  you  want  a  motion  that  some 
committee  meet  along  with  Mr.  Anderson  with  a  similar 
committee  of  the  podiatrists?  Is  that  what  you  want? 

CHAIRMAN   BEDDINGFIELD:    Yes. 

DR.  SHAFFNER:   I  so  move. 

CHAIRMAN  BEDDINGFIELD:  Is  there  a  second? 

DR.  GLASSON:  Second. 


CHAIRMAN  BEDDINGFIELD:  Is  there  discussion 
of  this? 

DR.  GLASSON:  Would  this  be  a  committee  appointed 
by  the  President? 

CHAIRMAN  BEDDINGFIELD:  Yes.  it  would  be  an 
ad  hoc  committee  appointed  by  the  President. 

DR.  WELTON:  And,  their  purpose? 

PRESIDENT  ROSS:  I  think  this  is  something  the 
Blue  Shield  Committee  wanted  to  do. 

CHAIRMAN  BEDDINGFIELD:  I  think  its  the  un- 
derstanding of  the  Blue  Shield  Committee  that  the 
Blue  Shield  Committee  would  meet  with  members  of 
the  podiatry  society,  with  attorneys  present,  but  I 
do  not  think  the  podiatry  attorney  knew  this  and  he 
was  somewhat  embarrassed  when  he  found  that  this 
was  the  groundrule. 

He  behaved  himself  with  the  greatest  accord  in 
Mr.  Anderson's  absence. 

DR.  WELTON:   Is  this  to  determine  the  policy? 

CHAIRMAN  BEDDINGFIELD:  And,  make  a  recom- 
mendation back  to  the  Council  as  to  what  we  should 
do. 

On  the  total  relationship. 

DR.  CUTCHIN:   Scope  of  license— 

Whether  the  law  needs  rewriting  or  whether  it  can 
be  thrashed  out  by  negotiation  instead  of  fighting  it 
out  at  the  General  Assemby.  That's  the  general  idea. 

A  committee  might  come  back  and  say  there  is 
irreconcilable  difference  and  we  ought  to  take  them 
to  court. 

DR.  JONES:  I  move  the  President  appoint  such  a 
committee. 

CHAIRMAN  BEDDINGFIELD:  The  motion  has  been 
made  that  such  an  ad  hoc  committee  appointed  by  the 
President  be  established  to  meet  with  these  people. 

Is  there  any  further  discussion? 

DR.  WELTON:  Question! 

CHAIRMAN  BEDDINGFIELD:  All  in  favor  say 
"aye":    opposed    "no". 

So  be  it! 

DR.  CUTCHIN:  This  is  also  relative  to  the  Blue 
Shield  Committee. 

The  Committee  stated  its  interest  in  developing  Blue 
Shield  Benefits  on  a  usual,  customary  and  reasonable 
charge  basis,  and  also  indemnity  schedules  based  on 
the  Medical  Society  Relative  Value  Studies. 

The  Committee  is  of  the  opinion  that  new  develop- 
ments in  procedural  techniques  have  made  some  pro- 
cedures less  difficult  and  justify  a  reduction  in  rela- 
tive values.  Also,  the  assignment  of  values  for  new 
procedures  not  now  listed. 

The  Blue  Shield  Committee  respectfully  requests  to 
the  Council  the  establishment  of  a  mechanism  for  up- 
dating the  North  Carolina  Relative  Value  Studies. 

I  might  add  that  this  idea  was  brought  forth  in  six 
of  my  nine  committees. 

CHAIRMAN  BEDDINGFIELD:  You  have  heard  the 
recommendation  that  the  Relative  Value  Schedule  be 
up-dated. 

I   believe  that  was  done  by  an  ad  hoc   committee 
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which  was  duly  discharged  and  no  longer  exists:  is 
that  correct,  Dr.  Ross? 

I  suppose  an  implementing  motion  would  probably— 

PRESIDENT  ROSS:  Can  the  Blue  Shield  Commit- 
tee do  that,  or  do  they  need  more  help? 

CHAIRMAN  BEDDINGFIELD:  I  believe  there  would 
be  objection  to  that  from  other  quarters. 

I  suppose  it  would  require  the  revival  of  the  ad 
hoc  committee  or  the  appointment  of  a  new  ad  hoc 
committee. 

DR.  CUTCHIN:  Well,  the  Committee  said,  they 
respectfully  request  of  the  Council  the  establishment 
of  a  mechanism  for  up-dating  the  Relative  Value 
Studies. 

CHAIRMAN  BEDDINGFIELD:  But,  the  Council 
would  have  to  designate  what  that  mechanism  would 
be,  I  think. 

Do  I  hear  a  motion? 

DR.  KOONCE:  I  move  that  the  President  appoint 
such  a  committee  to  investigate  and  subsequently  re- 
port back. 

DR.  JONES:  Second. 

CHAIRMAN  BEDDINGFIELD:  Any  discussion?  [No 
response] 

All  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

DR.  CUTCHIN:  That  completes  the  report  of  the 
Blue  Shield  Committee,  Mr.  Chairman. 

CHAIRMAN  BEDDINGFIELD:  The  Chair  is  without 
an  agenda  for  the  rest  of  your  committees,  so  please 
proceed! 

DR.  CUTCHIN:  This  is  a  report  from  the  Insurance 
Industry  Committee,  just  for  information. 

This  Committee  continues  to  meet  quarterly  with 
the  Committee  representing  the  North  Carolina  Health 
Insurance  Council  for  the  consideration  of  matters  of 
mutual  interest  to  the  insurance  industry  and  the 
medical  profession. 

The  Claim  Review  Service  continues  to  be  a  most 
important   liaison   effort   of  the   Committee's  duties. 

It  is  gratifying  to  representatives  of  both  insurance 
and  medicine  that  claims  submitted  for  review  have 
been  few  and  those  submitted  have  been  amicably- 
settled  which  is  indicative,  we  think,  of  the  close  co- 
operation between  the  medical  profession  and  the  in- 
surance industry  as  a  public  service  in  behalf  of  the 
patient. 

As  an  aside,  I  would  remark  that  since  the  first 
of  January,  the  Claim  Review  Service  has  had  only 
four  cases  submitted  and  in  its  entire  existence  of 
about  four  or  five  years,  we've  only  had  in  the 
neighborhood  of  thirty,  which  we  think  is  remarkable. 

CHAIRMAN  BEDDINGFIELD:  This  is  a  matter  for 
information? 

DR.  CUTCHIN:   For  information. 

CHAIRMAN  BEDDINGFIELD:   Please  proceed! 

DR.  CUTCHIN:  The  Committee  on  Hospital  and  Pro- 
fessional Relations  and  Liaison  to  North  Carolina  Hos- 
pital Association. 

The  Committee  took  cognizance  of  a  meeting  in  Red- 
ington    Beach.    Florida,    on    the    subject    of    "Today's 


Hospital  Problems— An  Inter-Disciplinary  Approach", 
and  considers  it  to  be  a  meeting  of  vital  interest  to 
physicians  of  the  State. 

In  view  of  the  early  scheduled  date  it  is  felt  im- 
practical to  request  representation  at  the  meeting,  but 
the  Committee  feels  that  if  a  transcript  might  become 
available,  such  should  be  secured  for  the  information 
of  the  Committee. 

I  might  also  add  that  there's  due  to  be  a  meeting  to 
be  held  at  Colorado  Springs,  I  think,  the  latter  part 
of  October. 

The  Committee  is  aware  of  potential  problems  where 
physicians  are  salaried  employees  of  hospitals. 

The  Committee,  therefore  recommends  to  the  Council 
that  the  headquarters  office  be  authorized  to  com- 
municate with  each  County  Medical  Society  requesting 
that  where  contracts  are  contemplated  between  hospi- 
tals and  physicians,  that  copies  of  such  contracts  be 
forwarded  to  this  committee  for  study. 

This  is  in  the  area  of  emergency  room  doctors,  etce- 
tera. 

Would  you  like  to  act  on  that  before  I  proceed? 

CHAIRMAN  BEDDINGFIELD:  Yes,  I  think  we 
should. 

You've  heard  the  recommendation  of  the  Committee 
that  the  State  Society  communicate  to  County  Medical 
Societies  this  request  before  contracts  are  entered  into 
for  the  provision  of  professional  services,  copies  should 
be  referred  to  the  Committee  on  Hospital  and  Pro- 
fessional Relations. 

DR.  KOONCE:  That  is  a  request,  not  a  command? 

DR.  CUTCHIN:  Right. 

CHAIRMAN  BEDDINGFIELD:  Do  I  hear  a  motion? 

DR.  STUCKEY:   So  moved. 

CHAIRMAN  BEDDINGFIELD:   Is  there  a  second? 

DR.  SUMMERLIN:  Second. 

CHAIRMAN  BEDDINGFIELD:  All  those  in  favor 
say   "aye";    opposed   "no". 

So  be  it! 

DR.  CUTCHIN:  This  last  paragraph  will  be  imple- 
mented further.  I  think,  in  another  agenda  item  by 
Dr.  Jones. 

The  Committee  wholeheartedly  concurs  with  the 
AMA  resolution  No.  94  regarding  physician  membership 
on  hospital  boards  of  trustees  and  commends  it  to  the 
attention  of  the  State  Medical  Society  membership  as 
a  policy  and  urges  their  local  efforts  toward  imple- 
mentation of  the  recommendation  that  physician  mem- 
bership on  hospital  boards  of  trustees  be  encouraged. 

The  Committee  also  recommends  that  the  Chairman 
of  this  Committee  communicate  by  letter  with  the 
Chief-of-Staff  of  each  hospital  in  North  Carolina  ap- 
praising him  of  this  recommendation  in  view  of  the 
long  range  efforts  necessary  in  order  to  bring  about 
such  membership  of  physicians  on  hospital  boards  of 
trustees. 

DR.  KOONCE:  I  move  this  recommendation  be  ac- 
cepted. 

DR.  PAUL  McN.  DEATON  [Councilor.  9th  Districtl: 
Second. 
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CHAIRMAN  BEDDINGFIELD:  Any  discussion  of  the 
motion?    [No  response] 

If  there's  no  question,  all  in  favor  say  "aye",  op- 
posed "no". 

So  be  it! 

DR.  CUTCHIN:  That  ends  this  Committee  report. 

You  heard  this  morning  the  report  of  the  Committee 
to  Work  with  the  North  Carolina  Industrial  Commis- 
sion. 

I  would  like  to  add  one  brief  comment  to  this,  that 
the  relationship  with  the  Medical  Director,  Dr.  John 
Morris,  has  been  wonderful  and  the  Committee  whole- 
heartedly hopes  he  will  stay  in  his  job  because  he  has 
been  of  big  service  to  the  entire  membership  through- 
out the  State. 

The  Committee  Advisory  to  the  North  Carolina  De- 
partment of  Public  Welfare. 

This  Committee  heard  the  presentation  by  Colonel 
Clifton  M.  Craig  from  the  N.  C.  Department  of  Pub- 
lic Welfare  in  which  he  presented  the  current  welfare 
program  and  its  relationship  to  Title  XIX  as  at  the 
present.  This  was  supplemented  with  slides,  etcetera. 

It  was  pointed  out  during  this  presentation  what  the 
present  federal  requirements  are  for  welfare  recipients 
in  implementation  of  Title  XIX. 

The  session  proved  to  be  very  educational  and  in- 
formative, and  in  fact,  the  Committee  recommends 
the  County  Medical  Societies  be  advised  of  the  avail- 
ability of  such  a  program  which  can  be  had  upon 
request  of  the  State  Department  of  Public  Welfare. 

It's  also  suggested  that  such  a  presentation  is  com- 
mended to  the  Arrangements  Committee  of  the  State 
Society  for  consideration  as  a  topic  at  the  annual 
meeting. 

I  would  like  to  add  that  this  was  one  of  the  best 
and  clearest,  if  not  the  best  presentation,  as  far  as 
enlightening  somebody  on  the  function  and  so  forth 
of  the  Welfare  Department,  that  I  have  seen  or  heard. 

It  was  very  well  received  and  greatly  appreciated 
by  the  Committee. 

CHAIRMAN  BEDDINGFIELD:  No  action  is  neces- 
sary? 

DR.  CUTCHIN:  No,  just  for  information. 

CHAIRMAN   BEDDINGFIELD:    Fine,    proceed! 

DR.  CUTCHIN:  The  ad  hoc  Committee  on  Task  Force 
Title  XIX. 

After  the  previous  presentation,  Colonel  Craig  was 
invited  to  remain  for  this  committee  meeting  and  re- 
peated some  of  the  same  information  we  received  that 
morning  which  was  very  applicable. 

This    is    a    recommendation    from    this    Committee. 

This  Committee  recommends  to  the  Executive  Coun- 
cil that  its  recommendation  for  designation  of  the 
State  Board  of  Health  as  the  State  Administering 
Agency  for  Title  XIX,  which  had  been  previously  stated 
by  this  Council  and  the  House  of  Delegates,  be  reaf- 
firmed and  actively  supported. 

CHAIRMAN  BEDDINGFIELD:  Do  I  hear  a  motion 
that  this  recommendation  of  the  Task  Force  on  Title 
XIX  be  accepted? 

PRESIDENT  ROSS:  I  move  it  be  accepted. 


DR.  WELTON:  Second. 

CHAIRMAN  BEDDINGFIELD:  Any  discussion?  [No 
response] 

All  in  favor  say  "aye";  opposed  "no". 
So  be  it! 

DR.  WELTON:  May  I  ask  a  question,  Mr.  Vice 
President? 

Is  it  entailed  or  read  into  the  recommendation  that 
another  letter  go  to  the  Governor,  or  what  is  con- 
templated or  advised  by  the  Commissioner? 

DR.  CUTCHIN:  It  was  stated  during  the  committee 
meeting— 

CHAIRMAN  BEDDINGFIELD:  Excuse  me,  Dr.  Cut- 
chin,  I  was  there  for  the  Welfare  meeting  and  a  good 
part  of  the  Title  XIX  meeting  and  Colonel  Craig  is 
certainly  making  a  strong  pitch  for  implementation 
by  Welfare. 

He's  unhappy  with  our  recommendation  as  to  the 
designation  of  State  Board  of  Health. 

He  points  out  that  neither  he  nor  anyone  in  his  De- 
partment wants  to  control  the  practice  of  medicine. 
He  points  out  that  to  him  there  would  be  adminis- 
trative difficulties  in  welfare  being  charged  with  the 
determination  of  eligibility  of  a  Title  XIX  program 
and  if  other  administration  of  a  part  of  Title  XIX  in 
another  department,  he  thinks  this  would  be  an  ad- 
ministrative difficult  arrangement  and  he  feels  that 
under  his  administration,  Welfare  has  worked  well  with 
the  medical  profession  and  he's  open  for  questions  or 
suggestions  at  any  time. 

He  simply  wanted  to  put  his  bid  in  again,  I  guess. 
That's  about  the  clearest  way  to  put  it. 

DR.  CUTCHIN:  I  might  add,  he  sold  some  people,  but 
the  committee  voted  that  this  original  proposition 
should  be  reaffirmed  and  actively  supported,  and  by 
that  they  meant  don't  let's  forget  the  original  letter 
that  was  written  and  let's  file  another  one  and  follow 
it  up  and  push  a  little  bit. 

CHAIRMAN  BEDDINGFIELD:  Well,  we  have  voted 
on  the  question.  I  would  suggest  that  the  record  show, 
then,  that  in  the  implementation  of  this  that  another 
letter  be  written. 

I  know  that  some  question  has  arisen.  Mr.  Barnes 
mentioned  to  me  the  other  night  that  perhaps  some 
people  in  the  State  Administration  feel  existing  law 
on  the  statute  books  already  delegate  Title  XIX  when 
it's  implemented  to  Welfare  and  there's  some  question 
about  this  as  to  whether  the  statute  that  has  been 
referred  to,  actually  had  Title  XIX  in  mind,  or 
whether  it  would  be  applicable  to  Title  XIX. 

I  can't  answer  that  question  without  going  back  and 
reviewing  that  statute  and  getting  Mr.  Anderson's 
opinion. 

DR.  JONES:  The  closing  part  of  the  1965  Session; 
the  very  last  thing  it  was  passed. 

MR.  ANDERSON:  There  was  a  general  act  passed 
of  one  paragraph  applicable  to  this  subject,  to  the 
effect  that  any  new  program  could  be  implemented 
by  decision  of  the  Governor,  and  council  of  state. 

And,  that  would  be  under  the  present  mechanism. 

CHAIRMAN  BEDDINGFIELD:    That's  correct. 
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MR.  ANDERSON:  So,  the  welfare  act  is  rather  dif- 
ficult to  interpret  because  there  are  several. 

DR.  KOONCE:  Well,  that  action  would  come  under 
the  next  Governor,  then  to  be  implemented? 

MR.  ANDERSON:  It  would. 

Legislation  to  change  the  present  system  would 
probably  be  necessary. 

CHAIRMAN  BEDDINGFIELD:  I'd  like  to  offer  two 
comments  about  Title  XIX  while  you're  on  that  Task 
Force  report. 

One  thing  that  Colonel  Craig  pointed  out  that  I  think 
has  escaped  most  of  us  is  that  the  Public  Law  does 
not  require  that  the  medically  indigent  be  included. 

Everybody  presumed  they  would  be  included.  It  re- 
quires only,  in  order  to  implement  Title  XIX,  that  the 
indigent  be  included  under  this  medical  care  program, 
not  necessarily  the  medically  indigent. 

We've  all  based  our  figures  and  projections  on  that 
and  when  he  was  basing  some  of  his  projections  on 
cost,  as  to  how  much  it  would  cost,  one  way  of  cutting 
down  on  the  cost  is  cutting  down  on  the  number  of 
people  you  serve  and  I  think  this  ought  to  be  tossed 
out  for  thought. 

Another  is  this,  in  the  Amendments  to  the  Medicare 
Law  that's  under  consideration  now,  as  I  reported, 
by  the  Senate  Finance  Committee,  there  is  one  pos- 
sible amendment  that  would  delete  the  requirement 
that  physician  services  be  one  of  the  services  that 
are  paid  for. 

Now,  he  says  that  in  his  recommendation,  it's  the 
Welfare  Department's  thinking  this  would  not  be  de- 
leted as  one  of  the  things  offered  in  North  Carolina. 

You  will  all  recall  that  under  the  present  law  there 
are  five  basic  services  required  for  state  participation 
in  Title  XIX  which  have  been  enumerated  here  time 
and  time  again,  including  in-patient,  diagnostic,  nurs- 
ing home,  and  physicians'  services.  All  of  these  had  to 
be  part  of  a  basic  XIX  plan  and  between  now  and 
1975,  this  will  be  extended  to  all  the  various  areas  of 
service  that  could  be  offered  under  the  plan. 

The  amendment  would  require  that  the  plan  could 
have  any  seven  of  these  fourteen. 

For  example,  it  might  be  cheaper  to  exclude  wheel- 
chair than  physician  services  or  some  other,  but  phy- 
sician services  per  se,  if  the  amendment  now  before 
Congress  was  adopted,  would  not  necessarily  be  part 
of  it. 

That's  just  for  information. 

DR.    CUTCHIN:    Utilization    Committee. 

Recognizing  that  the  time  for  hospital  re-certification 
under  Medicare  is  fast  approaching,  the  Committee 
felt  educational  efforts  would  be  appropriate  to  assist 
hospitals  in  meeting  requirements  of  Utilization  Review 
re-certification. 

Therefore,  it  is  recommended  to  the  Council  for 
its  approval  that  this  Committee  take  the  lead  in 
forming  a  Steering  Committee  of  representatives  from 
involved  agencies  to  meet  within  the  next  three  or 
four  months  to  consider  problems  confronting  hos- 
pital Utilization  Committees  throughout  the  State  and 
make    recommendations    concerning    the    form    which 


educational  efforts  should  take  in  order  to  render  the 
greatest  assistance  to  the  hospital  Utilization  Commit- 
tee. 

I  would  place  in  parenthesis  that  such  representa- 
tion should  be  composed  of  two  representatives  from 
the  Medical  Society  of  the  State  of  North  Carolina. 
Committee  on  Utilization;  the  State  Board  of  Health, 
Medicare  Certification  Section;  the  Fiscal  Intermediary 
for  Part  "A"  of  Medicare;  the  North  Carolina  Hospital 
Association,  along  with  one  representative  each  from 
of  the  North  Carolina  Medical  Care  Commission  and 
the  PAS-MAP  Study  of  the  Duke  Endowment. 

It  was  the  thinking  of  the  Committee  that  such  as- 
sistance might  take  the  form  of  educational  literature 
or  regional  meetings  bringing  together  small  groups 
of  the  involved  individuals. 

This  is  for  information  and  approval  of  this  recom- 
mendation, Mr.  Chairman. 

CHAIRMAN  BEDDINGFIELD:  Well,  who  would  orig- 
inate this  committee?  Who  would  get  all  these  people 
together? 

DR.  CUTCHIN:  The  Chairman  of  the  Utilization  Com- 
mittee. 

CHAIRMAN  BEDDINGFIELD:  This  recommendation 
would  be  coming  from  them  so  they  would  write  the 
correspondence,  inviting  these  other  disciplines,  is  that 
right? 

DR.  CUTCHIN:  This  was  agreed  upon  by  the  repre- 
sentative from  the  Board  of  Health  and  the  Fiscal 
Intermediary. 

CHAIRMAN  BEDDINGFIELD:  So  most  of  the  people 
who  are  going  to  be  invited  know  they're  going  to  be 
there? 

DR.  CUTCHIN:  That's  right.  They  helped  to  set 
up  the  format. 

CHAIRMAN  BEDDINGFIELD:  Do  I  hear  a  motion 
that  this  be  effectuated? 

DR.   LYMBERIS:    So  moved. 

DR.  GLASSON:  Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  [No 
response] 

All  in  favor  say  "aye";  opposed  "no". 
So  be  it! 

DR.  CUTCHIN:  The  Committee  on  Physical  and 
Vocational  Rehabilitation. 

The  Committee  heard  a  preliminary  report  of  a  sur- 
vey on  need  for  physical  therapists  in  North  Carolina 
and  decided  to  appoint  a  subcommittee  to  study  such 
need. 

The  Committee  also  discussed  Amputee  Clinics,  and 
problems  associated  with  vocational  rehabilitation 
regulations. 

Consideration  was  given  to  recommendations  for  can- 
didates for  the  Award  for  the  Outstanding  Physicians 
of  the  year  in  the  Treatment  of  the  Handicapped  and 
it  was  decided  that  curriculae  vitae  of  nominees  will 
be  circulated  by  the  Chairman  to  the  Committee,  by 
mail,  for  the  purpose  of  selecting  a  nominee  to  be 
recommended  to  the  Council. 

CHAIRMAN  BEDDINGFIELD:  No  action  is  needed 
of  this  Council,  is  that  it? 
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DR.  CUTCHIN:  No. 

CHAIRMAN  BEDDINGFIELD:  Do  you  have  further 
reports? 

DR.  CUTCHIN:   One  further  report. 

This  is  a  recommendation  from  the  OCHAMPUS 
Committee.  This  is  the  former  Military  Dependents 
Medical  Care  and  is  now  the  Office  of  Civilian  Health 
and  Medical  Programs  Uniformed  Services— that's 
OCHAMPUS! 

CHAIRMAN  BEDDINGFIELD:  The  Chair  rules  that 
you  may  use  the  abbreviated  version  throughout  the 
rest  of  your  report!   [Laughter! 

DR.  CUTCHIN::  Since  1956.  the  Medical  Society  has 
had  a  constructive  relationship  with  the  military  author- 
ities to  provide  civilian  care  for  servicemen's  de- 
pendents. 

Hospital  Saving  Association  has  provided  good  ad- 
ministration as  our  fiscal  agent.  The  Committee  has 
endeavored  to  operate  the  program  with  dignity,  with 
fair  and  equitable  payments  to  physicians  within  the 
limits  of  contract  schedules. 

The  OCHAMPUS  Office  has  advised  that  by  direc- 
tion of  the  Department  of  Defense,  future  administra- 
tion will  be  direct  with  fiscal  agents,  without  Medical 
Societies  as  parties  to  contracts,  and  reimbursement 
will  be  on  the  basis  of  usual,  customary  and  reason- 
able charges. 

Contracting  fiscal  agents  will  be  expected  to  have 
reliable  data  as  to  customary  charges  and  utilize  ad- 
visory service  of  physicians  through  Boards  or  Com- 
mittees as  is  customarily  utilized  by  the  fiscal  agent 
for  its  own  insureds. 

This  Committee  recommends  to  the  Executive  Council 
that  Hospital  Saving  Association  be  endorsed  as  the 
proven  and  experienced  fiscal  agent  for  North  Carolina 
and  that  the  Association  be  asked  to  accept  contract 
renewal  on  a  two-party  basis. 

The  proposed  new  contract  and  payment  basis  would 
be  effective  February  1,  1968  at  the  expiration  of  the 
present  contract. 

The  contract  provides  that  the  fiscal  agent  is  author- 
ized to  pay  reasonable  expenses  of  physician  advisory 
consultants. 

Hospital  Saving  Association  requests  and  desires 
that  the  Medical  Society  OCHAMPUS  Committee  con- 
tinue to  serve  in  the  same  capacity  of  professional 
determinations  as  in  the  past,  if  the  Association  be- 
comes the  contracting  fiscal  agent  under  the  proposed 
contract. 

In  the  absence  of  alternatives,  the  Committee  recom- 
mends continuation  with  Hospital  Saving  Association 
acting  in  the  capacity  of  fiscal  agent  and  the  Com- 
mittee, insofar  as  possible,  acting  in  the  same  capacity 
as  heretofore. 

It  sounds  as  though  we've  been  fired  from  the  con- 
tract participation.  It  has  been  a  three-party  contract 
and  as  far  as  determination  of  the  present  contract 
it  will  be  February  1st,  1968  and  this  will  become  a 
two-party  contract  between  the  fiscal  agent  and  the 
government. 


PRESIDENT  ROSS:  If  we  re-negotiate  with  them, 
could  it  go  in  the  same  program  as  Medicare? 

DR.  CUTCHIN:  We  don't  have  any  authority  if  we 
don't  negotiate  with  them. 

PRESIDENT  ROSS:  But  we  have  that  right  if  we're 
in  disagreement  with  it. 

DR.  CUTCHIN:  1  have  that  letter,  Mr.  President,  if 
you  want  it  which  was  written  from  the  Department  of 
Defense  to  Mr.  Crawford. 

CHAIRMAN  BEDDINGFIELD:  Mr.  Anderson,  did  you 
have  a  comment? 
MR.  ANDERSON:    Yes,  off  the  record! 
[The  following  remarks  were  made  off  the  record.] 
DR.  CUTCHIN::  It  might  be  wise,  Mr.  Chairman,  to 
read   this  letter  from  Brigadier  General   Peatfield  to 
Mr.  E.  B.  Crawford  of  Hospital  Saving  Association  of 
North  Carolina. 

CHAIRMAN    BEDDINGFIELD:     Would    you    please, 
then. 
DR.  CUTCHIN:   This  is  dated  3rd  of  August,   1967: 
Dear  Mr.  Crawford: 

We  have  received  a  communication  from  the  As- 
sistant Secretary  of  Defense  I  Manpower!,  Washing- 
ton, D.  C.  that  it  is  his  desire,  and  I  quote  that: 

"1.  In  those  states  where  no  contracts  exist  with 
state  medical  societies  the  usual,  customary  and 
reasonable  fee  concept  developed  by  the  Social  Se- 
curity Administration  in  implementing  the  Social 
Security  Amendments  of  1965  should  be  followed. 

2.  In  each  state  where  a  contract  exists  with  a 
state  medical  society  prescribing  local  schedules  of 
allowances,  the  policy  specified  in  Item  1  should 
be  implemented  effective  upon  termination  of  the 
present  contract." 

As  you  know,  in  implementing  the  Social  Security 
concept,  the  carriers  in  their  contracts  with  the 
Social  Security  Administration  are  required  to  de- 
termine reasonable  charges  with  respect  to  services 
to  any  eligible  beneficiary.  Also,  in  determining  the 
reasonable  charge  for  such  services,  the  carrier  is 
required  to  take  into  consideration  the  customary 
charges  for  similar  services  generally  made  by 
the  physician  furnishing  such  services,  as  well  as 
the  prevailing  charges  in  the  locality  for  similar 
services.  In  addition,  the  carrier  must  take  such 
actions  as  may  be  necessary  to  assure  that  such 
charges  are  not  higher  than  the  charges  applicable 
for  comparable  services  furnished  policy  holders 
and  subscribers  of  the  carrier  under  similar  cir- 
cumstances. Further,  in  carrying  out  these  duties, 
the  carrier  is  required,  in  the  extent  that  it  is  prac- 
tical, to:  CD  consult  with,  and  take  into  considera- 
tion, the  advice  of  state  and  local  organizations  of 
physicians  and,  as  appropriate,  other  organizations 
in  the  health  field,  and  <2>  utilize  such  societies  and/ 
or  associations  or  other  groups  to  provide  advice 
and  assistance  in  cases  where  eligible  individuals, 
physicians,  or  other  persons  furnishing  services  dis- 
agree with  the  carrier's  determination. 

Under  this  concept  Schedules  of  Maximum  Al- 
lowances are  no  longer  applicable.   Further,  there 
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is  no  need  for  a  three-party  contract  since  provision 
may  be  made  for  an  informal  arrangement  between 
the  fiscal  administrator  and  the  Society  for  advice 
and  assistance.  Therefore,  upon  termination  of  the 
present  contract,  we  would  propose  entering  into 
a  two-party  arrangement. 

In  view  of  the  above,   I   would   appreciate  your 
comments  with  reference  to  the  methods  and  pro- 
cedures you  would  employ  in  establishing  a  custo- 
mary   and   reasonable    fee    concept    in    a    manner 
similar  to  that  of  the  Social  Security  Administration 
Medicare  Program. 
Thank  you  for  your  attention  to  this  request. 
Sincerely,  (signed)  Norman  E.  Peatfield,  Brigadier 
General,  MC,  USA,  Executive  Director,  Department 
of  the  Army. 
CHAIRMAN  BEDDINGFIELD:    You  have  heard  the 
letter   that   prompted   the   action   of   the    OCHAMPUS 
Committee,  and  their  recommendation.   What  is  your 
pleasure? 

I  would  remind  you  that  their  recommendation  was 
prefaced  with  the  phrase  "having  no  alternative,  we 
recommend  thus   and  thus". 
DR.  SHAFFNER:   I  so  move. 
DR.  KOONCE:   Second. 

CHAIRMAN   BEDDINGFIELD:    Discussion?    [No   re- 
sponse] 
All  in  favor  say  "aye";   opposed  "no". 
So  be  it! 

DR.  CUTCHIN:  Mr.  Chairman,  this  completes  my  re- 
port. Supplemental  thereto,  as  Commissioner.  I  would 
like  to  make  one  or  two  statements. 

In  these  nine  committees  that  have  met  this  week, 
there  have  been  six  committes  which  are  involved  out 
of  the  nine  with  the  North  Carolina  Relative  Value 
Scale,  I  mentioned  awhile  ago,  so  this  proceeding  re- 
mark is  very  important  because  each  committee  has 
remarked  that  certain  unit  allowances  should  be  up 
or  down  and  vice  versa. 

I  would  like  to  point  out  that  there  are  currently 
four  of  these  nine  committees  which  do  adjudicate 
claims. 

It  has  been  my  observation,  in  working  with  these 
committees,  that  almost  invariably  the  determination 
of  what's  equitable  and  what's  proper  is  arrived  at 
by  different  mechanisms. 

I  suspect  very  strongly  that  if  one  claim  was  sub- 
mitted to  all  four  committees,  we'd  get  four  different 
answers. 

In  view  of  this,  it  has  been  discussed  and  I  think 
possibly  the  Council  might  want  to  digest  it  a  little 
bit— action  is  questionable— that  in  the  future  we  may 
have  to  have  one  adjudication  board  or  one  claim  re- 
view service  to  engulf  all  these  things  and  it  would 
be  a  terrific  job  I  might  say. 

Also,  it  has  been  pointed  out  very  forcibly  to  me  the 
scarcity,  almost,  of  claims  under  the  insurance  in- 
dustry committee  whereas  under  the  Blue  Shield  Com- 
mittee, they  have  so  many  claims  they've  had  to  set 
up  a  subcommittee. 
They  used  to  meet  every  month  and  now  the  sub- 


committee for  claim  review  meets  every  month  with 
anywhere  from  25  to  30  claims  and  I  think  this  is  a 
point  the  Society  should  be  aware  of. 

One  other  question  comes  up  and  Wayne  Benton 
might  whip  me  for  mentioning  this  one! 

It's  relative  to  pay  for  such  committees,  or  how 
they  arrive  at  their  compensation.  That  was  mentioned 
under  the  OCHAMPUS  report.  It  is  set  forth  in  the 
contracts  that  the  fiscal  intermediary  has  the  power 
to  pay  out  in  substance,  and  so  forth,  for  that  work 
and  that  usually  involves  claim  review,  adjudication, 
etcetera. 

They  are  reimbursed  on  travel  basis,  per  diem,  et- 
cetera. 

Two  other  committees  that  I'm  acquainted  with 
have  received  no  compensation  for  the  time  given  by 
the  individual  physicians  on  these  committees. 

And,  I  might  say  it  is  given  freely  and  is  welcomed. 

Now,  one  other  committee,  the  Blue  Shield  Com- 
mittee, does  not  receive  any  monetary'  allowance.  They 
usually  are  treated  to  dinner  or  something  like  this, 
but  the  subcommittee  on  claim  review  is  paid  an 
amount  for  mileage,  etcetera,  time  away  and  so  forth. 

I  thought  this  would  be  of  interest,  for  information, 
as  far  as  the  Council  is  concerned. 

CHAIRMAN  BEDDINGFIELD:  Do  I  hear  a  motion 
that  the  Commission  report  in  its  entirety  be  accepted? 

SECRETARY  STYRON:  So  moved. 

PRESIDENT  ROSS:   Second. 

CHAIRMAN  BEDDINGFIELD:  All  in  favor  say 
"aye";  opposed  "no". 

So  be  it! 

I  observe  that  the  President  seems  to  be  enjoying 
himself.  Any  time  you  want  the  Chair  back,  just  say  so! 

PRESIDENT  ROSS:    No.   no.   I'm  very  comfortable! 

CHAIRMAN  BEDDINGFIELD:  We'll  proceed  then  to 
Commission  III,  the  Annual  Convention  Commission. 
Dr.  Maness. 

SECRETARY  STYRON:  Dr.  Maness  asked  me  to 
present  this. 

Dr.  Ross  told  me  I  could  have  any  part  of  an  hour 
that  I  wished  and  suggested  ten  minutes! 

The  report  of  the  Annual  Convention  Commission  is 
as  follows: 

The  Committee  on  Scientific  Works  met  on  Thursday. 
September  28th  with  Dr.  Warner  Wells.  Chairman,  with 
much  discussion  and  tentative  plans  for  the  General 
Sessions  program  for  the  1968  Annual  Meeting. 

The  topics  for  discussion  at  the  Annual  Meeting  are 
Rehabilitation  Medicine,  Physicians'  Role  in  School 
Health.  Immunobiology  and  Socio-Economics. 

Speakers  are  being  sought.  They  are  not  yet  obtained. 

The  Committee  approved  a  Breakfast  meeting  for 
Med-Pac  and  for  the  Auxiliary.  This  was  approved 
by  the  Committee  on  Arrangements. 

The  Committee  on  Audio-Visual  Postgraduate  In- 
struction will  continue  as  before  with  the  same  format 
it  used  in  1967  in  1968  with  meetings  Monday  AM  and 
PM  and  Tuesday  AM  and  PM  and  the  large  card  room 
will  be  used  for  this. 
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The  program  will  be  included  with  the  March  1968 
Issue  of  the  P.  R.  Bulletin. 

The  Committee  on  Awards  has  been  furnished  manu- 
scripts. They  are  in  the  process  of  judging  them  and 
these  will  be  reported  to  the  Executive  Director  in 
advance  of  the  Annual  Meeting. 

The  Committee  on  Scientific  Exhibits  under  Dr. 
Robert  E.  Miller  is  going  to  use  the  same  exhibit  space 
and  has  recommended  that  scientific  exhibits  be  con- 
tinued in  the  same  fashion  as  in  the  past. 

The  Committee  on  Arrangements,  under  my  chair- 
manship, met  and  basically  the  format  of  the  Annual 
Meeting  has  not  changed. 

Banquet  arrangements  and  the  President's  Ball.  I 
understand  from  our  august  President  that  arrange- 
ments will  be  similar  to  the  arrangements  last  year, 
which  were  quite  impressive. 

Arrangements  have  been  made  as  far  as  local 
committee  chairman  and  host  for  the  Society:  Joe 
Hiatt,  Mike  Pishko  and  William  Hollister. 

Approval  has  been  given  for  the  Med-Pac  Breakfast 
which  I  mentioned. 

There  are  other  minor  items  which  do  not  need 
further  discussion  or  implementation.  You're  all  well 
aware  now  of  the  manner  in  which  the  Annual  Con- 
vention operates. 

The  consideration  of  a  "wine  tasting  party"  was 
rejected! 

We  have  invitations  from  other  areas  for  reserva- 
tions for  future  sites  of  operation.  There  are  certain 
objections  to  Pinehurst,  but  not  nearly  as  many  ob- 
jections as  affirmations  of  this  selection  that  we  come 
back  to  Pinehurst. 

This  was  the  most  "hottest"  topic  in  each  meeting 
and  now  that  they've  got  it,  some  of  the  objections  are 
raising  their  heads,  but  to  my  mind  they're  relatively 
few. 

We  are  going  to  make  attempts,  through  Mr.  Delaney, 
to  move  up,  if  possible,  the  meeting  dates  in  1969, 
70  and  71.  This  may  not  be  possible. 

If  so,  we  do  want  to  get  an  earlier  meeting  date. 

I  shall  be  glad  to  answer  any  questions. 

DR.  SHAFFNER:  Can  I  ask  Dr.  Styron  a  question? 

CHAIRMAN  BEDDINGFIELD:   Dr.  Shaffner! 

DR.  SHAFFNER:  I've  heard  complaints  made  many 
times,  not  the  meeting  here,  but  in  previous  meet- 
ings, that  some  of  the  section  meetings  are  not 
screened  off  enough  from  traffic  and  people  talking 
outside  the  exhibit  areas  and  halls.  It  has  really  upset 
those   meetings. 

Has  any  consideration  been  given  by  your  Arrange- 
ments Committe  to  this  problem  like  moving  to  some 
other  locality  or  building  so  they  wouldn't  have  to  be 
so  close  to  the  traffic? 

SECRETARY  STYRON:  This  has  been  one  of  the 
items  that  has  been  discussed  and  certainly  atten- 
tion will  be  given  to  this  and  every  effort  will  be 
made  to  improve  the  local  meeting  arrangements. 

I  can't  tell  you  yet  what  can  be  done  but  to  simply 
tell  you  this  is  in  the  process  of  being  investigated. 


DR.  SHAFFNER:  I  was  wondering  if  you  could 
move  them  to  a  motel  or  somewhere. 

MR.  BARNES:  I  might  say  that  the  old  ballroom  has 
been  renovated  and  there's  a  solid  wall  where  Vene- 
tian blinds  did  hang.  We  saw  them  the  day  before 
yesterday. 

I  think,  pretty  well,  the  main  portion  of  that  ball- 
room will  be  compromised  by  traffic. 

We've  discovered  another  close  by,  fairly  large, 
room  where  we  can  negotiate  arrangements  and  we're 
still  debating  whether  or  not  we  can  accommodate  this 
3700  member  organization  and  2600  Auxiliary  organiza- 
tion within  the  same  complex  when  both  are  program- 
ming more  and  more  in  all  aspects  of  programming. 

PRESIDENT  ROSS:  Some  thought  should  be  given 
to  getting  them  into  Pine  Needles — for  the  Auxiliary. 

CHAIRMAN  BEDDINGFIELD:  Are  there  further 
questions  on  the  report  of  this  Commission?  [No 
response] 

SECRETARY  STYRON:  The  committees  on  Necrology 
and  Credentials  did  not  meet  since  the  functions  of 
these  committees  are  in  conjunction  with  the  House  of 
Delegates  during  its  Annual  Meeting. 

CHAIRMAN  BEDDINGFIELD:  Are  there  any  further 
comments  or  questions  of  Dr.  Styron?   [No  response] 

If  not,  do  I  hear  a  motion  that  this  report  be  ac- 
cepted? 

DR.  KOONCE:  I  move  his  report  be  accepted. 

DR.  JONES:  Second. 

CHAIRMAN  BEDDINGFIELD:  All  those  in  favor  say 
"aye";  opposed  "no". 

So  be  it! 

Some  of  you  have  already  taken  advantage  of  it, 
but  I  would  announce  that  we  will  not  have  any 
break— we  only  have  one  commission  to  go— but  coffee 
is  available  in  the  back  if  anyone  would  like  one  for 
the  road.  Just  go  over  and  help  yourselves  as  we  go 
along. 

Next  the  Advisory  and  Study  Commission  II,  Dr. 
Mark  Lindsey. 

DR.  LINDSEY::  Mr.  Chairman,  President  Ross. 
Members  of  the  Executive  Council: 

The  first  committee  is  the  Committee  on  American 
Medical  Association  and  Research  Foundation,  known 
as  AMERF. 

The  Committee  met  with  representatives  of  the 
three  state  medical  schools  to  discuss  ways  and 
means  to  promote  more  interest  in  AMA-ERF.  There 
was  discussion  but  no  definite  decision  on  a  suggestion 
of  encouraging  County  Medical  Societies  to  take  an 
interest  in  AMA-ERF  and  for  County  Medical  So- 
cieties to  make  direct  contributions  on  a  share  and 
share  alike  basis  to  the  three  North  Carolina  medi- 
cal schools. 

This  is  for  information  only. 

Next,  is  Anesthesia  Study  Committee,  for  informa- 
tion only. 

This  committee  met  and  continued  their  review.  It 
is  hoped  that  further  studies  can  be  given  to  this 
material  with  the  idea  in  mind  of  drawing  conclusions 
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that  can  be  submitted  as  a  follow-up  study  perhaps 
in  the  Journal. 

The  third,  committee  on  Appalachia. 

These    are    the    recommendations    to    the    Council: 

That  the  involved  Councilors,  Dr.  George  G.  Gilbert 
of  the  10th  District  and  Dr.  Paul  Deaton  of  the  9th 
District  meet  with  the  doctors  who  are  actively  en- 
gaged in  these  two  program  and  involve  them  in 
representing  their  county  society  and  State  Society  in 
these  programs. 

That  is,  Regional  Health  Council  of  Eastern  Ap- 
palachia, Incorporated  and  the  Franklin  Health  Coun- 
cil, Incorporated. 

This  is  their  recommendation— 

CHAIRMAN  BEDDINGFIELD:  Will  that  simply 
reaffirm  the  action  taken  under  this  consideration? 

DR.  LINDSEY:  It  would  not. 

CHAIRMAN  BEDDINGFIELD:  Does  that  meet  with 
the  approval  of  Dr.  Deaton  and  Dr.  Gilbert?  [Affirma- 
tive response.] 

DR.  KOONCE:  Then  I  move  the  recommendation 
be  accepted. 

PRESIDENT  ROSS:   Second. 

CHAIRMAN  BEDDINGFIELD:  It  has  been  moved 
and  seconded  that  this  recommendation  be  accepted. 

Is  there  discussion?    [No  response] 

If  not,  those  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Proceed! 

DR.  LINDSEY:  The  second  recommendation  to  the 
Council  is  that  the  Council  consider  putting  all  of 
these  government  programs — Eastern  Appalachia,  State 
of  Franklin,  Eastern  North  Carolina  Program  and  so 
forth— under  one  committee  of  the  State  Society  such 
as  Blue  Ribbon  No.  2  for  planning  action. 

CHAIRMAN  BEDDINGFIELD:  You  have  heard  this 
recommendation. 

The  Chair  would  observe  that  when  Blue  Ribbon 
Committees  were  formed  they  had  specific  duties  de- 
lineated and  since  Dr.  Jones  organized  those— 

DR.  JONES:  Let  me  hear  that  one  a  minute! 

DR.  LINDSEY:  By  way  of  explanation,  Appalachia 
was  just  one  part  of  an  increasing  number  of  pro- 
grams of  government  which  were  coming  along  which 
were  so  similar  to  the  Appalachia  programs,  per  se, 
that  had  no  specific  application. 

This  committee  is  willing  and  ready  to  continue  its 
work  until  such  time  as  directed  otherwise,  but  a 
larger  committee  could  control  not  just  this  one  as- 
pect of  it,  but  also  the  government  programs  as  well. 

DR.  JONES:  What  this  committee  is  recommend- 
ing then  is  complete  restructuring  of  the  committee, 
of  the  whole  Society  and  I  don't  think  this  can  be  done 
without  considerable  in-depth  study. 

DR.  LINDSEY:  This  committee  felt  that  since  all 
these  programs  are  so  similar  and  almost  identical  to 
each  other,  it  would  work  out  better  to  have  one  com- 
mittee studying  them. 

DR.  JONES:  It  was  the  decision  of  this  Eastern 
group  that  although  the  name  may  be  changed,  it 
would  still  be  the  Appalachia  Committee. 


DR.  CUTCHIN:  The  State  of  Franklin  fits  in  right 
with  Appalachia  now. 

DR.  JONES:  They  have  that  function. 
There  are  29  counties  at  this  time  in  Appalachia.  It 
has  them  all  except  the  Eastern  and  that's  not  mounted 
yet. 

CHAIRMAN  BEDDINFIELD:  You  have  heard  the 
recommendation  of  the  Committee.  What  is  your 
pleasure? 

DR.  CUTCHIN:  Discussion!  Wasn't  this  part  of  the 
overall  charge  to  Blue  Ribbon  No.  1? 

DR.  JONES:  No,  Blue  Ribbon  No.  2  for  planning. 

DR.  GLASSON:  So  this  presumably  then  is  already 
in  the  works. 

CHAIRMAN  BEDDINGFIELD:  We  still  have  not 
acted  on  the  recommendation. 

DR.  JONES:  I  move  we  receive  their  recommenda- 
tion with  thanks,  without  action. 

DR.  WELTON:  Second. 

CHAIRMAN  BEDDINGFIELD:  You've  heard  the 
motion.  Is  there  discussion?   [No  response] 

All  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Dr.  LINDSEY:  Next,  Auxiliary  and  Archives,  for 
information  only. 

This  Committee  met.  You  heard  the  report  of  the 
Auxiliary  from  Mrs.  Jones. 

In  regard  to  the  Archives  Committee,  Dr.  McMillan 
would  like  to  report  progress  is  going  satisfactorily. 
They  are  now  seeking  an  editor  for  the  Archives  and 
they  hope  to  have  a  final  deadline  for  January  1st, 
1968. 

The  next  committee  is  the  Committee  on  Cancer,  for 
information  only. 

The  Committee  on  Cancer  reports  they  spent  one 
and  a  half  hours  discussing  the  State  Board  of 
Health's  problem  of  cytology  tests. 

There  has  been  no  improvement  of  this  problem 
during  the  past  year. 

The  Committe  approved  a  motion  that  Dr.  Ward. 
Chairman  of  the  Committee,  meet  with  a  representa- 
tive from  the  State  Board  of  Health,  the  North  Caro- 
lina Society  of  Pathologists  and  the  Governor's  Com- 
mission to  Study  the  Cause  and  Control  of  Cancer  in 
North  Carolina,  in  order  to  discuss  possible  action  in 
the  matter  of  cytology  tests. 

Secondly,  the  Committee  also  approved  the  changes 
presented  by  the  State  Board  of  Health  in  the  Cancer 
Control   Program. 

CHAIRMAN   BEDDINGFIELD:    Is    action   required? 

DR.  LINDSEY:  These  are  submitted  by  the  Chair- 
man as  information  only. 

I  might  add— the  Commissioner  would  like  to  state 
as  you  did— the  Committee  studied  the  problem  of 
the  Papanicolaou's  smear  and  the  IUD  insertion  along 
with  the  Nursing  Committee  which  I  will  get  to  when 
we  get  there. 

Their  impressions  were  similar. 

The  next  is  the  Committee  on  Constitution  and  By- 
Laws  and  I  defer  to  Dr.  Shaffner. 
CHAIRMAN    BEDDINGFIELD:     The    Chair    recog- 
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nizes  the  Chairman  of  the  Constitution  and  By-Laws 
Committee,  Dr.  Shaffner. 

DR.  SHAFFNER:  This  Committee  report  is  for 
information,  but  with  a  request  that  on  our  recom- 
mendations to  the  House  of  Delegates,  if  you  wish  to 
make  some  changes  or  have  our  decisions  recon- 
sidered by  the  Committee  please  tell  us  now. 

In  our  meeting,  we  went  over  the  actions  which  took 
place  at  the  House  of  Delegates  and  for  your  informa- 
tion I'll  briefly  state  what  they  were. 

To  be  voted  on  at  the  next  meeting  are  the  follow- 
ing changes  in  the  Constitution: 

1)  To  stagger  the  terms  of  Councilors  and  Vice 
Councilors  so  that  one-third  will  be  elected  each 
year  with  limited  tenure  to  two  three-year  terms. 

2)  Beginning  in  1970,  the  Board  of  Medical  Ex- 
aminers and  the  Editorial  Board  of  the  Journal 
members  will  be  nominated  by  the  Nominating- 
Committee  and  elected  by  the  House  of  Delegates, 
with  nominations  to  be  announced  by  the  Nominat- 
ing Committee  thirty  days  in  advance. 

At  the  same  time,  By-Law  changes  implementing 
this  will  change  this  to:  "The  House  of  Delegates 
shall  elect  members  to  the  Board  of  Medical  Ex- 
aminers of  the  State  of  North  Carolina,  to  the  Edi- 
torial Board  of  the  North  Carolina  Medical  Journal, 
to  the  North  Carolina  Medical  Care  Commission,  elec- 
tive members  of  the  State  Board  of  Health,  elective 
members  of  the  Board  of  Directors  of  Hospital  Sav- 
ing Association  and  members  of  the  Board  of  Hos- 
pital Care  Association,  the  members  of  the  Retirement 
Saving  Plan  Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina,  and  the  members  of  such 
other  Commissions  or  Boards  on  which  the  Society 
may  have  representation.  Nominations  shall  be  made 
by  the  Nominating  Committee  and  announced  thirty 
days  in  advance  of  the  House  of  Delegates  meeting". 

So  that  at  the  House  of  Delegates  meeting  there 
will  be  more  opportunity  for  nominations  from  the 
floor. 

DR.  CUTCHIN:  That  would  include  the  entire  slats 
of  the  Nominating  Committee? 

DR.  SHAFFNER:  That  would  not  include  the  of- 
ficers, but  it  would  include  Boards  and  Commissions. 

CHAIRMAN  BEDDINGFIELD:  I  would  ask  you  if 
you  would  repeat  the  effective  date  it  would  be  im- 
plemented. 

DR.  SHAFFNER::  The  effective  date  for  the  elec- 
tion of  the  first  Councilors  on  staggered  terms  would 
be  1970;  for  the  Board  of  Medical  Examiners  and 
Editorial  Board  of  the  Journal  it  will  be  1970. 

I  would  point  out,  therefore,  that  any  elected 
members  to  the  Board  of  Medical  Examiners  and  the 
Editorial  Board  of  the  Journal,  that  may  need  to  be 
voted  on  this  coming  year  would,  by  virtue  of  this 
not  being  in  effect,  be  again  elected  in  the  General 
Sessions. 

MR.  BARNES:  Does  the  Nominating  Committee 
understand  that? 

DR.   SHAFFNER:    Yes. 

Also  passed  in  the  Second  Session  of  the  House  of 


Delegates,  or  at  least  submitted  for  a  vote  next  time, 
was  a  proposal  so  that  a  District  Medical  Society  could 
recommend  to  the  Nominating  Committee  a  nominee 
for  Councilor  to  that  District  and  if  the  majority  of 
delegates  from  that  District  agree,  then  the  Nominat- 
ing Committee  has  to  put  that  name  up  for  nomination. 

It  could  add  another  name  if  it  wished  to,  but  it 
didn't  have  to. 

In  discussing  these  various  things  that  have  to  hap- 
pen, we  reiterated  again  that  we  would  like,  because 
of  the  importance  of  these,  to  have  these  printed 
separately  in  the  Medical  Journal  at  least  sixty  days 
in  advance. 

I've  already  talked  to  Dr.  Prichard  about  that  and 
he  assured  our  committee  we  could  have  space  in 
the  Journal  and  the  committee  would  like  to  mention 
to  the  headquarters  staff  that  it  would  save  them  a 
lot  of  paper  work  if,  after  the  printing  of  this,  that 
separate  reprints  be  made  of  this  printing  in  the  Jour- 
nal, which  could  be  put  in  the  delegates'  material, 
etcetera,  and  not  have  to  be  retyped  again  as  a  part 
of  our  committee  report.  This  will  save  them  a  lot 
of  time. 

Two  other  things  were  discussed  by  the  committee, 
on  which  we  would  like  to  give  you  our  decision  and 
ask  if  you  want  us  to  change  it  or  reconsider  it. 

Discussion  was  held  relative  to  selection  of  a  mem- 
ber of  the  Nominating  Committee  from  a  District 
Medical  Society.  In  other  words,  again,  to  let  the  Dis- 
trict Medical  Society  suggest  who  should  be  the  mem- 
ber of  the  Nominating  Committee  for  that  District. 

It  was  noted  by  our  committee  that  the  By-Laws 
state  that: 

The  House  of  Delegates  at  its  first  session  shall 
select  a  committee  on  nominations,  consisting  of 
ten  delegates,  no  two  of  whom  shall  be  from  the 
same  Councilor  district. 

It  was  the  feeling  of  our  committee  that  this  By- 
Law  provision  was  sufficient  for  selection  of  a  nominat- 
ing committee  and  if  the  accepted  parliamentary  pro- 
cedures were  followed,  nominees  would  be  suggested 
on  the  floor  of  the  House  of  Delegates  and  voted  on 
by  the  whole  House. 

In  that  way,  any  delegate  could  nominate  any  mem- 
ber of  the  Nominating  Committee  from  his  district 
and  make  comments  as  to  his  support  from  the  dis- 
trict. 

Therefore,  the  Committee  felt  that  no  change  was 
necessary  in  the  By-Laws. 

As  a  matter  of  explanation  on  this,  I've  talked  this 
over  with  Dr.  Koonce.  As  you  know,  the  custom  has 
been  to  have  a  caucus  of  various  districts  and  the  re- 
sults of  each  caucus  is  given  to  the  Speaker  and  the 
Speaker  announces  the  new  Nominating  Committee. 

It's  my  understanding  from  Mr.  Anderson  that,  ac- 
tually, what  the  provision  of  the  By-Laws  should  re- 
quire is  that  there  be  nominations  and  the  entire  Nomi- 
nating Committee  be  elected  by  the  entire  House  of 
Delegates. 

So  that  if  this  procedure  was  followed,  then  a  caucus 
might  be  held  but  actually  the  nominations  would  be 
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put  on   the  floor  as  the  nominee   to   the  Nominating 
Committee  and  the  House  would  vote  on  it. 

You  may  wish  to  discuss  this  later. 

Then  the  question  arose  that  the  Executive  Council 
asked  our  committee  to  consider  the  advisability  of 
limiting  tenure  for  members  of  the  Board  of  Trustees 
and  Boards  of  Directors  of  the  Hospital  Care  and  Hos- 
pital Saving  Association.  <  combined  on  1-1-68 1. 

We  had  written  letters  to  each  respective  board 
asking  them  if  they  had  any  recommendation  and  they 
wrote  back  that  they  would  leave  it  to  us,  the  Medical 
Society,  to  decide  and  made  no  recommendations 
whatsoever. 

Well,  we  recommend  that  no  action  be  taken  at  this 
time  because  the  committee  feels  that  proposed  changes 
in  the  duties  of  the  Nominating  Committee  will  tend  to 
select  nomines  for  these  various  Boards  and  Commis- 
sions who  will  best  serve  the  interests  of  the  Society. 

It  was  our  feeling  that  if  there  was  any  question  of 
whether  such  members  of  the  Boards  of  Hospital  Care 
or  Hospital  Saving  had  been  "brainwashed"  or  "white 
washed",  that  the  Nominating  Committee  could  get 
word  of  it  and  not  put  them  up  for  re-election. 

Yet,  on  the  other  hand,  if  certain  members  had  done 
an  excellent  job  and  were  well  thought  of  by  the  So- 
ciety as  well  as  the  Association,  then  they  should  not 
tie  the  hands  of  the  Nominating  Committee  in  keeping 
them  from  suggesting  these  particular  members  be 
re-elected  or  re-nominated  if  they  felt  it  was  necessary 
or  advisable. 

This,  of  course,  would  still  allow  nominations  from 
the  floor. 

So  we  recommend  there  be  no  change  in  that. 

Then  a  proposal  was  made  that  a  vote  be  taken  on 
proposed  changes  in  the  Constitution  at  the  time  they 
were  presented  as  well  as  waiting  a  year  and  taking 
a  two-thirds  vote. 

The  apparent  reason  for  this  recommendation  was 
there  was  confusion  at  times  as  to  when  something 
is  presented  and  when  is  it  not  presented  and  therefore 
held  for  a  year. 

CHAIRMAN  BEDDINGFIELD:   Question! 

Would  that  involve  a  change  in  the  Constitution,  the 
wording  of  the  Constitution,  to  effect  that  change? 

DR.  SHAFFNER:   That's  what  I'm  getting  to. 

It  was  the  opinion  of  the  Committee  that  to  have 
a  mandatory  vote  at  first  presentation  as  a  prerequisite 
for  the  final  action  the  following  year,  could  result 
in  a  defeat  before  the  proposal  had  been  adequately 
thought  about  and  considered. 

Yet,  the  Committee  felt  that  some  provision  should 
be  made  to  allow  discussion  on  the  floor  of  the  House 
of  such  a  proposal  at  the  time  of  its  first  presenta- 
tion. 

Therefore,  the  Committee  voted  and  passed  that  the 
following  change  in  the  Constitution  be  recommended: 

Amend  Article  13  of  the  Constitution  by  inserting  in 
sub-paragraph  1  after  the  words  ".  .  .  annual  meet- 
ing .  .  ."  the  following  words,  "at  which  time  it  may 
be  discussed"  so  that  paragraph  1  will  read  as  fol- 
lows: 


That  such  amendment  shall  have  been  presented 
in  open  meeting  at  the  previous  annual  meeting, 
at  which  time  it  may  be  discussed,  and  that  it  shall 
have  been  sent  officially  to  each  component  county 
society  or  printed  in  the  official  publication  of  the 
Society  at  least  two  months  before  the  Session  at 
which  final  action  is  to  be  taken,  or  .  .  . 

I'm  not  sure  that  this  says  what  we  want  to  say. 

This  concludes  our  report,  unless  anyone  of  the 
Council  wishes  that  we  reconsider  any  item,  and  we 
would  like  to  know  this. 

CHAIRMAN  BEDDINGFIELD:  I  would  judge  there's 
no  accepting  action  except  your  entire  report,  be- 
cause the  one  thing  you  said  you  recommended  no 
change,  so  if  we  simply  accept  your  report  we  are 
simply  maintaining  it  has  been  advised.  Is  that  your 
interpretation? 

DR.  SHAFFNER:   Yes,  I  think. 

CHAIRMAN  BEDDINGFIELD:  Do  I  hear  a  motion 
that  the  report  be  accepted? 

MR.  ANDERSON:   Except  the  last! 

DR.  SHAFFNER:  The  last  is  what  we  propose  as 
an   amendment. 

If  you  don't  want  us  to  suggest  that,  then— 

CHAIRMAN  BEDDINGFIELD:  Well,  what  is  the 
pleasure  of  the  Council  regarding  the  committee's 
recommendation  on  Article  13? 

DR.  SHAFFNER:  Page  9  of  the  Constitution,  Ed! 

DR.  WELTON:  I  move  we  approve  that. 

CHAIRMAN  BEDDINGFIELD:    Is  there  a  second? 

DR.  HARRY  H.  WEATHERS  [Councilor,  4th  Dis- 
trict] : 

Second. 

CHAIRMAN   BEDDINGFIELD:    Discussion? 

DR.  STUCKEY:  Can  this  be  presented  and  then 
destroyed  by  action  or  still  be  presented  next  year? 

DR.  SHAFFNER:  I  discussed  this  with  Dr.  Koonce 
and  I'm  not  too  sure  exactly  what  he's  going  to  do 
when  he's  got  the  Chair,  but  my  interpretation  of 
what  we  were  trying  to  do  was  that  if  I  was  pre- 
senting it  next  year,  say,  I  would  say,  "Mr.  Speaker. 
I  move  that  this  change  be  accepted  as  having  been 
presented  this  year  for  a  vote  on  next  year". 

That  is  a  motion  and  if  somebody  seconds  it  it  can 
be  opened  for  discussion. 

Now,  if  it's  a  wild  discussion  and  everybody  thinks 
it's  a  lousy  proposal,  well,  presumably  it's  voted  down 
and  we  won't  even  bring  it  on  the  floor  next  year. 

Mr.  Speaker,  would  you  like  to  comment? 

DR.  KOONCE:  I'd  like  to  comment  on  that. 

I  think  that  was  a  very  devious  way  of  accomplish- 
ing what  I  might  say. 

You  remember  in  the  House  of  Delegates  last  year, 
my  interpretation  of  presenting  for  approval  or  dis- 
approval at  the  first  reading.  That  was  my  interpre- 
tation which  was  denied  by  the  House  of  Delegates. 

The  House  of  Delegates'  interpretation  thereby  be- 
came that  it  would  be  presented  only  and  then  at  the 
next  meeting  it  would  be  voted  on. 

It  would  only  be  presented  at  the  first  meeting. 

DR.  WELTON:  Without  discussion! 
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DR.  KOONCE:  Well,  I  asked  them  and  that's  pretty 
much  what  they  agreed  upon. 

Now,  if  Louis  remains  Chairman  of  this  committee 
as  long  as  I'm  Speaker,  I'll  be  very  grateful  if  he'll 
do  it  the  way  he  did  it. 

He  will  make  a  motion,  you  see,  as  stated  that  this 
be  presented  and  I  will  call  for  that  motion.  If  the  mo- 
tion is  denied  it  won't  be  presented. 

They'll  read  the  proposal  to  change.  Then,  he'll  make 
a  motion  that  it  be  discussed  and  presented— correct? 
[Affirmative  response  from  Dr.  Shaffner] 

And,  then  the  floor  can  deny  that  presentation  and 
it  will  be  killed  there  which  is  the  same  thing. 

My  personal  feeling  is  that  nothing-  should  be  brought 
before  the  House  of  Delegates,  or  rather  we  shouldn't 
open  ourselves  up  to  some  wild-haired  idea  that  could 
be  brought  up  and  would  have  to  be  put  in  the  minutes 
and  brought  up  at  the  next  meeting,  that  we  ought 
to  have  the  right  to  deny  the  first  reading. 

PRESIDENT  ROSS:  Is  this  a  screening  process, 
really? 

DR.  KOONCE:  Yes,  that  was  my  interpretation  of 
the  By-Laws.  You  present  but  it  did  not  say  to  be 
voted  on. 

My  interpretation  is  that  it  was  to  be  presented  for 
approval  or  disapproval  and  the  House  went  against 
that. 

Therefore,  it  will  only  be  presented,  but  with  this 
recommendation  it  will  be  presented  for  discussion 
and  he  will  make  the  motion  that  it  be  presented  and 
discussed  and,  of  course,  you  can  have  discussion  of 
that  and  if  they  deny  this  motion,  then  it  will  be  auto- 
matically killed. 

Is  that  right,  John? 

MR.  ANDERSON:   No,  I  don't  think  so. 

DR.  KOONCE:  If  it's  presented  on  the  floor,  it  has 
to  come  up  at  the  next  meeting,  according  to  that  in- 
terpretation? 

MR.  ANDERSON:   Yes. 

It's  permissive  and  gives  the  right  to  any  delegate 
to  discuss  it  irrespective  of  any  wishes  of  the  Chair, 
actually. 

Discuss  it  for  whatever  purpose  discussion  might 
serve,  but  no  motion  to  accept  or  present  anything  is 
necessary. 

DR.  KOONCE:  If  it's  presented,  then  it  goes  on  the 
books  and  will  have  to  be  voted  on  the  following  year? 
[Whereupon  Mr.  Anderson  nodded  his  head.] 

DR.  LYMBERIS:   I'd  like  to  ask  another  question. 

MR.  ANDERSON:  That's  a  literal  interpretation. 

DR.  LYMBERIS:  I  see  some  difficulty. 

If  you  present  a  constitutional  change  for  discussion 
but  you  cannot  vote  on  it,  how  in  the  world  can  you 
ever  cut  off  discussion,  if  you  wish  to? 

DR.  KOONCE:  You'r  talking  my  language  now! 

DR.  LYMBERIS:  That's  the  greatest  difficulty  I 
see  in  that  a  motion  can  be  voted  on,  if  it's  presented: 
someone  can  call  the  question  and  bring  this  thing  to 
a  vote,  but  if  a  motion  cannot  be  called  to  question,  I 
can  see  that  thing  going  on  for  hours  and  hours  and 
the  Chair  would  be  unable  to  put  a  stop  to  it. 


I  thing  this  grave  danger  must  be  considered. 

DR.  SHAFFNER:  Well,  I  wasn't  happy  with  the  re- 
port of  the  committee  and  I  still  don't  know  what 
ought  to  be  done  unless  you  wanted  to  say  "presented 
and  accepted  by  the  House  to  be  voted  on  next  year" 
or  something  like  that. 

DR.  STUCKEY:  I  think  we  must  avoid  getting  bog- 
ged down  rather  here  in  parliamentary  procedures  by 
specifying  here,  instead  of  consulting  Robert's  Rules  of 
Order  or  some  other  organization,  we  should  state  in 
our  own  little  constitution  that  it  can  be  denied  once 
but  must  pass  twice,  in  essence. 

It  must  be  presented  and  approved  and  then  if 
it  passes  the  one  time,  presented  again  next  year  for 
two-thirds   majority. 

CHAIRMAN  BEDDINGFIELD:  The  Chair  would 
make  the  observation  that  we  have  a  motion  on  the 
floor  to  adopt  the  recommendation. 

Now,  it  appears  from  discussion,  there's  considerable 
dissension  to  that  and  various  alternatives  have  been 
suggested. 

DR.  KOONCE:  Well,  my  interpretation  is  just  what 
you  said— if  it's  presented  for  approval:  if  it  was  not 
approved,  then  it  would  not  be  brought  up  the  fol- 
lowing year. 

DR.  STUCKEY:  This  means  you  get  your  one  presen- 
tation but  it  must  be  presented  twice  for  approval  and 
this  will  throw  away  dilatory  motions  as  spontaneous 
suggestions  for  changing  the  constitution. 

DR.  KOONCE:  Unless  changes  are  made  in  the  By- 
Laws  that  changes  this,  the  interpretation  of  the  House 
will  remain  until  the  House  changes  its  interpretation 
and  the  House's  interpretation,  as  of  the  present  time, 
is  that  it  shall  be  presented,  not  voted  on  at  the  first 
meeting,  only  read  it  and  voted  on  at  the  second  meet- 
ing. 

CHAIRMAN  BEDDINGFIELD:  I  recognize  Dr.  Wel- 
ton. 

DR.  WELTON:  I  made  the  motion  which  is  on  the 
floor  and  I  hereby  wish  to  withdraw  it. 

CHAIRMAN  BEDDINGFIELD:  Motion  is  withdrawn. 
What  is  your  pleasure  regarding  the  recommendation 
of  the  Committee  on  Constitution  and  By-Laws? 

We  observe  it  could  be  referred  back  to  them  for 
further  clarification.  That  would  take  care  of  both 
of  them. 

DR.  KOONCE:  But  taking  the  full  responsibility  of 
being  interpreted  as  being  personal,  I  would  like  to 
refer  it  back  to  the  Committee  for  further  considera- 
tion. 

CHAIRMAN  BEDDINGFIELD:  Do  you  so  move, 
sir? 

DR.  KOONCE:  I  so  move. 

DR.  JONES:   Second. 

DR.  SHAFFNER:  The  Committee  would  like  to  ask 
what  you  would  like  us  to  come  back  with? 

Do  you  want  the  House  to  vote  on  it  at  the  first 
session  or  not  vote  on  it?  Or,  just  forget  it? 

DR.  KOONCE:  I  didn't  think  there  was  any  question 
in  the  world  about  that! 
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I  would  like  to  have  it  presented  for  approval  or 
disapproval  at  the  first  reading. 

DR.  SHAFFNER:  Majority  vote? 

DR.  KOONCE:  Majority  vote! 

MR.  ANDERSON:  Not  two-thirds? 

DR.  SHAFFNER:  We'll  make  it  majority  vote  on  the 
first  reading— 

DR.  KOONCE:  I  still  think  at  the  first  reading  you 
should  have  the  right  to  approve  it  or  deny  it.  It  should 
be  presented  for  approval  or  denial. 

The  way  it  reads  now,  "it  shall  be  presented ",  and 
of  course  that  could  be  interpreted  my  way  or  the  way 
it  exists  at  the  present  time. 

CHAIRMAN  BEDDINGFIELD:  The  motion  is  that 
the  matter  be  referred  back  and  you've  heard  some 
ideas  expressed  on  the  subject. 

All  in  favor  of  the  motion  to  re-refer  the  matter  to 
the  Committee  on  Constitution  and  By-Laws  say  "aye"; 
opposed  "no". 

So  be  it! 

May  I  entertain  a  motion  at  this  time  to  otherwise 
accept  the  report  of  the  Committee  on  Constitution  and 
By-Laws? 

DR.  GLASSON:   So  moved. 

DR.  WELTON:  Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  [No  re- 
sponse] 

If  not,  all  those  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Dr.  Lindsey! 

DR.  LINDSEY:  The  Chairman  of  the  next  committee 
is  a  very  active  one. 

They  only  want  to  submit  for  information  the  follow- 
ing report.  This  is  the  Committee  Advisory  to  North 
Carolina  Department  of  Motor  Vehicles. 

Dr.  Martin  Hines  of  the  State  Board  of  Health,  who 
is  on  the  Governor's  Traffic  Safety  Council,  gave  a 
report  on  the  proposal  which  is  to  be  presented  to  the 
National  Traffic  Safety  Council. 

The  two  points  of  interest  stressed  to  the  Committee 
out  of  thirteen  points  in  the  proposal  was: 

1)  Driver  Licensing,  and 

2)  Alcohol  in  relation  to  highway  safety. 

After  a  general  discussion,  the  Committee  voted  that 
they  were  in  agreement  with  the  principles  of  the  pro- 
posal and  asked  that  this  be  sent  to  the  Council  for 
information  only. 

The  subcommittee  under  Dr.  Siewers  reported  that 
three  members  of  the  Medical  Consultant  Panel  had 
resigned  but  that  replacements  were  being  sought  to  fill 
the  vacancies. 

Dr.  James  Newsome  stated  the  need  for  the  Medical 
Society  to  emphasize  safety  in  regard  to  a  possible 
program  at  an  annual  meeting,  possibly  the  meeting 
in  1969. 

This  would  be  an  all  encompassing  annual  meeting 
in  which  the  whole  program  is  taken  over  by  high- 
way safety.  They  would  have  complete  coverage  of 
radio,  television,  newspaper  etcetera. 

With  regard  to  House  Bill  1041,  it  was  reported  that 
Dr.   Lenox   Baker,   Chairman   of   the   State   Board   of 


Health,  had  not  at  this  time  appointed  members  for 
the  Review  Board  as  set  up  by  this  bill,  but  that  he 
had  asked  Dr.  Morris  to  work  with  him  on  the  selection 
of  members  for  this  Board. 

End  of  report. 
Next,  Committee  on  Nursing,  and  this  is  a  long  one. 

For  information  only. 

It  is  the  request  of  this  Committee  that  the  Executive 
Director  write  a  letter  to  the  Chairman  of  the  State 
Board  of  Education  to  inquire  as  to  the  status  of  the 
support  of  diploma  schools,  (legislation  passed  I  and 
that  the  Executive  Director  acquaint  them  of  our  in- 
terest in  this  area  and  offer  him  our  support  in  get- 
ting this  implemented. 

Then  the  Committee  voted  to  send  a  letter  to  Dr. 
M.  J.  Musser,  Director,  Regional  Medical  Program,  to 
bring  his  attention  to  our  concern  of  the  legal  implica- 
tions of  nurses  and  let  him  know  the  stand  of  the 
Committee  on  accepting  the  revised  Joint  Statement 
of  the  Physicians  Committee  on  Nursing  of  the  Medical 
Society  of  North  Carolina  and  the  Committee  on  Pro- 
fessional Nursing  Practice  of  the  North  Carolina  State 
Nurses'  Association  asking  him  for  his  recommenda- 
tions and  suggestions. 

We  will  have  more  on  that  later. 
Recommendations  to  the  Executive  Council: 

The  Committee  recommends  that  the  Executive  Coun- 
cil endorse  in  principle  House  Bill  HR  12571  I  Revised  by 
HR  13096)  and  lend  support  to  this  legislation.  It  is  also 
recommended  that  a  letter  be  written  to  AMA  Council 
on  Legislative  Activities  and  copies  sent  to  each  state 
medical  society,  possibly  by  the  President  of  the 
State  Medical  Society  and  the  Chairman  of  this  Com- 
mittee, calling  this  bill  to  their  attention,  stating  the 
Medical  Society  of  the  State  of  North  Carolina  supports 
this  legislation  and  urge  them  to  do  all  they  can  to 
effectuate  the  enactment  of  this  into  law. 

CHAIRMAN  BEDDINGFIELD:  House  Bill  HR  12571 
you  want  to  explain  this  is  Congressman  Rooney's  bill 
which  should  implement  the  very  things  on  a  national 
level  the  Chairman  just  achieved  and  wanted  some 
support  for  diploma  schools  of  nursing  which  has 
really  been  the  North  Carolina  idea  for  which  there 
was  no  precedent  for  a  nationwide  type  of  thing. 

Mr.  Barnes  has  been  in  correspondence  with  Con- 
gressman Rooney  and  told  him  about  our  experience 
in  North  Carolina.  He  was  very  much  interested. 

He  needs  help  and  wants  help.  The  Committee  on 
Legislation  has  analyzed  this  bill  and  recommends 
the  action  recommended  by  the  Committee  on  Nursing. 

DR.  LINDSEY:  The  Committee  on  Nursing  recom- 
mends letters  to  be  written,  etcetera. 

CHAIRMAN  BEDDINGFIELD:  I  believe  that's  the 
first  recommendation  of  the  Committee  to  the  Council, 
is  that  right?   [Affirmative  response! 

Do  I  hear  a  motion  that  this  recommendation  be 
accepted? 

DR.   KOONCE:    So  moved. 
DR.   GLASSON:    Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  [No  re- 
sponse] 


118 


SUPPLEMENT  TO  THE  N.   C.  MEDICAL  JOURNAL 


All  in  favor  say  "aye";   opposed  "no". 
So  moved. 

DR.  KOONCE:    It  might  be  wise  if  North  Carolina 
put  a  resolution  on  the  floor  of  the  House  of  Delegates 
to  that  effect, 
CHAIRMAN  BEDDINGFIELD:  That's  a  good  idea. 
Could  we  make   a   note  to  our  AMA   Delegates  to 
consider  this  action  we've  just  taken? 

DR.  LINDSEY:  The  second  recommendation  for  ac- 
tion by  the  Council  is  a  restatement  of  a  recent  re- 
lease by  the  AMA  regarding  diploma  schools  of  nurs- 
ing. We  have  reworded  it  and  this  is  the  following 
recommendation : 

The  Committee  recommends  that  the  Executive  Coun- 
cil endorse  the  following,  "Statement  on  Nursing  Educa- 
tion of  the  Medical  Society  of  the  State  of  North  Caro- 
lina": 

WHEREAS,  the  Medical  Society  of  the  State  of 
North  Carolina  is  on  record  to  "continue  its  sup- 
port of  all  current  educational  programs  for  nurses", 
and 

WHEREAS,  the  national  trend  which  is  supported 
by  the  professional  nurses'  association  appears  to  be 
the  gradual  phasing  out  of  the  diploma  schools  of 
nursing  and  the  transfer  of  nursing  education  to 
collegiate  institutions,  and 

WHEREAS,  80  per  cent  of  nursing  care  in  North 
Carolina,  at  the  present  time,  is  rendered  by  grad- 
uates of  diploma  schools  with  the  demand  for  such 
nurses  continuing  to  exceed  the  supply,  and 

WHEREAS,  there  is  general  professional  agree- 
ment on  the  need  for  inclusion  of  nursing  education 
in  community  health  planning  with  provision  for 
greater  use  of  in-hospital  training-  as  well  as  train- 
ing in  collegiate  institutions, 
Therefore,  be  it, 

RESOLVED,  that  the  Medical  Society  of  the  State 
of  North  Carolina  reaffirms  its  support  of  all  forms 
of  nursing  education  including  baccalaureate,  di- 
ploma, associate,  and  practical  nurse  education 
programs, 
And,  be  it  further, 

RESOLVED,  that  those  hospitals  that  conduct 
diploma  schools  of  nursing  be  commended  for  the 
great  contribution  being  made  by  these  institutions 
to  the  health  needs  of  the  State  of  North  Carolina 
and  the  nation, 
And,  be  it  further, 

RESOLVED,  that  such  hospitals  be  urged  to  con- 
tinue their  schools  and  increase  enrollment  while 
allowing  the  individual  to  choose  the  kind  of  nurs- 
ing education  he  or  she  desires;  that  hospitals  be 
encouraged  to  establish  new  diploma  schools  of 
nursing, 
And,  be  it  further, 

RESOLVED,  that  the  Medical  Society  of  the 
State  of  North  Carolina  take  appropriate  action  in 
consultation  with  professional  nurses'  associations 
and  the  North  Carolina  Hospital  Association  to  en- 
courage  increasing   enrollment  in   diploma   schools 


and  at  the  same  time  improve  educational  stand- 
ards. 

CHAIRMAN    BEDDINGFIELD:    This    is    a    recom- 
mendation from  the  Committee  on  Nursing  which  is  a 
reaffirmation  of  policy  that  is  presently  existing  in  the 
Society. 
What  is  your  pleasure? 
PRESIDENT  ROSS.  So  moved. 
DR.  STUCKEY:  Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  [No  re- 
sponse] 

All  in  favor  say  "aye";  opposed  "no". 
So  be  it! 

DR.  LINDSEY:  The  final  is  merely  an  addendum 
to  a  report  given  to  you  by  Commissioner  Lymberis 
regarding-   the   cardio-pulmonary   resuscitation. 

He  and  I  thought  I  should  read  the  end  of  that 
Joint  Statement  which  was  not  included  in  the  ma- 
terial sent  to  his  Committee. 

You  will  remember  that  there  was  merely  a  deletion 
which  you  have  approved  of  "manual"  external  car- 
dio-pulmonary resuscitation. 

.    .    .    cardio-pulmonary    resuscitation    in    the    in- 
stance of  an  emergency  (i.e.,  where  no  physician  is 
available   and   where   the   nurse   observes    the    ab- 
sence of  vital  signs). 
It  continues  further: 

The  Medical  Society  and  the  North  Carolina  State 
Nurses'  Association  believe  that  each  agency,  hos- 
pital and  institution  should  designate  representatives 
of  the  medical  staff,  nursing  service  and  agency 
administration  to: 

1)  provide  instruction  and  supervised  practice  by 
qualified  physicians, 

2)  write  policies,  define  the  responsibilities,  and 
initiate  these  policies, 

3>  provide  for  on-going  or  continuing  instructional 
programs  in  cardio-pulmonary  resuscitation  and 
cardio  care. 

CHAIRMAN  BEDDINGFIELD:  Do  you  wish  to  take 
action  on  this  because  this  is  the  complete  new  Joint 
Statement? 

Since  it  involves  both  committees.  Dr.  Lymberis, 
would  you  like  to  comment  on  it? 

DR.  LYMBERIS:  I'd  like  to  comment. 

If  I  could  make  a  motion,  I  would  make  a  motion 
to  this  effect— the  only  part  of  this  that  my  committee 
was  sent  was  the  initial  paragraph  and  we've  taken 
action. 

I  would  like  someone  to  add  to  the  action  we  have 
taken  the  complete  statement  as  read  out  by  Dr. 
Lindsey. 

DR.   LARKINS:    So  moved. 

DR.   REYNOLDS:    Second. 

CHAIRMAN  BEDDINGFIELD:  All  in  favor  say 
"aye";  opposed  "no". 

So  be  it! 

DR.  LINDSEY:  Now,  this  Commission  would  like 
to  take  the  prerogative  of  adding,  regarding  the  Pap 
smear  program  and  the  IUD  program,  but  in  both 
of  these  committees,  Nursing  and  Cancer,  it  was  talked 
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over  by  Dr.  Scurletis  who  said  he  was  trying  to  get 
instituted  a  pilot  program  which  he  could  in  some 
instances  have  a  nurse  take  a  Pap  smear. 

This  would  be  just  one  pilot  program  which  would 
be  under  the  direction  of  a  doctor  and  a  letter  was 
sent  in  regard  to  this  with  the  thinking  to  make  it 
an  all  inclusive  program. 

Both  of  these  Committees,      .firlsddonit 

Both  of  these  Committees,  first,  did  not  approve  the 
use  of  nurses  putting  in  IUD's. 

Dr.  Scurletis  said  he  had  never  heard  of  anybody 
doing  it,  didn't  know  of  anybody  proposing  it  and 
didn't  think  it  was  worthy  of  consideration.  These  Com- 
mittees disapproved  that. 

But,  they  did  approve  of  his  pilot  program  to  try 
to  see  if  this  would  increase  the  number  of  Pap 
smears. 

They  did  not  approve  of  it  as  a  blanket  proposal 
to  give  nurses  the  right  to  go  around  the  state  doing 
Pap  smears,  but  it  was  in  this  one  instance,  one  trial 
program,  that  they  thought  it  would  be  worthwhile. 

PRESIDENT  ROSS:  May  I  comment  for  just  one 
moment,  briefly? 

CHAIRMAN    BEDDINGFIELD:    Please,    Dr.    Ross! 

PRESIDENT  ROSS:  In  Massachusetts  and  Baltimore, 
and  two  other  areas,  they  are  now  giving  kids  tests 
for  syph.  determination.  They've  found  it's  about  as 
effective  as  when  a  physician  takes  it.  so  to  get  away 
from  this  thing,  I  think  the  efforts  would  be  more 
rewarding  to  follow  this  up.  Dr.  Howard  Jones  has  an 
awful  amount  of  data  on  it. 

It  gets  you  out  of  an  awful  sticky  situation.  I'm  not 
sure  that  I  go  along  with  nurses  doing  this. 

CHAIRMAN  BEDDINGFIELD:  I  heard  Dr.  Scurletis's 
presentation  and  he  wants  to  emphasize  this  is  a  pilot 
program,  that  before  it  would  be  implemented  any 
further,  the  results  of  it  would  be  fed  back  to  the 
Medical  Society  and  women  who  had  been  so  examined 
by  nurses  would  be  carefully  told,  both  verbally  and 
in  writing,  that  this  is  not  a  complete  physical  ex- 
amination, that  they  have  one  test  for  cancer  at  one 
site  of  the  body  and  this  is  all,  and  this  would  be 
a  very  restricted  pilot  program  for  which  he  has  a 
grant  available. 

I  think  it's  very  unfortunate  that  the  idea  of  nurses 
inserting  IUD's  happened  to  come  up  for  joint  con- 
sideration. 

Nobody  apparently  knows  how  this  came  up  for  dis- 
cussion. Dr.  Scurletis  didn't  ask  for  this.  He's  not  in 
favor  of  it  and  I  think  this  has  detracted  from  the 
merits  of  his  proposal,  the  Pap  smear  proposal. 

What  is  your  pleasure? 

I  understand  the  Committee  on  Nursing  recommends 
approval  of  Dr.  Scurletis's  project. 

DR.  REYNOLDS:  So  moved. 

CHAIRMAN  BEDDINGFIELD:  Is  there  a  second? 

DR.  LARKINS:   Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion? 

DR.  LYMBERIS:  On  the  proposal  that  was  sent  to 
the    Medical-Legal    Committee,    the    word    "unsuper- 


vised" was  inserted  there.  Was  it  inserted  in  your 
proposal? 

DR.  LINDSEY:  I'd  have  to  look  it  up. 

DR.  LYMBERIS:  This  was  the  whole  crux  of  the 
matter  and  I  think  it  could  very  well  mean  the  dif- 
ference of  one  committee  approving  and  one  commit- 
tee disapproving. 

Before  voting  on  this,  I  think  we  should  definitely 
know  whether  this  word  "unsupervised"  is  in  there. 

DR.  LINDSEY:   Not  in  his  program? 

DR.  LYMBERIS:  No,  in  this  letter  that  was  written. 

DR.  LINDSEY:  This  was  a  "Do  you  still  beat  your 
wife?"  letter  and  when  we  got  his  explanation,  it  was 
entirely  different  from  the  question  that  was  raised. 

It  was  not  even  a  letter — is  that  right,  Mr.  Barnes? 

MR.  BARNES:  Telephone  conversation. 

DR.  LINDSEY:  And,  one  of  these  two  committees 
has  requested  that  they  would  be  glad  to  consider  this 
further  if  a  letter  is  written  to  them  asking  them  for 
their  opinion. 

PRESIDENT  ROSS:  Can't  we  delay  action  on  this? 

DR.  LINDSEY:  Well,  this  is  just  information  that 
he's  going  to  institute  this  as  a  pilot  project.  He's 
not  going  to  institute  this  statewide. 

DR.  LYMBERIS:  The  only  question  I  would  raise 
again  is  that  since  this  was  brought  before  another 
committee  with  a  very  definite  word,  "unsupervised", 
are  we  giving  Dr.  Scurletis  in  this  pilot  project  our 
approval  of  nurses  collecting  Pap  smears  unsuper- 
vised? 

I  think  we  should  know  that  and  you  can  vote 
any  way  you  like,  but  it  was  definitely  in  one  recom- 
mendation. 

Now,  is  he  asking  us  to  give  approval  to  sending 
nurses  out  unsupervised  to  take  Pap  smears,  or 
supervised? 

CHAIRMAN  BEDDINGFIELD:  I  think,  if  I  may 
speak  to  this,  it  depends  upon  the  definition  of  "super- 
vised". 

The  point  was  made,  if  the  physician  had  to  stand 
by  while  the  nurse  had  the  spatula  in  place,  the  phy- 
sician might  as  well  go  ahead  and  get  the  Pap  smear. 
However,  it  was  proposed  that  careful  instruction  at 
the  lithotomy  position  would  be  given  to  the  nurses 
who  were  going  to  do  this  and  definite  procedures 
would  be  given  for  collection,  fixing,  preservation  and 
identification  of  specimens  and  that  the  overall  pro- 
gram would  be  under  the  supervision  of  a  physician, 
but  it  was  not  my  understanding  because  the  idea  of 
it  is  to  get  more  Pap  smears  done,  than  are  now  be- 
ing done. 

DR.  LINDSEY:  And,  this  pilot  project  is  to  find  out 
if  it's  worthwhile. 

CHAIRMAN  BEDDINGFIELD:  Right,  so  the  physi- 
cian would  have  supervision  of  the  program  but  per- 
haps not  on-hand  direct  observation  of  each  collection 
of  each  specimen. 

That's  my  understanding  of  the  pilot  program. 

A  motion  is  on  the  floor  to  accept  the  recommenda- 
tion of  the  Committee  on  Nursing. 
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If  that  motion  is  to  be  amended,  or  withdrawn,  or 
approved,  what  is  your  pleasure? 

DR.  GLASSON:  The  motion  is  that  it  be  approved, 
is  that  it?  [Affirmative  response!  Then,  I  call  for  the 
question. 

CHAIRMAN  BEDDINGFIELD:  The  question  has  been 
called  for.  All  those  in  favor  of  accepting  the  recom- 
mendation of  the  Committee  on  Nursing  let  it  be 
known  by  saying  "aye":   opposed  "no". 

So  be  it! 

DR.  LINDSEY:  The  last  report  to  the  Council  is  for 
information  only. 

This  is  the  Committee  Advisory  to  Student  AMA 
Chapters  in  North  Carolina. 

The  Committee  met  and  decided  to  meet  later  in  the 
year  in  order  to  make  plans  for  the  program  of  SAMA 
for  the  1968  Annual  Meeting. 

Secondly,  a  suggestion  was  made  at  this  meeting 
that  county  medical  societies,  not  in  the  area  im- 
mediately surrounding  the  institutions  of  learning,  be 
encouraged  to  invite  the  students  as  guests  to  their 
regular  program  in  order  that  they  might  better  un- 
derstand the  workings  of  some  of  the  smaller  societies. 

Mr.  Chairman,  that  concludes  the  report  of  the  Ad- 
visory and  Study  Commission. 

CHAIRMAN  BEDDINGFIELD:  Thank  you,  very 
much,  Dr.  Lindsey. 

I  don't  believe  there  was  any  matter  in  the  SAMA 
report  that  requires  any  action,  is  there. 

DR.   LINDSEY:   No. 

CHAIRMAN  BEDDINGFIELD:  Therefore,  I'll  enter- 
tain a  motion  that  Dr.  Lindsey's  report  be  accepted. 
Of  course,  we've  already  accepted  the  report  of  the 
Committee  on  Constitution  and  By-Laws. 

Do  I  hear  such  a  motion? 

DR.  REYNOLDS:  Move  we  accept  the  report. 

DR.  LARKINS:  Second. 

CHAIRMAN  BEDDINGFIELD:  It  has  been  moved 
and  seconded  that  we  accept  the  report. 

All  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Item  13,  is  there  any  report  from  the  Committee  on 
Mediation? 

DR.  JONES:  Reporting  for  the  Committee  on  Media- 
tion, they  met  two  times,  discussed  subjects  for  re- 
submission. New  cases  were  discussed. 

CHAIRMAN  BEDDINGFIELD:  Thank  you,  very 
much. 

The  Chair  will  rule  that  will  be  accepted  for  the 
record. 

DR.  WELTON:   As  a  record! 

CHAIRMAN  BEDDINGFIELD:  Item  14,  is  there  a 
report  from  the  Committee  on  Negotiations? 

[No  response] 

Item  15,  does  the  Committee  on  Nominations  have 
a  report,  Dr.  Cutchin? 

DR.  CUTCHIN:  I  have  one  problem,  Mr.  Chairman. 

One  of  the  members  of  our  committee  is  illegal.  Dr. 
D.  E.  Ward  was  put  on  the  Committee  on  Nominations. 
He  is  currently  holding  another  elected  office  as  an 
alternate  delegate  to  the  AMA. 


Therefore,  it's  my  interpretation  from  the  Speaker 
of  the  House  and  the  Chairman  of  the  Committee  on 
Constitution  and  By-Laws,  he's  not  legal  and  will  have 
to  be  replaced  as  I  understand. 

CHAIRMAN  BEDDINGFIELD:  Is  there  any  objec- 
tion to  the  interpretation  of  the  Committee  on  Nomina- 
tions that  Dr.  Ward  is  dual  office  holding. 

DR.  KOONCE:  The  Constitution  states  that  he  shall 
not  hold  an  elective  office  at  the  time  that  he's  elected 
to  the  Nominations  Committee,  which  he  did  hold  as 
an  alternate  delegate. 

CHAIRMAN  BEDDINGFIELD:  The  Chair  would  ask, 
therefore,  for  help.  It  would  appear  to  the  Chair  that 
the  Executive  Council,  acting  in  the  interim  between 
sessions  of  the  House  of  Delegates,  would  be  em- 
powered— 

DR.  KOONCE:  The  Constitution  states:  "In  case 
of  a  vacancy  on  the  Nominating  Committee,  that 
vacancy  shall  be  replaced  by  the  Executive  Council". 

CHAIRMAN  BEDDINGFIELD:  I  shall  now  declare 
the  floor  open  for  nominations  for  the  representative 
for  the  Nominating  Committee,  from  Fifth  District. 

DR.  KOONCE:   It's  got  to  be  a  delegate. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Koonce,  who's 
the  Speaker  of  the  House,  his  feeling  is  that  this 
vacancy  must  be  filled  with  a  member  of  the  House 
of  Delegates  of  the  State  Society. 

Without  objection,  the  ruling  of  the  Chair  will  pre- 
vail and  I  will  declare  the  floor  again  open  for  nomi- 
nations to  fill  this  vacancy  on  the  Nominating  Com- 
mittee, with  a  qualified  candidate. 

DR.  GARRARD:  Do  we  know  who  the  delegates  are? 

DR.  SUMMERLIN:  Well,  we  have  a  list  of  them  here. 

I  would  like,  now,  to  present  the  name  of  Dr.  Thomas 
Ross  of  Rockingham.  This  is  Richmond  County. 

CHAIRMAN  BEDDINGFIELD:  Dr.  Ross  has  been 
nominated. 

Are  there  further  nominations? 

DR.  WEATHERS:  I  move  the  nominations  be  closed 
and  he  be  declared  elected  unanimously. 

DR.  RAPER:  I  second  the  motion. 

CHAIRMAN  BEDDINGFIELD:  You  have  heard  the 
motion. 

All  those  in  favor  say  "aye";  opposed  "no". 

Dr.  Ross  is  therefore  elected  to  the  Nominating  Com- 
mittee to  fill  the  existing  vacancy. 

CHAIRMAN  BEDDINGFIELD:  I  believe  that  Dr. 
Styron  is  prepared  to  give  a  report  from  the  Edi- 
torial Board. 

SECRETARY  STYRON:  The  Editorial  Board  met  on 
Saturday  morning  under  the  chairmanship  of  Dr.  Wil- 
liam Nicholson  who  presented  the  minutes  of  the 
previous  meeting  which  were  approved. 

The  resignation  of  Dr.  Ernest  W.  Furgurson  from 
the  Editorial  Board  was  discussed  and  accepted  with 
regrets. 

It  was  moved  that  Dr.  Walter  Spaeth  of  Elizabeth 
City  be  nominated  and  elected  to  fill  the  vacancy 
created  by  the  resignation  of  Dr.   Furgurson. 

This  was  done  and  Dr.  Spaeth  will  serve  until  the 
General  Session  of  the  Annual  Convention.   If  subse- 
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quently  approved,  members  of  the  Editorial  Board  will 
be  elected  at  the  House  of  Delegates  and  nominated 
by  the  Nominating  Committee. 

Mr.  Barnes  gave  a  report  on  the  attitude  of  IRS  re- 
garding Journal  operations,  that  the  Society  had  been 
checked  twice  and  adjudged  as  in  order  by  the  IRS  for 
tax  exemption  at  the  present,  but  that  this  position 
might  not  hold  in  the  future. 

An  article  appeared  in  the  August  issue  of  the 
Journal  in  regard  to  the  historical  aspects  of  the  crea- 
tion and  development  and  general  course  of  the  Jour- 
nal and  subsidiary  publications. 

It  has  been  suggested  informally,  for  those  who  have 
objections  to  the  publication  procedures  of  the  So- 
ciety that  the  objections  be  referred  to  in  the  August 
issue  is  called,  "Apologia  of  the  North  Carolina 
Medical  Journal". 

The  cost  of  the  price  per  copy  of  the  roster  was 
changed  from  $3  to  $3.50  for  any  requests  originating 
from  membres  and  to  $5  from  many  person  or  agency 
or  commercial  organization  other  than  members  of 
the  Society. 

The  suggestion  was  made  to  include  the  given  name 
of  the  wife  of  the  member  in  the  roster. 

This  creates  a  certain  dilemma  in  our  arrangement 
of  the  Journal  in  the  obtaining  of  such  list. 

It  occurred  to  us  that  the  Auxiliary  may  be  well 
willing  to  do  this,  so  this  at  present  is  under  con- 
sideration but  no  action  was  taken. 

It  has  been  requested  by  the  Bureau  that  we  submit 
an  article  on  occasion  that  would  be  suitable  for 
simultaneous  publication  in  other  state  medical  jour- 
nals. 

This  was  approved,  both  for  scientific  and  non- 
scientific  articles. 

The  question  arose  on  limitation  of  publication  of 
the  Transactions  and  a  limited  distribution  thereof. 

Dr.  Wiley  Forbus  had  written  to  the  Board  a  very 
complimentary  letter  on  the  complete  transactions, 
abridgements,  etcetera,  of  the  Journal  and  Dr.  Nichol- 
son is  going  to  write  an  editorial  on  some  of  his  com- 
ments. 

Dr.  Nicholson  said  furthermore  that,  with  the  ap- 
proval of  the  Board,  the  Board  would  be  perfectly 
willing  to  consider  limited  distribution  of  the  Transac- 
tions if  he  could  find  any  member  of  the  Society  who 
would  make  such  a  limited  listing  and  take  the  con- 
sequences for  the  people  who  might  object  to  not  hav- 
ing received  the  Transactions— Dr.  Forbus,  for  example. 

I  was  unaware  at  the  time  that  he  was  very  much 
interested  in  the  proceedings  and  he  would  have  been 
left  off,  so  we  feel  that  this  is  not  a  feasible  thing  to  do. 

It  was  a  good  suggestion  but,  simply,  this  cannot 
be  done  without  considerable  difficulty. 

Then,  on  the  other  hand,  if  we  have  so  many  re- 
quests that  we  have  to  go  back  and  re-publish  the 
Transactions  with  abridgements,  it  would  be  doubly 
expensive. 

There  was  some  consideration  about  the  new  pro- 
jected method  of  electing  members  to  the  Editorial 
Board.  Dr.   Nicholson  has  always  maintained  that   in 


the  past  this  has  always  been  a  very  unpolitical 
Board  and  he  hoped  it  would  remain  so,  and  that  fur- 
thermore he  hoped  that  the  Nominating  Committee 
would  consult  him  and  other  members  of  the  Board  in 
the  event  of  a  vacancy. 

Mr.  Barnes  and  others  congratulated  Dr.  Prichard 
on  the  excellent  appearance  of  the  Journal  and  I  think 
we  must  all  agree  it  is  now  a  very  attractive  Journal 
as  it  has  improved  with  the  changes  that  have  been 
made. 

We  have  a  very  hard-working  editor  who  is  here 
today. 

I  should  like  now  to  call  on  him  for  any  com- 
ments that  he  may  have. 

DR.  PRICHARD:  I  think  I'll  just  take  the  square 
root  of  Dr.  Styron's  remarks  in  that  he's  the  fellow 
who  wrote  the  article  on  the  operation  of  the  Journal, 
which  I  thought  was  a  very  excellent  one  and  I  en- 
joyed reading  it  myself  and  also  Dr.  Nicholson's  ac- 
companying editorial. 

I  think  it  does  bring  out  in  the  open  a  number  of 
issues  that  have  troubled  people  about  the  Journal, 
including  myself  and  I  hope  will  be  useful  in  the  sort 
of  exchange  that  he  mentioned. 

I  would  like  to  say  only  two  things. 

First,  the  Journal— and  this  is  a  profundity,  or 
platitude,  or  whatever  you  want  to  call  it— is  a  North 
Carolina  publication  and  we're  proud  of  that  fact. 

We  do  not  attempt  to  be  the  Journal  of  the  Ameri- 
can Medical  Association,  or  the  Archives  of  Internal 
Medicine,  or  anything  else.  We  try  to  do  what  we  say 
in  our  objectives  and  we  publish  our  objectives  every 
January  and  every  July  in  our  instructions  to  authors 
emphasizing  that  we  give  primary  consideration  to  ar- 
ticles either  dealing  with  some  aspect  of  medicine, 
peculiar  to  North  Carolina,  or  to  local  affairs,  such  as 
the  goings-on  of  Executive  Council  which  will  appear 
as  soon  as  we  can  get  them  into  print. 

Second,  I  hope  that  all  of  you  realize  that  the  pages 
of  the  Journal  are  open  to  the  entire  membership  in 
several  different  ways,  either  by  the  submission  of 
papers,  all  of  which  get  consideration— careful,  I  hope, 
consideration — and  second  of  course  through  letters 
to  the  editor  which  afford  rapid  means  of  publication 
and  third,  in  the  form  of  guest  editorials. 

We  probably  get  fewer  guest  editorials  than  a  lot 
of  state  journals.  This  is  certainly  not  because  of 
any  reluctance  on  the  part  of  the  Editorial  Board  to 
make  that  space  available  to  other  people,  but  merely 
that  I  usually  have  to  write  people  to  invite  them 
to  write  on  a  topic  before  I  get  a  guest  editorial,  but 
we  certainly  would  be  delighted  to  get  any  and  I  hope 
you'll  take  advantage  of  the  pages  yourselves  and  urge 
anybody  in  your  particular  purview  who  has  some- 
thing on  his  mind,  to  make  a  statement  in  print. 

This  often  scares  them  away  I  know,  but  please 
extend  the  invitation  on  our  behalf. 

Thank  you. 

CHAIRMAN  BEDDINGFIELD:  Thank  you.  Dr. 
Prichard  and  Dr.  Styron. 
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Do  I  hear  a  motion  that  we  accept  the  report  of 
the  Editorial  Board  of  the  Journal? 

DR.  KOONCE:    So  moved. 

DR.   GLASSON:    Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion'?  I  No  re- 
sponse] 

If  not  all  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Item  17.  No  items  of  new  business  appear  on  my 
agenda. 

Item  18  Old  Business  <  a '  Report  on  Dr.  William  J. 
Wilson  Polk  County  Medical  Society  Drs.  Raper  and 
Gilbert  to  report. 

Dr.  Raper! 

DR.  RAPER:  At  the  last  meeting  I  told  of  a  com- 
plaint received  by  the  Medical  Society  regarding  mem- 
bership in  the  County  Society.  This  complaint  came 
from  Dr.  William  J.  Wilson  who  was  a  surgeon. 

He  had  applied  to  the  County  Medical  Society  of 
Polk  County  and  had  no  action  over  a  period  of  ap- 
proximately four  months. 

After  investigation  we  questioned  him  as  to  re- 
applying or  as  to  action.  He  did  so  and  was  granted 
membership   in   the   County  Society. 

I  reported  this  to  you.  His  second  desire  was  to 
be  made  a  member  of  the  hospital  staff  and  he  again 
applied  to  the  hospital  staff  in  May  and  in  June  he 
appeared   before  the  Credentials  Committee. 

The  Credentials  Committee  did  not  act  favorably 
as  far  as  he  is  concerned:  did  not  tell  him  what  ac- 
tion they  had  taken. 

Since  that  time  he  has  been  ill. 

I  would  like  to  refresh  your  memory  to  the  effect 
that  this  man  in  November  had  cancer  of  the  lung. 
He  has  since  become  ill. 

I  have  contacted  his  physician  who  says  that  he 
was  not  at  the  present  time  practicing.  I  contacted  Dr. 
Wilson  and  he  is  not  at  the  present  time  facing  any- 
thing. He's  still  aware  that  an  avenue  is  open  to 
him  for  appeal  to  the  State  Medical  Society  through 
its  committees  and  Council  should  he  wish  to  take  any 
further  action. 

None  has  been  taken. 

The  affair  is  concluded  at  this  time. 

CHAIRMAN  BEDDINGFIELD:  Thank  you.  Dr. 
Raper. 

Dr.  Gilbert,  do  you  have  anything  to  add  to  this? 
I  Whereupon  Dr.  Gilbert  shook  his  head  in  response.  1 

Then  that  will  be  received  as  information. 

Item  18  (b>.  Courtesy  Resolution,  Auxiliary,  May 
1967. 

Who's  to  report  on  that? 

MR.  BARNES:  I  present  this  from  the  Auxiliary, 
received  on  the  29th  of  May. 

Courtesy  Resolution  to  the  Medical  Society  of  the 
State  of  North   Carolina: 

The  Auxiliary  to  the  Medical  Society  of  the  State 
of  North  Carolina  is  grateful  to  the  Medical  Society 
for  the  continuous  support,  admiration  and  com- 
radeship extended  to  the  Auxiliary  during  the  year 
1966-67.  With  this  continued  support,  we  pledge  anew 


our  loyalty  and  devotion  to  our  physician  husbands 
during  the  year  1967-68  in  the  interest  of  medicine. 

CHAIRMAN  BEDDINGFIELD:    Thank  you. 

That,   likewise,  will  be  received  as  information. 

Item  19,  New  Business  <  a  >  consider  Section  on  Der- 
matology, Dr.  Welton  to  discuss. 

DR.  WELTON:  Mr.  President,  in  September  the 
dermatologists  of  this  state  had  a  clinical  meeting  in 
Durham  and  at  the  conclusion  of  the  clinical  discus- 
sion, took  up  the  proposal  to  establish  a  Section  on 
Dermatology  in  our  State  Medical  Society  and  this 
was  enthusiastically  approved  by  those  present. 

I  was  requested  to  seek  the  approval  of  the  Execu- 
tive Council  on  the  establishment  of  such  a  Section. 

It  was  realized  and  explained  to  them  that  if  such 
approval  is  forthcoming,  subsequent  approval  must 
also  be  obtained  from  the  House  of  Delegates,  according 
to  our  Constitution  and  By-Laws. 

In  view  of  the  apparent  desirability  of  this,  we  now 
have  thirteen  sections  including  Student  AMA— there 
are  only  nine  states  that  now  have  a  Section  on 
Dermatology— a  temporary  chairman  and  secretary 
were  elected  by  this  group,  pending  approval  of  the 
Council. 

I  would  like  at  this  time,  formally,  to  move  to  ask 
the  Council's  approval  for  the  establishment  of  a  Sec- 
tion on  Dermatology. 

DR.  RAPER:  Second. 

CHAIRMAN   BEDDINGFIELD:    Is   there   discussion? 

DR.  GLASSON:  How  many  dermatologists  in  the 
State? 

DR.  WELTON:  There  were  45  that  were  members 
of  the  State  Society. 

CHAIRMAN  BEDDINGFIELD:  All  in  favor  of  recog- 
nizing that  dermatology  is  a  part  of  medicine,  let  it 
be  known  by  saying  "aye":   opposed  "no". 

So  be  it! 

DR.  WELTON:  Since  you  have  been  this  kind,  we 
would  like  to  ask  the  Secretary  to  please  find  a  slot 
for  the  meeting  of  this  Section  on  the  program  next 
May. 

CHAIRMAN  BEDDINGFIELD:  I  believe  the  Annual 
Convention  Commission  can  make  the  proper,  legal 
arrangements  to  implement  this  action  of  this  Council. 

Item  19  (b)  Physician's  Award,  1967,  nominee. 

MR.  BARNES:  Mr.  Chairman,  since  at  the  meeting 
of  the  Committe  on  Physical  and  Vocational  Rehabili- 
tation they  reported  they  were  surveying  the  field, 
we  think  we'll  pass  that  until  the  committee  acts  on  it. 

CHAIRMAN  BEDDINGFIELD:  Item  19  <d)  Con- 
sideration of  relationships  of  hospital  medical  staffs 
to  Board  of  Trustees  and  hospital  administrators  and 
possible  expression  of  policy— Dr.  Frank  Jones  to  dis- 
cuss. 

DR.  JONES:  Mr.  Chairman,  this  has  been  partially 
discussed,  I  believe,  in  the  report  of  the  Hospital  and 
Professional   Relations   Committee. 

It  might  seem  a  bit  redundant  to  discuss  it  a  little 
bit  for  a  moment  or  two.  However,  this  is  something 
that  is  becoming  more  and  more  important  to  us. 

If  you'll   recall,   for   a   long  time,   the   doctors   ran 
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hospitals.  Then  it  was  decided  they  shouldn't  run 
the  hospitals  and  then  opinion  has  gone  completely  to 
the  extreme  to  the  point  that  administrators  are  trying 
to  run  the  practice  of  medicine  today. 

The  material  that  came  out  in  the  AMA  in  the  Resolu- 
tion of  the  House  is  of  enough  importance  for  me  to 
very  briefly  brief  you. 
Dr.  Hudson  makes  the  statement  as  follows: 

Overall   health   care   is   immeasureably   benefited 
with   the   working   together   of   the   well   organized 
hospital  administrative  staff  and  the  strongly  organ- 
ized medical  staff  in  which  both  sees  and  accepts  its 
responsibilities.  Such  a  medical  staff  not  only  up- 
holds the  interest  of  the  physician  and  the  hospital, 
but  is  a  full  partner  in  the  necessary   interaction 
betwen  the  Board  of  Governors  of  the  hospital  and 
the  physicians  who  carry  out  at  least  a  portion  of 
their  practice  in  the  hospital. 
Now,    the   AMA    affirmed    this   policy    in    1966    and 
passed  this  resolution   as  follows.   The  reason  this  is 
read  to  you  is  that  the  motion  earlier  passed  probably 
does  not  implement  this  to  give  it  enough  importance. 
The   House    reiterates   its   conviction    and    policy 
passed  in   1966  that  physicians  should   seek  mem- 
bership on  hospital  governing  boards  and  participa- 
tion in  the  meetings  of  the  boards  and  that  a  con- 
tinuing- and  intensified  program  be  carried  on  by 
the  AMA  to  urge  all  constituent  associations  to  im- 
plement this. 
This  was  further  modified  in  the  Resolutions  Com- 
mittee  by   taking   a   bunch   of  resolutions   that   came 
in  that  had  to  do  with  the  non-involvement  JCAH  and 
they  made  a  resolution  that  they  should: 

.   .   .  encourage  by  publications  and  surveys  the 

acceptance  whenever  possible  in  their  own  bulletins 

of  physicians  elected. 

That  concludes  the  general  material,  except  to  tell 

you  there  was  a  further  resolution  of  importance  that 

had  to  do  with  due  process  as  far  as  staff  privileges 

are  concerned,  which  is  not  germane  to  this. 

I  have  written  out  something,  whether  or  not  it  would 
be  approved,  but  it's  very  brief. 

Recommend   that   this   Executive   Council   of   the 
Medical  Society  of  the  State  of  North  Carolina  adopt 
as  a  matter  of  policy  a  program  directed  toward 
M.D.    participation   on   hospital   boards   of  trustees 
and  that  the  membership  be  apprized  of  this  posture 
and  that  in  the  interim  between  now  and  the  an- 
nual meeting  of  the  House  of  Delegates  where  policy 
is   actually   determined,    this   Council   formulate    a 
plan  to  assist  in  the  implementation  of  this  objective 
and  that  data  supporting  this  could  be  accumulated 
and  the  President  of  this  Society  be  requested  to 
designate  an  appropriate  body  to  function  in  the  in- 
terim and  bring  a  preliminary  report  back  to  this 
Council  at  the  mid-winter  meeting. 
Whether  or  not  this  was  encompassed  in  the  other 
motion's  acceptance,  this  person  does  not  know.  If  it 
was  not  encompassed.  I  would  like  to  so  move. 
DR.  GLASSON:   Second. 
CHAIRMAN    BEDDINGFIELD:    You've    heard    the 


motion  and  the  second.  I  think  this  would  further  im- 
plement— 

DR.  CUTCHIN:  The  two  would  go  together.  There's 
no  conflict. 

CHAIRMAN  BEDDINGFIELD:  Further  discussion? 
[No  response] 

If  not,  all  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Item  19  (e)  consider  presentation  of  plaques  for 
Past  Presidents  of  the  Medical  Society  during  the 
1968  annual  sessions  program — Dr.  Ross  to  discuss. 

PRESIDENT  ROSS:  This  was  brought  up  at  Atlantic 
City.  While  we  were  there,  they  went  through  the 
ceremony  of  giving  the  ex-president  a  plaque. 

You  know,  we've  had  the  policy  of  giving  them  a 
button  and  it  was  mentioned  by  the  delegates  that  this 
was  a  nice  gesture  and  that  I  should  bring  it  up. 

Maybe  a  tombstone  would  be  better!   [Laughter] 

This  would  be  less  expensive  and  Wayne  Benion 
Would  go  for  that,  too. 

It  was  brought  up,  the  feasibility  and  the  possibility 
of  giving  a  plaque.  This  would  be  a  little  more — cer- 
tainly not  that  they  would  treasure  more  than  our 
button,  but  a  different  type  of  recognition. 

I  was  told  I  should  bring  it  up  and  I  did. 

CHAIRMAN  BEDDINGFIELD:  What  is  your  pleasure, 
gentlemen? 

DR.  JONES:  As  one  of  the  potential  recipients  I'd 
be  very  delighted  to  get  that  plaque. 

DR.  GILBERT:  Is  it  retroactive? 

PRESIDENT  ROSS:  We'll  put  that  in  a  bid  and  get 
an  estimate! 

I  move  that  consideration  be  given  to  this. 

DR.  WELTON:  Second. 

DR.  GLASSON:  Under  discussion,  I've  just  had  the 
problem  of  putting  this  into  effect  in  the  North  Caro- 
lina Orthopedic  Association  which  are  just  doinjj  this 
and  what  you  do  is  buy  an  engraving,  a  die,  which 
you  can  have  just  the  name  of  the  new  president  put 
in  each  time.  You  own  half  the  die  and  the  company 
owns  half  of  it  and  it  works  out  that  it  costs  about 
$45  a  plaque. 

PRESIDENT  ROSS:  That's  over-priced! 

What  do  these  pins  cost?  I'm  not  trying  to  break 
anybody! 

MR.  BARNES:  The  President's  Pin  has  been  in 
vogue  much  longer  than  I've  been  in  the  Society  and 
it  presently  costs  about  $43  each.  We  own  the  die.  It 
is  in  deposit  in  Philadelphia  and  the  manufacturer 
simply  uses  that  die  each  year  to  produce  the  jewel. 

PRESIDENT  ROSS:  Well,  personally,  I've  no  strong 
feeling  about  it. 

CHAIRMAN  BEDDINGFIELD:  The  motion  has  been 
made  that  we  take  this  under  consideration  and  this 
has  been  seconded. 

Is  there  further  discussion? 

If  not,  if  we  take  this  under  consideration,  I  wonder 
to  what  point? 

DR.   GILBERT:    Implement   it! 

CHAIRMAN  BEDDINGFIELD:    Was   it   the  meaning 
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that  the  motion  carries  the  implication  of  implementa- 
tion? 

PRESIDENT  ROSS:  Well,  I  don't  know!  I'm  at  the 
point  of  forgetting  the  whole  thing!  [Laughter]  I'd  like 
to  withdraw  my  motion. 

CHAIRMAN  BEDDING  FIELD:  I  think  we  all  recog- 
nize Dr.  Ross's  modesty  in  withdrawing  the  motion  and 
since  he  made  it.  I  will  allow  him  to  withdraw  it. 

Does  anyone  else  want  to  make  a  motion? 

DR.  STUCKEY:  I  thought  he  meant  that  motion  to 
implement  Dr.  Jones's  suggestion  to  have  a  committee 
consider  and  report   at  the  mid-winter  meeting. 

CHAIRMAN  BEDDINGFIELD:  That  was  on  a  pre- 
vious issue.  Dr.  Jones  was  talking  about  membership 
on  hospital  boards. 

PRESIDENT  ROSS:  Can  we  delay  it  and  make  it 
next  year? 

DR.  DEATON:  Mr.  Chairman,  I'd  like  to  make  a 
motion  that  we  use  the  plaque  in  place  of  the  pin. 

CHAIRMAN  BEDDINGFIELD:  Is  there  a  second  to 
this  motion? 

DR.  GILBERT:  Second. 

CHAIRMAN  BEDDINGFIELD:  Is  there  any  discus- 
sion of  this  motion?   [No  response] 

If  not,  all  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Item  19  (ft  consider  mailing  list  policy  on  circulariz- 
ing membership  re  physicians  moving  site  of  practice 
in  locale. 

MR.  BARNES:  Mr.  Chairman,  we  had  a  request  from 
a  group  that  was  moving,  ostensibly,  from  a  few  yeards 
away  where  they  were  already  located  and  the  idea 
was  to  circularize  the  entire  membership  of  the  State 
Medical  Society  through  the  use  of  plates  of  our 
mailing  list  and  we  sort  of  thought  this  was  unusual. 

We  thought  we  would  talk  to  the  Society  about  it. 
We  thought  it  was  not  justified  if  we  started  to  offer 
our  facilities  of  mailing  in  the  case  of  every  physician 
or  group  of  physicians  that  moved  from  one  place  to 
another.  Our  facility  of  mailing  would  just  be  clobbered 
and  so  we  declined  it  in  that  case  and  we  want  to  know 
if  you  want  to  make  an  expression  of  policy. 

PRESIDENT  ROSS:  I  would  just  say  that  I  was  in 
Raleigh  at  the  time  and  I  felt  very  strongly  that  this 
was  out  of  order. 

I  don't  know  whether  it  would  be  a  good  idea  to 
mention  it  in  the  bulletin  or  not,  just  a  note  saying 
such  and  such  a  doctor  has  moved  his  office. 

But,  I  was  with  Mr.  Barnes  when  he  got  this  direct 
request  and  it's  my  feeling  it  should  not  be  done. 

DR.  GLASSON:  I  move  that  the  opinion  of  head- 
quarters office  be  affirmed. 

DR.  WELTON:   Second. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  [No 
response] 

All  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

DR.  KOONCE:  Mr.  President,  may  I  be  given  the 
privilege  of  discussing  something  that  has  been 
passed? 


It  went  by  so  fast,  it  caught  me  unawares  and  that's 
the  question  of  the  Presidents  Jewel. 

Being  a  recipient  of  one  and  having  one,  being  one 
of  the  privilege  persons  having  one,  I  would  hate  to 
see  the  future  presidents  deprived  of  it. 

It  doesn't  mean  anything  to  me  because  I've  already 
got  mine,  but  when  I  go  to  meetings  of  the  AMA  and 
wear  that  little  jewel,  you'd  be  surprised  how  many 
people  come  up  to  me  and  say,  "Let  me  see  that! 
Isn't  that  nice!  You're  the  past  president  of  the  state 
medical  society!" 

I  would  hate  like  thunder— it  would  not  be  taken 
away  from  me  I've  got  it,  but  I  would  hate  for  it  to 
be  taken  away  from  me  and  I  would  hate  for  it  to  be 
taken  away  from  those  future  presidents  who  are  en- 
titled to  it. 

SECRETARY  STYRON:  Mr.  Chairman,  I  would  cer- 
tainly agree  completely  with  Dr.  Koonce.  I  got  up  to 
speak  on  this  matter  and  the  motion  was  passed  be- 
fore I  had  an  opportunity  to  say  anything. 

So  would  it  be  appropriate  to  have  an  additional 
motion,  now  that  the  plaque  has  been  accepted  in  lieu 
of  the  jewel,  that  the  president  also  be  given  the 
jewel? 

If  so,  I  so  move. 

CHAIRMAN  BEDDINGFIELD:  Is  there  a  second  to 
this? 

DR.  GLASSON:  Second. 

CHAIRMAN  BEDDINGFIELD:  Is  there  further  dis- 
cussion?  [No  response] 

If  not,  all  those  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

Down  to  item  <g)  which  does  not  appear  on  your 
agenda. 

I  understand  we  are  to  appoint  a  member  of  the 
Board  of  Directors  of  the  Regional  Medical  Program. 
I  understand  that  there  is  now  a  vacancy  in  the  al- 
lotted number  of  members  on  that  Board. 

PRESIDENT  ROSS:  This  was  given  to  me,  Dr.  Bed- 
dingfield,  after  the  Regional  Medical  Program  met  on 
Wednesday. 

You're  correct!  Dr.  Poteat's  resignation  to  go  on  that 
Board  indicates  a  vacancy  occurred. 

Dr.  Jones  was  kind  enough  to  nominate  me.  I  was 
put  on  and  I'm  now  President,  so  I'm  on  anyway! 

They  came  to  the  Regional  Medical  Program  and 
made  this  statement  or  recommendation  that  the  Presi- 
dent-elect of  the  Medical  Society  be  invited  to  attend 
the  Board  of  Directors  meeting  as  an  ex-officio  mem- 
ber without  vote  and  that  he  represent  the  Society  with 
vote  when  appearing  in  the  President's  absence. 

That  the  Medical  Society  be  asked  to  consider  too 
the  formal  designation  of  the  past-President  to  the  ad- 
visory council  of  the  Regional  Medical  Program. 

And,  third,  to  appoint  a  third  member  of  this  Medi- 
cal Society  to  the  Board  of  Directors. 

That  was  the  recommendation  coming  from  the 
Regional  Medical  Program. 

The  fact  is,  we  do  have  a  vacancy  and  they  added 
the  fact  that  they  would  like  to  have  the  President-elect 
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attend  the  sessions  and  I  think  we  all  see  the  value  of 
that. 

MR.  BARNES:  So  that's  two  in  addition  to  the  ad- 
visory council  to  fill  the  vacancy  on  the  Board  of 
Directors. 

PRESIDENT  ROSS:  A  vacancy  exists  and  this  is 
additional  as  a  suggestion,  really. 

CHAIRMAN  BEDDINGFIELD:  Lt's  first  take  up— 
because  we  know  who  those  people  will  be— let's  take 
up  the  additions  to  the  advisory  council  which  would  be 
the  President-elect. 

DR.  KOONCE:  I  move  it  be  approved. 

DR.  SHAFFNER:  Second  the  motion. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  INo 
response  1 

All  those  in  favor  say  "aye";  opposed  "no". 

So  be  it! 

I  suppose  we  now  open  the  floor  for  nominations  for 
electing  the  representative  to  the  Board  of  Directors  of 
the  Regional  Medical  Program. 

I  know  that  in  the  past  we  contacted  these  people 
to  se  if  they  wanted  to  take  on  this  responsibility. 

DR.  SHAFFNER:  Isn't  that  an  appointed  position? 
It's  not  an  elected  position. 

DR.  JONES:  Heretofore,  it  has  been  appointed. 

The  President  appoints. 

PRESIDENT  ROSS:  But,  we  do  have  a  vacancy 
which  it  is  the  prerogative  of  the  President  to  appoint. 

DR.  SHAFFNER:  Well,  I  don't  think  we  have  to. 

CHAIRMAN  BEDDINGFIELD:  Is  action  required? 

PRESIDENT  ROSS:  Not  for  that. 

DR.  SHAFFNER:  You  might  want  to  request  the 
President  to  go  and  appoint  somebody. 

CHAIRMAN  BEDDINGFIELD:  I  think  that's  un- 
necessary. 

DR.  JONES:  This  Council  has  nothing  to  do  with  the 
Advisory  Council  really,  does  it?  That's  done  by  the 
Board  of  Directors  of  the  Regional  Medical  Program. 

CHAIRMAN  BEDDINGFIELD:  But  I  understand  the 
Regional  Medical  Program  asked  that  this  be  done. 

This  actually  eame  from  them  that  the  President- 
elect and  Past  President  be  members. 

PRESIDENT  ROSS:  They  requested  that  this  be 
done. 

Do  you  think  the  mechanism  is  within  their  own  or- 
ganization? 

DR.  SHAFFNER:  Dr.  Jones,  if  I  remember  the 
articles  in  the  association,  the  Advisory  Council  has  a 
representative  from  the  Medical  Society. 

DR.  JONES:  Right,  sir. 

DR.  SHAFFNER:  So  they  are  just  trying  to  suggest 
that  that  representative,  instead  of  being  President,  be 
the  Past  President  so  that  you  can  use  the  Past  Presi- 
dent since  he  has  been  in  it  for  two  years  or  one  year? 

Dr.  JONES:  It's  George  Paschal  at  large. 

CHAIRMAN  BEDDINGFIELD:  George  Paschal  is  at 
large  now.  That's  what  I'm  trying  to  get  clear. 

So  it  seems  these  matters  are  taken  care  of. 

So,  Dr.  Ross,  do  you  have  any  items  you  would  like 
to  present?  If  not,  you're  presiding. 
[Whereupon  President  Ross  than  resumed  the  Chair.] 


DR.  BEDDINGFIELD:  Mr.  President,  I  would  like  for 
this  Council  to  consider  this  matter. 

The  Population  Control  Center  over  at  Chapel  Hill— 
and  I  remember  very  vividly  some  of  the  discussions 
we  had  here  on  the  enactment  of  the  abortion  law- 
has  requested  that  members  of  the  Society  appear  at 
a  series  of  conferences  across  the  state  the  Population 
Control  group  is  sponsoring  and  they're  holding  these 
conferences  for  county  commissioners  and  other  people 
in  local  government  positions  to  talk  about  family  plan- 
ning. 

They  want  the  representatives  of  the  Society  to 
speak  with  the  weight  of  the  Society  behind  them  about 
the  Society's  policy  in  the  area  of  family  planning. 

Realizing  there  may  be  some  lack  of  unanimity 
among  our  physician  membership  in  this,  I  felt  we 
ought  to  have  some  recorded  policy  so  whoever  the 
speaker  might  be  he  would  know  what  Society  policy 
is. 

I've  discussed  this  with  Dr.  May  and  he  said  in  his 
committee's  records  there  is  no  firm  recorded  policy 
that's  ever  been  decided. 

In  the  interest  of  time,  I  have  what  I  think  would 
be  the  gist  of  such  a  Society  policy  that  we  could  all 
ply  and  I  would  like  to  present  this  for  consideration 
at  this  time. 

I  think  we  should  develop  a  statement  that  should 
include  some  reference  of  concern  regarding  world- 
wide growth  rates  and  predictions,  a  reference  to  the 
voluntary  aspects  of  family  planning,  both  on  the  part 
of  the  patient  and  the  physician,  that  no  reference 
should  be  made  to  specific  techniques  of  family  plan- 
ning, but  to  emphasize  that  this  should  be  left  to  the 
advice  of  the  physician  in  each  instance  consistent 
with  the  patient's  needs  and  religious  and  personal  be- 
liefs, that  in  general  the  personal  physician  is  the  best 
source  for  such  advice,  that  the  public  clinics  are 
worthwhile  for  those  segments  of  the  population  not 
patronizing  private  physicians  and  that  our  members 
are  encouraged  to  participate  in  such  public  clinics. 


FAMILY  PLANNING— A  STATEMENT  OF  POLICY 

The  Medical  Society  is  aware  of  the  world  wide  trends 
in  the  rates  of  births  and  deaths,  and  the  society 
shares  the  concern  of  authorities  in  the  field  of  popula- 
tion growth  that  the  continuing  acceleration  of  world 
population  poses  a  very  real  threat  to  the  comfort  and 
health  of  society  as  now  constituted,  and  perhaps  to 
our  very  survival. 

Therefore,  the  society  endorses  the  principles  of  in- 
telligent family  planning  as  a  means  of  voluntary  popu- 
lation control,  with  the  following  provisions: 

1.  Family  planning  through  various  means  of  birth 
control  should  be  on  a  purely  voluntary  basis,  both  on 
the  part  of  the  physician  prescribing  such  birth  con- 
trol measures  and  the  patients  seeking  such  informa- 
tion. 

2.  This  policy  statement  is  not  to  be  construed  as 
an  endorsement  of  any  specific  method  or  technique 
of  birth  control.  This  should  be  left  to  the  advice  of 
the  physician  in  each  instance,  consistent  with  the  med- 
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ical   needs,   personal  beliefs,    and   religious   beliefs   of 
his  patient. 

3.  In  general,  the  patient's  personal  physician  is  the 
best  source  of  advice  in  the  area  of  family  planning 
as  in  other  areas  of  health  counseling. 

4.  It  is  recognized  that  certain  segments  of  the  popu- 
lation do  not  patronize  private  physicians,  and  the 
society  takes  the  position  that  public  clinics  are  a 
worthwhile  endeavor  to  deliver  birth  control  advice 
and  techniques  to  these  groups.  Moreover,  the  mem- 
bers of  the  society  are  encouraged  to  participate  in 
such  public  clinics  under  the  conditions  set  forth  in  this 
policy  statement. 


I  would  submit  that  and  move  that  that  be  adopted 
as  the  gist  of  the  Society  policy  because  these  meetings 
are  coming  up  in  the  next  week  or  two  and  I  can 
foresee  any  of  our  members  who  are  asked  to  partici- 
pate in  such  clinics,  if  they  get  up  and  say  something 
that  has  not  been  considered  by  an  official  body  such 
as  this,  being  subject  to  considerable  criticism,  but 
this  is  left  strictly  voluntary. 

PRESIDENT  ROSS:  I  share  your  concern  and  I 
think  if  this  is  taken  it  will  head  off  a  third  phase. 

They've  got  the  Maternal  Health  involved.  They've 
got  our  Dr.  Rachel  Davis's  committee  and  we've  un- 
officially taken  a  stand  on  this  since  1930.  We've  had 
birth  control  clinics  here. 

We  were  giving  away  foam  powder  in  1929  and  they 
were  using  it  for  toothpaste  [laughter]  but  that  was 
all  right! 

Then,  we  were  giving  diaphragms  that  they  used  for 
tething  rings!  [Laughter] 

There's  nothing  new  about  this  whole  thing  and  I 
see  no  reason  why  we  cannot  take  a  position  on  this 
of  our  own.  If  we  rock  the  boat  at  all,  well,  we 
wouldn't  have  gotten  the  abortion  law,  we  wouldn't  have 
gotten  a  lot  of  consideration  if  these  folks  had  gotten 
overly  involved.  If  you  want  to  have  meetings  where 
some  of  the  members,  some  of  the  local  people  want 
to  participate  in  them,  fine,  but  I  don't  see  where 
we  should  take  a  strong  stand  about  it. 

I  see  no  reason  why  we  have  to  further  document  it. 

Now,  that's  my  feeling  I  think  what  Dr.  Bedding- 
field  has  added  is  quite  good— a  simple,  declarative 
sentence. 


DR.  REYNOLDS:  I  move  we  accept  it  as  informa- 
tion. 

DR.   BEDDINGFIELD:    That  won't   satisfy  me. 

PRESIDENT  ROSS:  I'm  not  worried  about  satisfying 
you— and  excuse  me,  I  don't  mean  you  personally. 

But  there's  no  Birth  Control  League  in  the  State  and 
other  agencies  can  be  formed.  That  should  keep  them 
occupied.  They  have  grant  money  to  support  their 
program. 

And,  of  course,  as  I  sit  here  and  say  all  this,  it 
sounds  like  I'm  personally  involved,  which  of  course 
I'm  not!    [Laughter] 

I  wonder  whether  or  not  really  this  Council  should 
go  on  record  as  furnishing  speakers  any  time  they  are 
wanted. 

DR.  BEDDINGFIELD:  I  just  bring  it  to  your  atten- 
tion and  of  course,  you  do  what  you  want  to. 

PRESIDENT  ROSS:  Well,  I  don't  know  what  official 
action  we  should  take  here.  I  think  you've  got  a  good 
statement  and  I  think  that  statement  would  answer 
the  problem. 

Now,  whether  or  not  we  would  want  to  furnish  people 
to  go  around,  I  don't  know. 

I  think  your  statement  is  very  good. 

DR.  BEDDINGFIELD:  It  would  satisfy  me  if  the 
Council  would  endorse  this  statement  because  we're 
going  to  have  a  lot  of  these  conferences.  There  are 
going  to  be  these  conferences  all  over  the  state  and 
this  would  just  give  whoever  speaks  a  platform  from 
which  to  speak  because  it's  a  fairly  restrictive  and 
fairly  conservative  statement. 

PRESIDENT  ROSS:   I  think  that's  in  order. 

DR.  GLASSON:  I  move  the  statement  be  endorsed  by 
the  Council. 

DR.  GARRARD:  Second. 

PRESIDENT  ROSS:   Any  discussion?   [No  response] 

I  didn't  mean  to  have  a  monologue,  but  I  have  a  few 
thoughts. 

All  in  favor  say  "aye";  opposed  "no". 

[The  motion  caried  unanimously.] 

PRESIDENT  ROSS:  Is  there  anything  further? 

DR.  SUMMERLIN:  I  move  we  adjourn. 

PRESIDENT  ROSS:   Then  we  are  adjourned. 

[The  meeting  adjourned  at  five-fifty  o'clock.] 
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The  Mid-Winter  Meeting  of  the  Executive  Council 
of  the  Medical  Society  of  the  State  of  North  Carolina 
convened  at  nine-ten  o'clock  in  the  Crystal  Room  of 
The  Carolina  Hotel,  Pinehurst,  North  Carolina,  Dr. 
Robert  A.  Ross,  President  of  the  Society,  presiding. 

[Whereupon  Dr.  Robert  L.  Garrard,  Vice  Speaker, 
House    of    Delegates,    delivered   the   invocation.] 

[Whereupon  Dr.  Charles  W.  Styron,  Secretary  of  the 
Society,  called  the  roll.] 

SECRETARY  STYRON:  Mr.  President,  a  quorum  is 
declared. 

PRESIDENT  ROSS:  The  last  minutes  of  the  Execu- 
tive Council,  will  they  be  read? 

SECRETARY  STYRON:  I  move  they  be  accepted. 

DR.  DONALD  B.  KOONCE  [Speaker,  House  of  Dele- 
gates]: 

I  second  the  motion  that  they  be  accepted  as  printed. 

PRESIDENT  ROSS:    Any  discussion? 

This  has  to  do  with  the  minutes  of  the  last  meeting. 

All  in  favor  say  "aye";  opposed  "no". 

It's  carried. 

Consider  the  financial  progress  of  the  Society.  I 
hope  that's  a  correct  statement.  Dr.   Benton! 

DR.  WAYNE  J.  BENTON  [Chairman,  Commission  I]: 

Mr.  President,  you  have  the  preliminary  report  in 
front  of  you.  I  think  it's  suffice  to  say  we  did  not  go  in 
the  red  last  year. 

Going  through  the  budget  here,  there  are  a  few  little 
things  someone  might  ask  a  question  about,  but  they're 
minor  and  can  be  easily  explained. 

We  can  congratulate  Past  President  Frank  Jones 
for  that  and  the  Advisory  Committee. 

On  the  matter  of  taxes,  three's  not  much  we  can 
do  about  it,  but  the  downtown  property  the  valuation 
tax  went  to  $8,325  and  the  property  out  at  the  airport 
went  from  $9,360  to  $58,500. 

PRESIDENT  ROSS:  Mr.  Counsellor,  do  you  want  to 
make  a  statement  in  this  regard? 

MR.  JOHN  H.  ANDERSON  [Legal  Counsel]:  This  in- 
crease in  valuation  was  the  result  of  a  revaluation  of 
all  the  properties  in  the  county,  the  last  revaluation 
being  in  1960. 

The  properties  on  the  government  road  were  in- 
creased by  increasing-  the  33  acres  of  land,  which 
is  in  the  rear  or  behind  the  blocks  on  the  road,  up  to 


about  $8,000  or  $9,000.  That  increase  was  not  as  great 
as  the  increase  on  the  lots.  The  lots  referred  to  are 
numbered  lots  of  a  recorded  plat  which  is  in  the  regis- 
ter of  deeds  office.  We  bought  it  according  to  that 
map  and  plot. 

This  valuation  increase  results  from  valuing  the  lots 
as  salable  lots,  as  distinguished  from  just  ordinary 
acreage  which  is  in  the  rear,  and  I  have  not  been  able 
to  find  out,  as  of  now,  what  the  valuation  on  the  ad- 
joining property  is  but  we  intend  to  do  that  and  as 
soon  as  that's  done  then  I  would  advise  as  to  what 
further  steps  should  be  taken. 

The  legal  steps  would  be  to  go  before  the  county 
committee  first  and  then  appeal  to  the  Board  of  Assess- 
ment of  the  county  which  is  constituted  by  the  county 
commissioners. 

And,  I  suggest  that  your  officers  be  authorized  to  take 
whatever  steps  to  protect  the  interests  of  the  Society 
they  deem  advisable. 

PRESIDENT  ROSS:  Any  discussion  of  this.  Any  sug- 
gested action? 

DR.  JOHN  GLASSON  [Councilor,  6th  District]: 

Mr.  President,  I  move  that  the  Executive  Committee 
be  given  authority  to  proceed  with  any  legal  action 
which  they  might  feel  is  indicated  in  the  event  that 
the  other  property  owners  should  protest  the  valuation. 

PRESIDENT  ROSS:  Is  there  a  second  to  this? 

What  this  implies  is  that  Mr.  Anderson  will  investi- 
gate the  neighboring  property  owners  to  see  if  they're 
going  to  protest  their  valuation  and  if  they  do  and  if 
it  looks  feasible  and  wise  to  take  some  action  and  pro- 
test, that  will  be  done.  Is  that  correct? 

MR.  ANDERSON:  Yes. 

PRESIDENT  ROSS:  Is  there  a  second? 

DR.  LOUTS  D.  SHAFFNER  [Councilor.  8th  Dis- 
trict]: 

Second. 

PRESIDENT  ROSS:  Then,  are  you  ready  for  the 
question? 

All  in  favor  say  "aye";  opposed  "no". 

It's  carried. 

DR.  BENTON:  One  more  request,  to  clarify  it  for 
headquarters,  this  Council  authorized  headquarters  to 
get  the  title  insurance  on  our  new  property  but  before 
we  could  get  that  title  insurance,  we  found  out  we  had 
to  have  a  survey  made. 

The  survey  will  cost  $250  and  the  title  insurance  will 
cost  $450  and  we'd  like  to  have  authority  from  the 
Council  to  proceed  to  have  the  survey  made  so  that  we 
can  comply  with  the  order  to  get  the  title  insurance. 

DR.  KOONCE:  I  move  that  it  be  done. 

DR.   WELTON:    Second. 

PRESIDENT  ROSS:  Any  discussion?  [No  response] 

All  in  favor  say  "aye";  opposed  "no". 

It's  carried. 

DR.  BENTON:  One  of  our  present  problems  has  to 
do  with  the  repairs  of  the  house  for  rental  purposes. 
We're  going  to  have  to  make  some  repairs  or  quit 
renting,  so  the  question  comes  up  how  long  will  we 
use  that  property  for  rental  purposes. 

Can  anybody  give  us  an  idea  of  whether  it  will  be 
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four  years,  or  two  years,  or  one  year  before  we  start 
our  new  building? 

Before  we  start  that  new  building,  we  would  be  wise 
to  make  those  repairs  so  that  we'll  continue  to  have 
income  from  rental  of  the  property,  but  if  we're  going 
to  tear  the  building  down  next  year,  it  would  be 
foolish  to  spend  any  money  fixing  it  up. 

PRESIDENT  ROSS:  This  was  reappraised  too,  wasn't 
it,  Mr.  Anderson? 

MR.  ANDERSON:  Yes. 

[The  following  remarks  were  made  of  the  record.] 

PRESIDENT  ROSS:  Well,  what  is  the  feeling  on  this 
question? 

DR.  GLASSON:  I  move  that  the  Executive  Commit- 
tee be  empowered  to  act  in  this  matter  as  is  seen  fit 
upon  investigation  of  the  time  schedule  as  proposed. 

PRESIDENT  ROSS:  Is  there  a  second  to  that  mo- 
tion? 

SECRETARY  STYRON:   Second. 

PRESIDENT  ROSS:   Any  discussion?    [No  response! 

All  in  favor  say  "aye":  opposed  "no". 

It's  so  ordered. 

DR.  BENTON:  One  final  item  for  your  interest,  on 
the  matter  of  our  savings. 

In  1962,  we  had  a  deficit.  In  1963,  we  had  a  deficit, 
but  since  1964,  we've  had  a  profit  from  our  operations 
of  the  Society  and  it  amounted  in  1964  to  $18,000;  '65 
it  went  to  $9,000;  '66  it  was  $9,000  and  this  year,  $33,000 
so  it  gives  us  a  total  of  $83,380  in  savings. 

PRESIDENT  ROSS:  I'm  sure  no  one  will  object  to 
accepting  that  in  the  report. 

Has  this  been  audited? 

DR.BENTON:  You  have  before  you  a  preliminary 
auditor's  report.     It's  not  final. 

PRESIDENT  ROSS:  It  seems  in  order  to  accept 
the  report,  is  that  correct?  Is  there  any  motion? 

DR.  BENTON:  It  has  been  audited  but  this  is  not 
the  final  report.  This  is  just  a  temporary  report  to 
set  out  before  you. 

DR.  WELTON:  Mr.  President,  I  move  we  accept 
this  report,  pending  the  final  authorized  audit. 

DR.  KOONCE:  Second. 

PRESIDENT  ROSS:   Discussion?   [No  response] 

All  in  favor  say  "aye";  opposed  "no". 

It's  so  ordered. 

The  next  report  to  consider  payment  of  expenses 
of  member  of  Mediation  Committee  to  attend  AMA 
Judicial  Council  meeting  on  March  23rd. 

Mr.  Hilliard,  would  you  like  to  speak  to  this?  Would 
you  like  to  mention  the  past  practices? 

MR.  WILLIAM  N.  HILLIARD  [Assistant  Executive 
Director  of  the  Society] :  Dr.  Ross,  I  don't  know  the 
details  on  this,  but  I  think  it's  just  a  question  of 
whether  or  not  the  Society  would  like  for  a  member 
of  the  Mediation  Committee  to  attend  at  the  expense 
of  the  Society,  one  member,  and  there  is  a  letter  to 
Mr.  Barnes  indicating  that  the  Judicial  Council  will 
hold  its  regular  meeting  in  Atlanta  on  March  23rd. 

DR.  KOONCE:  Amos  Johnson  is  Chairman  of  the 
Committee.  Maybe  he  knows  something. 


PRESIDENT  ROSS:  If  I  don't  find  out  in  my  own 
way! 

Amos! 

DR.  AMOS  N.  JOHNSON  [AMA  Delegate  I:  Thank 
you  for  the  opportunity  of  saying  something! 

I  think  it  would  probably  be  advantageous  for  one 
member  of  the  Mediation  Committee  to  attend  the 
meeting  each  year,  if  indeed  there  be  a  meeting  set 
up  for  this  purpose  and  in  my  opinion,  it  should  defi- 
nitely be  the  youngest  member  from  point  of  service 
which  would  be  the  immediate  Past  President  who 
acts  as  Secretary  of  the  Mediation  Committee,  in  view 
of  the  fact  he  would  still  have  a  four  year  tenure  of 
office  and  I  would  recommend  to  this  body  that  Dr. 
Jones,  who  is  immediate  Past  President,  be  given  the 
opportunity  to  attend  this  meeting. 

PRESIDENT  ROSS:  Your  recommendation  being  that 
a  member  attend,  that  member  being  the  youngest 
member  on  the  committee. 

I  think  it  would  be  within  the  prerogative  of  the 
Chair  to  do  this  and  you  are  instructed  to  carry  this 
out— [directing  his  last  remark  to  Mr.  Hilliard]. 

Dr.  Jones,  may  we  have  a  report  on  the  Medical 
Foundation? 

DR.  FRANK  W.  JONES  [Immediate  Past  President 
of  the  Society] :  President  Ross,  Members  of  the 
Council : 

The  North  Carolina  Medical  Society  Foundation  is 
now  a  going  operation.  We  have  a  bank  account.  We 
have  money  deposited  in  the  bank  account. 

Each  of  you,  I  understand,  has  before  you  a  grey 
booklet  bringing  certain  items  to  you  with  reference  to 
it.  I  will  not  burden  you  by  going  through  it,  except 
to  call  out  to  you  what  is  in  the  folder. 

The  second  page  contains  the  Non-Stock  Certificate 
of  Incorporation  of  the  North  Carolina  Medical  Founda- 
tion, Inc.  and  the  first  page  is  simply  an  amendment 
to  the  charter  because  of  a  name  change. 

Then,  we  will  skip  on  over  several  pages  until  we 
come  to  the  specific  purposes  for  which  the  Corpora- 
tion was  formed  and  with  your  permission,  Mr.  Presi- 
dent, I'll  come  back  to  that  in  a  minute. 

The  next  skip  over  is  the  by-laws  of  the  Foundation. 

The  next  sector  is  the  Treasury  Department's  ruling 
that  this  is  an  exempt  corporation  and  therefore  any 
contributions  made  to  it  are  deductible  for  income 
tax. 

The  penultimate  page  shows  the  similar  release  of 
the  North  Carolina  Department  of  Revenue. 

The  only  thing  to  present  to  you  this  morning  will 
be  the  specific  purposes  for  which  the  Foundation  was 
formed.  This  is  about  five  or  six  pages  long. 

Would  the  Chair  prefer  that  this  be  read,  or  let 
you  read  it,  or  how  would  you  like  it  presented?  Any 
particular  way?  [No  response] 

It  does,  I  think,  give  you  fairly  simply  the  ideas 
behind  the  Foundation  and  it  would  take  about  three 
minutes. 

1.  To  improve  the  quality  and  extent  of  medical 
care  for  people  in  North  Carolina  by  means  of  assist- 
ing in  or  providing  continuing  education  for  medical 
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doctors  in  the  various  fields  of  medical  practice 
through  seminars,  scientific  exhibits,  meetings,  the 
study  of  experience  in  various  fields  of  medical  prac- 
tice throughout  the  State  and  the  dissemination  to 
the  profession  of  the  results  of  such  studies  and 
experience  by  publications.  To  provide  the  public 
with  information  concerning  subjects  affecting  the 
health  of  the  public. 

2.  To  improve  the  medical  care  of  the  people 
of  North  Carolina  by  assisting  in  the  increasing  of 
the  number  of  doctors  of  medicine  practicing  in 
North  Carolina,  including  the  sponsoring  of  pro- 
grams to  encourage  students  to  enter  upon  medical 
or  paramedical  careers  and  to  encourage  doctors 
of  medicine  to  practice  in  the  State,  especially  in 
areas  where  they  are  most  needed. 

3.  To  aid  persons  in  North  Carolina  needing  fi- 
nancial, charitable  assistance  grants  or  loans  for 
meeting  their  expenses  of  obtaining  an  education 
in  medicine  or  the  paramedical  fields.  It  is  en- 
visioned that  the  foundation  wil  handle  funds  which 
will  be  donated  directly  to  the  foundation  for  this 
purpose  or  which  may  be  given  the  foundation  by 
local  component  medical  societies  for  such  pur- 
poses. 

4.  To  promote  and  sponsor  research  projects  for 
the  improvement  and  advancement  of  medical  sci- 
ence and  knowledge  and  the  use  of  the  results  of 
such  research  to  advance  and  improve  the  prac- 
tice of  medicine  in  North  Carolina  for  public  pur- 
poses and  benefits.  Such  research  projects  will  be 
conducted  by  physicians  connected  with  hospitals 
or  with  educational  institutions  in  North  Carolina. 
Donations  from  private  sources  and  grants  from 
private  foundations  and  governmental  agencies  will 
be  sought  and  accepted  for  these  specific  purposes. 

5.  To  maintain  a  medical  library  for  preserving 
and  maintaining  the  records  and  archives  which 
are  of  educational  value  to  the  practice  of  medi- 
cine in  North  Carolina,  without  duplicating  other 
medical  libraries  in  the  State,  and  to  obtain  and 
maintain  films,  sound-tracks,  and  other  recordings 
which  would  be  of  value  for  promoting  interest  in 
medical  careers,  for  continuing  medical  education 
and  for  the  other  purposes  and  activities  of  the 
foundation. 

6.  To  render  financial  aid  and  assistance  to  phy- 
sicians in  North  Carolina  who  by  reason  of  illness, 
mental  or  physical  incapacity,  need  charitable  as- 
sistance. 

(g)     ACTIVITIES   WHICH   ARE   PLANNED: 

The  foundation  has  not  to  this  date  engaged  in  any 
fund  raising  activity.  The  foundation  plans  to  solicit 
donations  from  private  individuals  and  corporations, 
and  grants  of  money  for  use  in  special  educational 
or  research  projects  from  private  foundations  and 
governmental  agencies.  The  foundation  has  no  agree- 
ments with  any  other  party  for  the  conduct  of  any 
fund  raising  activity  or  business  enterprise.  Activi- 
ties of  the  foundation  have  been  proposed  and 
planned   as  set  forth  below  under   (h).   The  order 


in  which  such  activities  will  be  undertaken  by  the 
foundation    will    depend    upon    the    availability    of 
funds  in  general  and  the  availability  of  funds  for 
specific  projects  or  purposes, 
ih)  PROPOSED  ACTIVITIES  OF  THE  FOUNDATION: 

One  of  the  projects  contemplated  by  the  corpora- 
tion is  a  program  directed  to  high  school  and  col- 
lege students  of  this  State  with  the  objective  being 
to  stimulate  their  interests  in  becoming  doctors  of 
medicine  or  in  following  paramedical  careers, 
among  which  would  be:  medical  assistants,  medical 
or  surgical  technologists:  nurses,  laboratory  and 
x-ray  technicians,  and  ther  similar  health  related 
paramedical  fields. 

In  the  field  of  increasing  manpower  with- 
in the  State,  especially  in  those  sections  and  areas 
most  in  need  of  additional  medical  doctors,  it  is 
contemplated  that  the  foundation  will  initiate  and 
conduct  programs,  studies,  planning,  activities,  or 
services,  including  placement  services  and  informa- 
tion, for  the  purpose  of  attracting  more  medical 
doctors  to  practice  in  North  Carolina. 

In  the  fieid  of  public  education  in  health  matters, 
it  is  contemplated  that  programs  or  projects  di- 
rected to  the  public  would  be  conducted  with  re- 
spect to  rural  health  and  community  cooperation 
in  providing  adequate  health  care  and  facilities  for 
the  people,  with  respect  to  chronic  illnesses,  can- 
cer, immunization  against  contagious  diseases, 
health  careers,  school  health  problems,  mental 
health,  occupational  health,  accident  and  poison 
prevention,  emergency  health  care  and  physical 
rehabilitation.  Such  projects  and  educational  pro- 
grams would  also  be  directed  to  and  would  in- 
volve the  participation  of  the  practicing  physicians 
of  the  State.  Such  programs  may  involve  investi- 
gation and  collection  of  information,  study  and  dis- 
semination of  information  to  the  public  and  to  the 
medical  profession  by  seminars,  meetings,  the  pub- 
lication through  available  and  appropriate  means. 
Special  projects  currently  under  consideration  for 
the  foundation  would  involve  activity  in  the  areas 
of  maternal  health,  community  health  I  rural  and 
urban),  child  and  school  health  and  infectious  dis- 
eases, accident  cases  which  might  relate  to  motor 
vehicles  and  other  modalities  of  trauma  of  external 
nature,  the  physical  and  mental  status  of  operators 
of  vehicles  on  our  public  highways  and  the  relation 
of  such  to  traffic  accidents. 

Educational  activities  for  the  medical  profession 
would  consist  of  programs  directed  to  both  students 
in  graduate  and  post-graduate  training  in  the 
schools  of  medicine  in  North  Carolina  and  to  the 
doctors  of  medicine  practicing  in  the  State.  For  the 
students,  seminars  on  medical  and  health  related 
subjects  which  are  not  ordinarily  in  the  curriculum 
of  the  teaching  institutions  would  be  sponsored  and 
conducted  by  the  foundation.  For  the  practicing  phy- 
sicians, the  sponsoring  and  conducting  of  seminars, 
meetings,  scientific  exhibits,  and  publications  to 
provide  continuing  and  refresher  education  concern- 
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ing  medical  and  medical  related  subjects  are  con- 
templated. Such  projects  would  require  a  close  liai- 
son with  the  teaching  institutions  of  this  and  other 
States,  especially  those  having  instructional  pro- 
grams in  the  medical  and  paramedical  fields  and 
also  with  the  North  Carolina  Regional  Medical  As- 
sociation, which  is  engaged  in  planning  in  connec- 
tion with  heart,  stroke,  cancer  and  related  diseases, 
in  order  to  catalyze,  correlate  and  complement  their 
efforts, 
(j)  THE  PURPOSES  FOR  WHICH  FUNDS  WILL  BE 
EXPENDED: 

The   facilities   of   the   foundation   will   be   offered 
to  local  component  medical  societies  or  groups  of 
doctors,  private  corporations,  other  private  founda- 
tions, or  governmental  agencies  for  the  holding  and 
administrating  of  funds  turned  over  to  the  founda- 
tion irrevocably  as  trustee  for  the  expenditure  for 
specific  purposes  or  projects  wholly  within  the  de- 
clared and  approved  purposes  of  this  corporation. 
Gentlemen,  this  has  been  a  reading  of  what  we  plan 
on  doing.  This  covers  practically  everything;  loss,  sin 
and  everything. 

PRESIDENT  ROSS:  Like  salvation— wide  as  a  door 
and  deep  as  a  well! 

Do  you  make  a  motion,  Dr.  Jones,  that  this  be  ac- 
cepted? 

DR.  JONES:  Mr.  President,  I  move  this  be  received 
as  being  the  specific  purposes  for  which  the  founda- 
tion was  formed,  as  much  was  submitted  to  the  Bureau 
of  Internal  Revenue,  Department  of  the  Treasury  of 
the  United  States,  12/12/67.  That  is  my  motion,  sir. 

PRESIDENT  ROSS:  Is  there  a  second  to  the  mo- 
tion? 

DR.  KOONCE:  I'll  make  a  short  second  to  the  mo- 
tion. 
PRESIDENT  ROSS:  The  motion  has  been  seconded. 
Mr.  Counsellor,  would  you  like  to  make  a  comment 
for  discussion  purposes? 

MR.  ANDERSON:  This  motion  would  approve  what 
actually  has  already  been  done  by  the  officers  of  the 
foundation  and  it  is  in  order. 

You  remember  that  this  meeting  is  a  meeting  ac- 
tually of  the  foundation  membership  as  well  as  of  the 
Council  and  I  think.  Mr.  President,  if  you  would  have 
this  go  on  record  as  an  action  of  membership  of  the 
foundation  rather  than  of  the  Executive  Council,  it 
might  be  better. 
DR.  JONES:  Counsel  has  stated  it  properly. 
DR.  EDGAR  T.  BEDDING  FIELD  [First  Vice  Presi- 
dent of  the  Society]:  Mr.  President,  in  brief  discussion 
of  this,  I  should  like  to  give  credit  where  credit  is  due. 
Dr.  Jones  made  the  observation  that  the  foundation 
has  a  bank  account  and  some  money  now. 

Dr.  Jones  put  his  money  where  his  mouth  is  be- 
cause he  made  the  initial  contribution  to  the  foundation 
account  and  I  thought  the  group  ought  to  know  that. 

PRESIDENT  ROSS:  Dr.  Kernodle,  would  you  like  to 
comment?  I  know  of  discussion  you  had  in  Florida  be- 
cause I  followed  vou  down  there.   Would  you  like  to 


recount  the   experience  of  the   Florida   Foundation.   I 
think  it  would  be  interesting  for  us  to  know. 

DR.  JOHN  R.  KERNODLE  [AMA  Delegate):  Dr. 
Ross,  Members  of  the  Council: 

I  did  have  an  opportunity  to  visit  the  Florida  Medi- 
cal Society  headquarters  building  and  discuss  with 
their  secretary  their  experience  and  problems. 

I  won't  go  into  the  building  facility  situation  but  I 
will  tell  you  he  was  very  strong  in  making  some  state- 
ments about  the  foundation,  feeling  that  the  founda- 
tion is  a  non-profit  situation  and  he  and  others  in 
Florida  feel  that  you  shouldn't  put  a  large  amount  of 
money  into  this. 

And,  particularly,  their  building  program  is  in  the 
foundation  in  Florida  now  and  they'd  like  to  get  it 
back  out. 

I  just  point  that  out  and  I  gave  that  data  to  the 
building  committee  and  Dr.  Ross  and  the  Executive 
Committee. 

They  have  had  the  feeling  that  once  you  put  money 
in  there,  it's  there.  Once  you  get  it  on  the  outside,  you 
can  always  supplement  the  foundation  when  monies  are 
needed  but  if  you  put  in  a  large  amount  of  money, 
you're  unable  to  utilize  any  of  those  funds  at  a  later 
date  and  they're  realizing  this  more  and  more. 

I  wiO  make  mention  at  this  time  of  one  thing.  They 
(FMA)  bought  a  piece  of  property  to  build  a  one  story 
building  and  within  two  years,  they  put  a  second  story 
on  that  one  story  building.  Since  then,  they  have  pur- 
chased property  behind  their  present  headquarters  and 
are  planning  on  putting  up  a  six  or  seven  story  high 
rise  building  and  this,  they're  keeping  out  of  the 
foundation— the  new  program  all  together. 

So,  that's  all  I  have  to  say. 

PRESIDENT  ROSS:   That's  a  good  observation. 

MR.  ANDERSON:  Mr.  President,  in  response  to  your 
request,  I  would  suggest  that  we  vote  on  this  general 
motion  to  approve  the  general  purposes  first.  Then 
the  subject  may  arise  as  you  may  bring  up  what 
specifically  you  want  the  foundation  to  do,  beginning, 
tomorrow,  for  instance,  and  what  specific  subjects" 
you  want  to  keep  out  of  the  foundation. 

PRESIDENT  ROSS:   I  think  that's  clear. 

Any  other  discussion? 

DR.  BEDDINGFIELD:    Let's  vote! 

PRESIDENT  ROSS:  All  in  favor  of  the  motion  say 
"aye";   opposed  "no". 

It's   so  ordered. 

Now,  I  think  we'll  open  up  discussion  from  this 
point  on,  is  that  correct? 

MR.  ANDERSON:   Yes. 

PRESIDENT  ROSS:  Well,  we'll  delay  that  and 
hold  onto  what  we've  got  for  the  moment,  if  you  don't 
mind,  unless  someone  would  like  to  pursue  this  at  this 
time. 

I  think  it  would  be  the  foundation  that  takes  action, 
would  it  not? 

MR.  ANDERSON:  I  might  just  make  one  comment 
that  I  made  to  you  and  Dr.  Jones. 

The  purposes,  as  explained,  encompass  every  con- 
ceivable project  that  the  Medical  Society  would  want 
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to  handle  of  course.  It  was  submitted  for  that  purpose 
and  to  obtain  the  approval  of  the  Revenue  Department. 

Now,  the  question  is,  the  foundation,  and  you  have 
heard  read,  could  perform  a  lot  of  the  services  that 
are  performed  by  committees  of  the  State  Society. 

If  the  foundation  can  obtain  money  to  undertake 
those  projects,  then  the  work  of  the  foundation  could 
be  synchronized  with  the  work  of  the  Society's  com- 
mittees. To  that  extent,  those  funds  expended  by  the 
foundation  would  make  unnecessary  some  of  the  ex- 
penditures of  the  State  Society  for  those  specific  pur- 
poses. 

PRESIDENT  ROSS:  Isn't  it  true,  Mr.  Anderson,  that 
there  is  a  law  foundation  and  didn't  the  law  founda- 
tion use  their  funds  for  building? 

MR.  ANDERSON:  They  did. 

Now,  the  North  Carolina  Bar  Association  Foundation 
was  organized  with  the  specific  and  avowed  objec- 
tive of  building  a  building  to  begin  with  and  it  is  so 
utilized  now  and  it  is  a  very  fine  thing. 

The  foundation  solicited  funds  and  with  those  funds 
and  some  other  funds,  they  built  the  building  and 
it's  now  paid  for,  but  I  have  not  recommended  to  any 
of  you  that  you  put  your  property  in  the  foundation 
unless  you  have  a  very  specific  purpose;  that  is,  of 
soliciting  funds  to  build  a  building,  in  which  case  all 
those  donations  will  be  tax  deductible,  but  unless  you're 
going  to  use  it  for  that  purpose,  I  would  not  advise 
you  to  put  your  property  in  the  foundation. 

PRESIDENT  ROSS:  Well,  that  is  in  line  with  what 
Dr.  Kernodle  just  said. 

MR.  ANDERSON:  Right,  in  line  with  Dr.  Kernodle 's 
suggestion. 

PRESIDENT  ROSS:   Is  there  any  other  discussion? 

Dr.  Jones! 

DR.  JONES:  Dr.  Ross,  I  understand,  I  believe,  what 
Mr.  Anderson  said.  He  means  Medical  Society  funds 
per  se,  but  he  doesn't  mean  that  somebody  as  an 
individual  cannot  contribute  to  the  foundation  for  the 
purpose  of  any  construction  and  it  would  be  a  direct 
tax  deductible  item  for  them. 

MR.  ANDERSON:  Right. 

DR.  JONES:  Just  as  the  Bar  Association  did. 

MR.  ANDERSON:  I  might  say,  Mr.  President,  that 
it  seems  to  me  that  the  next  step  for  getting  the 
foundation  off  the  ground  would  be  obtaining  some 
monies  and  funds  by  way  of  contributions  from  any 
source. 

Now,  the  next  question  is  how  are  you  going  to 
publicize  this? 

Somebody  should  be  authorized  to  get  out  some 
kind  of  publicity  program.  Are  you  going  to  publicize 
it  in  the  Journal,  a  bulletin,  or  by  special  letter,  solicit- 
ing contributions  to  the  component  societies,  offering 
the  services  of  the  foundation  to  act  as  their  trustee, 
perhaps  for  local  projects  that  could  be  done? 

PRESIDENT  ROSS:  That's  the  next  order  of  busi- 
ness! 

MR.  ANDERSON:  Yes,  but  whether  you  can  do  that 
now  or  not — 
PRESIDENT  ROSS:   In  due  course. 


Any  other  discussion? 

Dr.  Kernodle! 

DR.  KERNODLE:  I  bring  you  one  method  of  financ- 
ing that  the  Dade  County  Medical  Society  in  Miami  did 
on  their  building  program.  They  had  about  $350,000  of 
outstanding  indebtedness  and  they  decided  to  assess 
every  member  of  the  Society  $300  and  every  new 
member  of  the  Society  hence  forth  would  pay  $300  into 
the  building  program  which  would  be  the  foundation. 

They're  all  one.  They  don't  have  a  foundation. 

And,  by  that,  they  also  worked  out  a  program  of 
decreasing  amounts. 

$300  was  the  maximum  amount  but  if  they  paid  that 
they  could  get  a  discount  according  to  the  interest 
saved.  They  had  a  fifteen  year  mortgage  and  because 
of  this  method  of  payment,  people  paid  up  and  got 
10  to  15  per  cent  discount  off  the  $300.  They  paid  it 
off  in  four  and  a  half  years  and  now  they  are  building 
a  reserve  fund  for  maintenance. 

All  new  members  coming  into  Dade  County  Society 
pay  $300  into  their  building  program  which  goes  for 
maintenance. 

I  pass  that  on  as  one  method  of  financing  the  build- 
ing. 

PRESIDENT  ROSS:   That's  a  big  county,  too. 

MR.  ANDERSON:  The  purpose  served  by  a  founda- 
tion in  such  a  project  as  he  suggested  would  be  that 
the  contributions  to  the  foundation  would  be  tax  de- 
ductible. Contributions  to  the  Dade  County  Medical 
Society  are  not  tax  deductible,  neither  is  an  assessment 
and  that  was  originally  the  idea  behind  the  formation 
of  the  foundation. 

DR.  KERNODLE:  Do  you  mean  to  say,  John,  that 
payments  to  our  Society  are  not  tax  deductible  for  this 
type  of  program? 

MR.  ANDERSON:  Dues  are  deductible,  but  contribu- 
tions are  not  per  se. 

DR.  KERNODLE:  If  you  had  an  expense,  say  you 
became  a  member  of  that  Society  and  you  pay  $300  to 
that  County  Society  and  it's  based  over  a  period  of 
three  to  four  years,  that  would  be  deductible,  wouldn't 
it? 

MR.  ANDERSON:  Perhaps,  but  an  assessment  is  not. 

DR.  KERNODLE:  What  I'm  talking  about  is  structur- 
ing a  dues  program  is  deductible  whether  you  pass 
it  to  the  foundation  or  whether  you  pass  it  to  North 
Carolina  Medical  Society. 

MR.  ANDERSON:   That's  correct. 

DR.  KERNODLE:  But  a  special  assessment  is  not 
deductible? 

MR.  ANDERSON:   That's  right. 

PRESIDENT  ROSS:    Any   further  discussion? 

Dr.  Beddingfield  will  now  report. 

DR.  BEDDINGFIELD:  Under  item  seven  tb>.  I 
would  defer  this  item  inasmuch  as  this  pertains  to  a 
possible  legislative  effort  of  the  Medical  Society  and 
we  will  have  at  least  three  meetings  of  the  Council 
between  now  and  1969  General  Assembly. 

I  think  we  can  defer  consideration  of  this  at  this 
time  as  there  is  the  possibility  that  possible  federal 
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legislation  might  make  action  unnecessary  here  so 
we  can  save  Council's  time  on  that. 

While  I'm  reporting  for  the  Committee  on  Legisla- 
tion, I  have  one  further  item  that  I  would  bring 
to  your  attention. 

This  has  to  do  with  an  action  of  the  Internal  Revenue 
Service  in  publishing  in  its  regulations  in  the  Federal 
Register  and  thereby  adopting  them  as  in  effect  law, 
as  of  December  13,  1967,  a  new  set  of  regulations  per- 
taining to  treatment  of  related  and  unrelated  income 
of  organizations  such  as  this  Medical  Society. 

This,  particularly,  has  a  potential  of  affecting  us 
in  our  income  derived  from  the  activities  of  the  Journal 
which  we  publish. 

The  income  from  the  Journal  has  heretofor— and  I 
might  add,  all  other  medical  society  professional  jour- 
nals, The  Journal  of  the  American  Medical  Association, 
all  other  state  medical  society  journals,  other  non- 
medical associations  such  as  the  National  Geographic 
Magazine,  publications  by  the  Boy  Scouts  of  America 
and  similar  organizations— always  been  treated  as 
non-taxable  income. 

However,  the  Internal  Revenue  Service  decided  that 
the  law  had  been  wrong,  lo  these  many  years,  and 
they  thought  this  should  be  taxed. 

So  these  regulations  were  changed  and  as  of  now, 
this  income  is  subject  to  taxation. 

In  fairness,  we  might  point  out,  by  appropriate  book- 
keeping, it  could  probably  be  shown  at  the  state  level 
that  our  journal  at  the  present  time  is  not  a  money- 
making  enterprise. 

However,  the  potential  for  taxation,  and  this  is 
not  confined  strictly  to  the  Journal,  but  to  perhaps 
certain  activities  of  the  Society  might  be  treated  as 
unrelated  to  your  principal  purpose  and  therefore, 
taxable  income. 

I  would  also  point  out  that  we're  all  also  members 
of  the  American  Medical  Association  and  a  substantial 
amount  of  their  income  is  derived  from  their  publica- 
tion, so  we  do  have  a  very  definite  interest  here. 

If  this  is  allowed  to  stand,  and  AM  A  has  to  pay  taxes 
on  the  income  from  its  Journal,  this  may  very  well  ef- 
fect our  dues  as  AMA  members. 

It  appeared  to  a  good  many  members  that  the  In- 
ternal Revenue  Service  was  usurping  legislative  pre- 
rogative and  were  issuing  regulations  not  consistent 
with  long  prevailing  law. 

In  an  effort  to  rectify  the  situation,  a  number  of 
bills  have  been  introduced  in  the  Congress,  a  series 
of  bills  introduced  by  members  of  both  political  par- 
ties, to  clearly  define  this  section  of  the  Internal 
Revenue  Code  and  to  point  out  to  the  Internal  Revenue 
that  much  of  the  activity  of  the  journal  which  I  have 
described  is  in  the  non-taxable  income. 

We  have,  through  the  Committee  on  Legislation,  com- 
municated with  the  entire  North  Carolina  congres- 
sional delegation  asking  them  to  support  this  correc- 
tive legislation. 

We  have  had  responses  from  eight  of  the  eleven 
members  of  the  House  of  Representatives  and,  in  gen- 
eral, they  are  sympathetic  to  our  aims  and  purposes. 


I  know  of  nothing  further  we  can  do  in  this  regard. 

I  know  of  no  action  that  the  Council  can  take. 

I  would  report  finally  that  a  few  of  us  are  going  to 
Washington  to  attend  a  meeting  of  the  United  States 
Chamber  of  Commerce  on  Tuesday  of  this  week  and 
we  intend  to  visit  with  the  congressional  delegation 
from  North  Carolina  and  perhaps  discuss  this  matter 
with  them  more. 

At  the  present  time,  these  bills  that  would  correct 
the  present  situation  are  in  the  Ways  and  Means  Com- 
mittee of  the  House  of  Representatives  and  no  hearings 
have  been  scheduled  on  them,  so  the  first  item  of 
action  would  be  to  stimulate  the  Chairman,  Wilbur 
Mills,  to  proceed  to  hold  hearings  on  the  bills. 

I  will  not  make  any  further  report  on  legislative  ac- 
tivities at  this  time  inasmuch  as  this  session  of  the 
Congress  has  just  gotten  underway.  We  have  no  General 
Assembly  this  year.  We  will  have  other  Council  meet- 
ings before  "hot"  legislative  items  develop. 

In  closing,  I  would  point  out  last  evening  there  was 
a  conjoint  meeting  of  the  Committe  on  Legislation 
and  the  Task  Force  on  Title  XIX  and  Dr.  Paschal  is 
next  on  the  agenda,  I  believe,  so  we  may  have  some 
further  remarks  after  Dr.  Paschal  makes  his  report. 

This  would  conclude  our  report. 

PRESIDENT   ROSS:    Thank   you,    Dr.    Beddingfield. 

I  do  know  that  the  headquarters  office  and  the 
Journal  took  immediate  cognizance  of  the  situation  and 
we  were  alerted  to  that  and  I  think  political  action 
was  taken. 

I  think  it  might  be  in  order,  Dr.  Beddingfield,  that 
we  ask  Dr.  Koomen  his  reaction  to  the  meeting  in  Ra- 
leigh of  the  Health  Committee  of  the  Governor,  if  you 
will,  please. 

[All  following  further  discussion  regarding  the  Com- 
prehensive Health  Planning  Services  was  held  off  the" 
record.] 

PRESIDENT  ROSS:  If  there's  no  further  discussion, 
we'll  go  on  to  the  next  item  on  the  agenda,  Dr.  Paschal! 

DR.  GEORGE  W.  PASCHAL  [Chairman,  Task  Force 
on  Title  XIX]:  Mr.  President, 

The  Committee  on  Task  Force  for  Title  XIX  met 
in  session  with  the  Legislative  Committee  last  evening, 
as  Dr.  Beddingfield  has  told  you  earlier. 

The  deliberations  of  our  group,  I  think,  are  predicated 
on  the  assumption  that  North  Carolina  will  eventually 
become  involved  and  implement  Title  XIX  in  the 
State. 

Our  discussions  were  based  on  ways  and  means 
whereby  the  Medical  Society  and  the  individual  doctor 
can  be  an  efective  participant  in  this  program. 

Actually,  as  a  result  of  our  meeting  last  night, 
the  committee  has  nothing  very  positive  to  report  ex- 
cept that  there  was  lengthy  discussion  concerning  the 
possible  implementation  of  this  and  a  great  deal  of  the 
discussion  was  primarily  centered  around  the  physi- 
cian's compensation  for  services  rendered. 

The  Medical  Society  is  on  record  of  accepting  "usual 
and  customary"  charges  and  there  was  considerable 
discussion  as  to  how  this  might  be  accomplished. 

You  will  recall  that  earlier,  the  Medical  Society  did 
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go  on  record  and  the  Governor  was  requested  that  he 
give  consideration  to  the  members  of  the  State  Board 
of  Health  as  the  administrative  agency  for  this  pro- 
gram in  the  State. 

The  Governor  up  until  this  time  has  not  been  in- 
clined to  designate  anyone.  The  Department  of  Welfare 
is  interested  in  being  designated  as  administering  the 
program  in  the  State,  but  this  has  not  been  done  and 
it  is  the  feeling  of  a  great  many  people,  I  think,  that 
we  here  in  the  State  of  North  Carolina  will  not  have 
any  agency  designated. 

Possibly  it  will  be  left  to  our  next  legislature. 

I  think  it  might  be  appropriate  really  to  advise  the 
Governor  again  of  our  former  action  and  if  we  feel 
strongly  that  this  be  done  that  we  could  urge  him 
again  to  give  it  serious  consideration. 

Mr.  Beeston  was  with  us  last  evening  and  he  was 
interested  in  having  the  Blues  participate  in  the  pro- 
gram and  be  the  ones  that  would  be  the  carrier,  so  to 
speak. 

Now,  in  addition  to  that,  we've  had  overtures  of  ex- 
pressions of  interest  from  commercial  carriers  and 
in  this  line,  why,  Dr.  Beddingfield  and  I  received  a 
letter  from  the  Pilot  Life  Insurance  people  and  I  be- 
lieve it  would  be  appropriate,  Mr.  President,  if  Ed  has 
that  letter,  if  he  would  like  to  read  it  for  information 
of  the  Council. 

DR.  BEDDINGFIELD:  Mr.  President,  Dr.  Paschal, 
I  understand  the  letter  has  been  reproduced  with 
enough  copies  for  Council  members  to  be  passed 
around. 

May  I  interject  one  or  two  remarks  at  this  point? 

I  might  say  first  of  all  this:  although  as  Dr.  Paschal 
has  pointed  out,  the  Governor  in  his  capacity  has  not 
designated  an  administering  agency,  as  such  has  not 
been  legally  determined  in  North  Carolina  even  though 
we  will  go  into  Title  XIX— everybody  feels  certain  that 
we  will,  but  this  is  not  to  say  that  the  Governor's 
office  is  not  aware  of  the  implications  of  Title  XIX  and 
is  not  moving  ahead  in  that  field. 

As  a  matter  of  fact,  a  recent  series  of  conferences 
has  been  held,  within  the  Department  of  Administra- 
tion, the  Division  of  Health  Planning,  about  whom  we've 
just  been  talking. 

Dr.  Cameron  has  called  this  meeting  and  he  had 
representatives  of  the  state  agencies  that  would  be 
involved,  which  were  almost  the  same  people  on  the 
Technical  Committee  that  we've  talked  about— Dr.  Koo- 
men,  Colonel  Craig,  Mr.  Carlton  Edwards  from  the 
Budget  Division,  representatives  from  Vocation  Rehab, 
and  from  the  Blind  Commission. 

These  people  from  the  Department  of  Administration 
heads  of  state  agencies,  have  held  a  recent  series  of 
conferences  with  various  providers  of  service  and  one 
day  they  met  with  the  hospital  group,  another  day 
with  the  physicians,  another  day  with  the  pharmacists, 
one  day  with  the  Academy  of  General  Practice  and 
others,  simply  to  hear  us  out  and  hear  what  our 
ideas  were  and  to  ask  questions. 

All  of  us  are  aware,  of  course,  we  will  have  a  new 
General  Assembly  in  1969.  We'll  have  a  new  man  in  the 


Governor's  Mansion,  but  there  will  be  a  thread  of 
continuity  and  present  administration  is  gathering 
information  and  I  think  are  prepared  to  make  recom- 
mendations to  proceeding  administration  of  this  data. 

As  a  matter  of  fact,  even  though  1970  seems  a 
long  way  away  as  far  as  Title  XIX,  we  should  point 
out  that  the  Budget  Advisory  Commission  is  now  meet- 
ing and  beginning  to  formulate  the  budget  for  presenta- 
tion to  the  1969  General  Assembly  which  must  take 
action  to  implement  Title  XIX  in  1970. 

This  budget  operation  is  already  underway  and, 
therefore,  we  do  not  have  as  much  time  as  we  think. 

I  gather  that  the  Medical  Society  was  represented  at 
this  meeting  by  Dr.  Ross,  Dr.  McLaurin  and  myself 
and  we  were  very  cordially  received  in  all  of  our 
views  and  the  previous  positions  of  the  Medical  Society 
were  reiterated. 

We  were  very  warmly  received  and  I  think  a  very 
fruitful  discussion  ensued. 

I  think  we  can  say  that  the  people  in  the  state  govern- 
ment understand  our  position.  They  understand  what 
we  mean  by  the  "usual  and  customary"  fee  concept. 

They  are  sympathetic  to  this  concept. 

The  difficulty  occurs  in  reconciling  this  with  the 
budgetary  mechanism  of  the  State  of  North  Carolina. 

We  have  said  here  repeatedly,  and  it  bears  stating 
again,  that  we  cannot  have  an  open-ended  appropria- 
tion for  any  agency,  whether  it's  Health  and  or  Wel- 
fare administering  Title  XIX  in  North  Carolina  or  not. 
It  has  to  be  a  fixed  appropriation  for  the  biennium. 

Therefore,  very  accurate  budgetary  projections  need 
to  be  made  and  the  budget  people  tend  to  bring  up  the 
difficulty,  "All  right,  we  see  what  you  mean  by  'usual 
and  customary'  but  how  many  dollars  does  this  take?" 

It's  very  dificult  to  give  an  answer.  We  have  not 
yet  come  up  with  an  answer  for  them  on  this. 

Colonel  Craig,  on  the  presumption  that  welfare  would 
probably  be  the  administering  agency  for  Title  XIX 
or  on  the  chance  that  it  might  be,  has  had  discussions 
both  with  Blue  Cross/Blue  Shield.  He  approached  them 
initially  with  the  possibility  they  might  act  in  the  role 
of  a  fiscal  intermediary  as  they  do  now  under  Title 
XVIII,  part  "A". 

He  also  had  made  an  approach  to  the  Pilot  Life 
Insurance  Company  with  the  possibility  of  them  acting 
as  the  fiscal  intermediary  because  they  act  in  that 
role,  as  you  know,  under  part  "B"  of  Title  XVIII. 

So,  the  preliminary  contacts  with  both  the  voluntary 
and  the  commercial  insurance  companies  have  been 
made  by  Colonel  Craig. 

I  had  a  telephone  communication  from  Mr.  Ken 
Beeston  who  is.  as  you  now  know.  Vice  President  in 
charge  of  Professional  Relations  for  Blue  Shield  of 
North  Carolina  and  Mr.  Beeston  tells  me  that  they  were 
considering  the  possibility  if  the  doctors  were  inter- 
ested, instead  of  the  Blues  acting  purely  as  the 
fiscal  intermediary,  but  the  possibility  if  the  Medical 
Society  was  interested  in  developing  an  insurance 
mechanism  for  the  administration  of  Title  XIX  in 
North  Carolina  whereby  the  State  would  purchase  a 
huge  insurance  policy  for  this  number  of  people  who 


134 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


were  to  be  covered,  350,000  indigent  and  approximately 
400,000  medically  indigent,  that  for  a  given  sum  of 
money  the  state  could  purchase  a  certain  range  of 
services  with  a  certain  depth  of  coverage  for  each 
area  of  service. 

The  patient— indigent  or  medically  indigent — would 
be  given  a  Blue  Shield/Blue  Cross  card  under  this 
mechanism,  to  present  this  when  they  needed  service. 

The  difficulty  in  this  lay  in  the  fact  that  any  time 
an  insurance  plan  is  developed,  the  insurance  concept 
and  I  think  the  insurance  laws  require  the  insurance 
company  to  have  a  certain  amount  of  reserve  funds 
set  aside  for  unexpected  contingency  or  unusual  loss 
experience  and  so  forth. 

It  was  felt  by  the  officers  of  Blue  Cross/ Blue  Shield 
that  it  was  highly  unlikely  the  General  Assembly  would 
appropriate  a  sum  of  money  for  reserves  for  Blue 
Cross/Blue  Shield  for  carrying  this  as  an  insurance 
plan. 

The  proposal  was  made  and  brought  forth  to  us 
last  evening  that  perhaps  the  Medical  Society  would 
want  to  consider— and  we  realize  this  is  a  very  de- 
batable subject  and  I  know  we  will  take  no  action  to- 
day, Mr.  President.  I  hope  we  will  not  get  into  long 
oratory  but  this  is  merely  being  presented  without  any- 
body's endorsement  as  a  possible  mechanism  for  this. 

This  could  be  done  in  lieu  of  reserves  with  partial 
underwriting  by  the  providers  of  service,  whether 
those  providers  be  physicians,  hospitals,  pharmacists 
or  whatever. 

From  a  practical  point  of  view,  it  would  be  very 
similar  to  the  service  type  plan  of  the  doctor's  plan 
of  the  Blue  Shield  that  we've  had  in  the  past. 

It  would  simply  mean  this,  that  if  this  plan  was 
developed  as  it  is  envisioned  at  this  very  early  stage, 
the  state  would  buy  the  insurance  policy.  The  welfare 
recipient  would  have  a  Blue  Cross/Blue  Shield  card. 
He  goes  to  the  physician's  office,  presents  this  card, 
receives  a  professional  service,  the  physician  bills 
Blue  Shield  at  his  usual  fee. 

I  hesitate  to  use  this  stream  of  adjectives,  Dr. 
Jones,  because  I  might  use  the  wrong  one! 

He  bills  at  his  usual  fee.  This  fee  is  sent  into  Blue 
Shield  where  it  is  screened.  If  it  meets  the  criteria  of 
usual  and  reasonable  fee,  then  it  is  approved  at  that 
level. 

If  it  did  not  meet  it,  the  physician  would  be  called. 
If  he  could  justify  the  fee,  it  would  still  be  approved, 
but  there  would  be  a  review  mechanism  of  physician 
peers  in  case  he  couldn't  be  reached  by  telephone  con- 
versation. 

Once  the  level  of  fee  has  been  approved,  it  is  antici- 
pated that  this  would  be  paid  at  that  time  on  a  per- 
centage basis,  probably  80  per  cent,  meaning  that  the 
physician  would  immediately  be  paid  80  per  cent  of 
his  usual  and  customary  fee,  keeping  the  20  per  cent 
as  a  reserve. 

At  the  end  of  a  fiscal  accounting  period,  which  could 
be  quarterly,  semi-annually  or  annually,  or  bi-an- 
nually,  based  on  the  experience  of  the  Plan  and  the 
loss  experience,  an  additional  payment  hopefully  could 


be  paid  which  might  be  all  of  the  remaining  20  per 
cent;  it  might  be  15  of  the  remaining  20,  or  a  small 
percentage  depending  upon  the  experience. 

One  of  the  difficulties  in  this  for  any  insurance  com- 
pany, whether  it's  the  Blues  or  whether  it's  a  com- 
mercial company,  is  that  there  is  no  good  actuarial  ex- 
perience based  on  this  economic  segment  of  the  popu- 
lation. 

We  all  know  that  the  insurance  companies  can 
tell  us  out  of  a  cross  section  of  the  population,  out  of 
an  industrial  group  for  example,  how  many  days  of 
hospitalization  would  be  necessary  per  thousand  people 
covered.  We  know  that  they  can  tell  us  how  many 
surgical  operations  will  be  performed  per  thousand 
people. 

How  many  physician  visits,  etcetera. 

However,  we  are  not  here  dealing  with  a  cross  sec- 
tion of  the  population,  but  a  selected  segment  of  the 
population— the  indigent  and  medically  indigent— and 
there  are  a  few  straws  in  the  wind  that  indicate  that 
indeed  the  rate  may  be  higher  from  this  group  of 
people. 

This  is  what  makes  the  insurance  people  hesitate 
in  taking  this  as  a  purely  insurance  risk. 

Therefore,  an  initial  proposal  was  developed  by  Blue 
Cross/Blue  Shield  and  I  don't  know  whether  copies 
of  that  are  available  or  not,  but  I  think  it's  important 
enough  for  me  to  read  it  if  copies  are  not  available. 

This  is  a  memorandum  to  the  Medical  Society  Task 
Force  on  Title  XIX  and  Committee  on  Legislation  from 
North  Carolina  Blue  Cross  and  Blue  Shield,  Inc. 

I  PROPOSAL: 

That  the  North  Carolina  Medical  Society,  North 
Carolina  Hospital  Association,  and  North  Carolina 
Blue  Cross  and  Blue  Shield  develop  and  offer  the 
State  a  perpaid  program  of  hospital  and  physician 
benefits  under  Title  XIX  for  needy  persons.  Other 
providers  would  be  encouraged  to  join  on  the  same 
basis. 

II  CONCEPT: 

1.  The  State  will  establish  the  scope  and  extent 
of  medical  service  to  be  provided,  after  consultation 
with  providers. 

2.  Blue  Cross  and  Blue  Shield  will  write  a  con- 
tract covering  these  services  and  establish  premium 
rates  for  individuals  and  families  guaranteed  for 
one  year.  (This  will  have  to  be  two  years.) 

3.  The  State  will  be  billed  for  and  pay  premium 
rates  in  a  similar  manner  as  an  industrial  employer. 

4.  Eligible  recipients  will  be  issued  Blue  Cross 
and  Blue  Shield  membership  identification  cards. 

5.  Recipients  will  have  free  choice  in  the  selec- 
tion of  hospital,  physician  or  other  provider  of 
covered  service. 

6.  Participating  providers  will  accept  identifica- 
tion cards,  bill  Blue  Cross  and  Blue  Shield  on  regu- 
lar claim  forms  and  agree  to  make  no  additional 
charge  to  patients  for  covered  services. 

7.  Participation  in  the  program  would  be  op- 
tional on  the  part  of  each  provider. 
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III  UNDERWRITING: 

1.  Blue  Cross  and  Blue  Shield  will  determine 
monthly  rates  (premiums)  on  the  soundest  actuarial 
basis  possible  utilizing  all  available  statistics  as  to 
costs  and  usage.  Since  there  is  little  precedent  for 
such  a  program,  the  risk  taking  involved  could  no 
be  backed  by  the  reserve  funds  of  regular  sub- 
scribers. Therefore,  it  is  proposed  that  providers 
share  risk  taking. 

2.  Risk  Sharing— It  is  proposed  taht  costs  for 
covered  physicians'  services  be  calculated  on  the 
basis  of  usual,  customary  and  reasonable  charges 
and  predicted  utilization.  Claims  would  be  processed 
and  paid  on  a  current  basis  at  some  agreed  upon 
percentage  of  charges.  Claim  forms  from  hospitals 
would  be  paid  at  a  percentage  of  costs.  Other  pro- 
viders of  covered  services  would  be  paid  similarly 
at  a  reduced  percentage  of  charges. 

The  percentage  payment  would  be  set  low  enough 
to  guarantee  solvency  of  the  program. 

At  the  end  of  the  contract  year  monies  remaining 
available,  after  above  payments  and  administrative 
expenses,  would  be  prorated  to  all  reporting  pro- 
viders as  additional  payments  up  to  100  per  cent 
of  charges  or  costs.  If  there  were  excess  funds, 
they  would  be  reserved  for  future  operations  of 
similar  programs.  Blue  Cross  and  Blue  Shield 
would  agree  to  administer  the  program  at  actual 
cost. 

I  might  say  as  an  aside  these  funds  will  be  com- 
partmentized  in  a  separate  fund  for  physicians  whose 
services  could  not  be  paid  for,  for  hospital  services, 
and  vice  versa. 

IV  ADVANTAGES: 

1.  The  administration  and  legislature  would  be 
able  to  avoid  open-ended  funding  and  avoid  curtial- 
ment  of  services  during  each  fiscal  year  due  to 
exhaustion  of  appropriated  funds. 

2.  An  incentive  would  exist  among  providers  to 
prevent  and  avoid  misue  or  over-utilization  because 
the  ultimate  payment  would  be  dependent  on  con- 
serving funds. 

3.  Establishment  of  an  administering  government 
bureaucracy  would  be  avoided  and  welfare  recipients 
would  be  in  the  mainstream  of  private  medical  care. 

V  SUBSEQUENT    CONTRACT    PERIODS: 

Based  on  accumulative  experience  new  rates  would 
be  calculated  each  year  which  would  be  more  pre- 
cise and  enable  Blue  Cross  and  Blue  Shield  to  in- 
crease  the   percentage   of   guaranteed   initial   pay- 
ments to  providers. 
We  had  a  conversation  with  representatives  of  Pilot 
Life   and   informed   them   of   this   proposal   that   was 
coming   from   Blue   Cross/Blue   Shield    and   I    invited 
them  to  appear  with  us  at  our  conjoint  meeting  be- 
tween the  Committee  on  Legislation  and  Task  Force 
on  Title  XIX,   which  was   rather  hurriedly   called   in 
order  to  be  called  prior  to  this  Council  meeting. 

So,  we  certainly  must  confess  that  Pilot  Life  people 
were  not  invited  very  far  in  advance,  but  neither  was 
the  meeting  scheduled  very  far  in  advance. 


This  is  a  letter  signed  by  Dr.  Frank  Starr,  the  Medi- 
cal Director  of  Pilot  Life  Insurance  Company  and  Mr. 
Richard  Jones. 
It's  addressed  jointly  to  Dr.  Paschal  and  myself: 
January  26,  1968: 

Yesterday  you  extended  an  invitation  to  us  to  at- 
tend a  meeting  tomorrow  evening  at  Pinehurst  of 
your  Title  XIX  Task  Force  and  Committee  on  Legis- 
lation to  discuss  and  explore  ways  in  which  Pilot 
Life  might  insure  or  administer  benefits  for  North 
Carolina  residents  under  Title  XIX,  when  it  is  im- 
plemented in  our  State.  Your  invitation  is  certainly 
appreciated  since  Pilot  is  very  definitely  interested 
in  this  matter,  but  the  close  time  of  your  meeting 
makes  it  impractical  for  either  of  us  to  appear  per- 
sonally. 

At  your  suggestion,  we  are  writing  this  com- 
munication as  a  memorandum  of  record  for  your 
meeting.  Please  reflect  that  we  have  been  and  are 
now  interested  in  discussing  and  working  with 
MSSNC  and  with  state  agencies  in  exploring  ways 
in  which  Pilot  can  be  of  service  in  implementing 
Title  XLX  for  North  Carolina  residents.  Our  ex- 
perience in  making  payments  to  the  physicians  in 
North  Carolina  under  Medicare  and  under  our  large 
volume  of  health  insurance  plans,  gives  us  a  unique 
ability  to  be  of  service  to  the  public,  the  physicians 
and  state  authorities  in  handling  payments  to  phy- 
sicians under  a  Title  XIX  program,  either  through 
a  risk-taking  insurance  mechanism  or  on  a  purely 
administrative  basis. 

Last  September,  Colonel  Craig  invited  us  to  meet 
with  him  and  three  of  his  staff  to  discuss  the  ways 
in  which  Pilot  might  assist  the  state  in  any  program 
for  making  payments  to  physicians  under  either 
Title  XIX  or  through  some  welfare  arrangement. 
We  indicated  to  Colonel  Craig  our  desire  to  be  of 
service  to  the  state  in  implementing  any  such  pro- 
grams. 

We  understand  from  you  that  your  meeting  to- 
morrow night  is  an  exploratory  one  in  which  no 
firm  conclusions  will  be  reached  and  that  you  plan 
other  conferences  in  the  near  future.  We  would  ap- 
preciate an  opportunity  to  meet  with  your  com- 
mittees to  discuss  Title  XIX  and  will  appreciate 
your  letting  us  know  in  advance  when  this  might 
be. 

You  mentioned  that  a  copy  of  the  plan's)  and 
possible  approaches  which  you  discuss  tomorrow 
night  would  be  sent  to  us,  and  this  will  be  ap- 
preciated. 

Sincerely,  (signed)  H.  Frank  Starr,  Jr.,  M.D. 
Richard  J.  Jones,  with  a  carbon  copy  to  Mr.  Wayne 
Corpening. 

Therefore,  we  had  a  discussion  last  night,  and  I 
believe,  Dr.  Paschal,  that  the  motion  that  was  made 
was  to  the  effect  that  this  would  be  presented  to  the 
Council  as  information  and  that  the  Task  Force  on 
Title  XIX,  your  committee,  would  be  authorized  to 
continue  all  possible  mechanisms  and  to  develop  this 
to  a  concrete  proposal  to  bring  back.  Is  that  correct? 
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DR.  PASCHAL:  Yes. 

Thank  you,  Dr.  Beddingfield. 

Yes,  Mr.  President,  the  only  action  taken  by  the 
group  last  night  was  to  the  effect  that  we  recommend 
to  the  Council  that  the  committee  be  authorized  to 
approach  Pilot  with  a  request  that  they  submit  in  writ- 
ing their  plan  and  procedure  for  participating  in  this 
program  as  the  fiscal  intermediary. 

That  motion  was  made  and  passed  at  that  meeting 
and  I  now  present  it  to  you  now,  the  recommendation 
that  the  Council  grant  us  the  authority  to  move  in  this 
direction,  to  proceed  and  request  this  information  from 
Pilot. 

PRESIDENT  ROSS:  Thank  you.  Dr.  Paschal. 

DR.  FRANK  R.  REYNOLDS  [Councilor,  3rd  District]: 

Mr.  President,  I  make  a  motion  that  this  be  accepted 
as  information. 

DR.  PASCHAL:  I  would  like  to  have  authority  to 
communicate  with  Pilot  and  request  this  information. 

PRESIDENT  ROSS:   Does  your  motion  cover  that? 

DR.  REYNOLDS:  I'll  add  it  in  the  motion.  I  thought 
his  committee  had  that  authority,  but  I'll  add  that, 
that  they  have  authority  to  continue  their  investiga- 
tion. 

PRESIDENT  ROSS:  I  thought  that  was  implicit  in 
the  motion.  Is  there  a  second? 

DR.   PAUL  M.   DEATON   [Councilor,   9th   District]: 

I'll  second  it  . 

DR.   WELTON:    Question! 

PRESIDENT  ROSS:  All  in  favor  say  "aye";  opposed 
"no". 

It's  so  ordered. 

DR.  PASCHAL:  Mr.  President,  one  final  thing,  I'm 
sure  this  program  will  demand  continued  surveillance, 
close  scrutiny  and  observation  and  your  Task  Force 
on  Title  XIX  will  try  to  do  that  and  have  a  subsequent 
report  for  you  as  things  develop. 

Thank  you,  sir. 

PRESIDENT  ROSS:    Thank  you,   Dr.   Paschal. 

Thank  you,  Dr.  Beddingfield. 

Next,  the  light  cyanotic  committee  of  Blue  Ribbon 
No.  1.  I  believe  Dr.  John  Rhodes  is  going  to  report  and 
this,  I  think,  should  be  attended  to  because  as  I  read 
the  thing,  I  wonder  whether  we  should  take  this  in 
broken  doses  as  it  has  been  given  to  us,  but  certainly 
we  must  to  some  extent  pass  this  on  to  Dr.  Lou  Shaf- 
fner's  committee  because  there  are  things  in  their 
recommendations  which  will  require  changes  in  the  by- 
laws. 

Thank  you,  Dr.  Rhodes,  for  giving  Dr.  Chapman's 
report. 

DR.  JOHN  S.  RHODES  [Associate  Editor,  North 
Carolina  Medical  Journal]:  Thank  you,  Mr.  President. 

Mr.  Chairman,  Members  of  the  Council: 

I  expect  the  committee  is  a  little  cyanotic  and  I 
believe  that  all  of  you  will  feel  the  burden  before  we're 
through. 

I  would  say  that  I'm  here  representing  Dr.  Jesse 
Chapman,  Chairman  of  the  committee  and  I  would 
think  it  also  fair  to  point  out  to  you,  in  view  of  the 


sudden  unexpected  circumstances,  I  was  unable  to  at- 
tend the  final  meeting  of  this  committee. 

I've  attempted  to  review  this  over  and  over  again 
and  have  communicated  with  Dr.  Chapman,  and 
through  the  good  offices  of  Bill  Hilliard  and  head- 
quarters, we're  able  to  get  copies  of  this  report  to  the 
hands  of  all  the  Council,  I  hope  in  time  for  you  to 
have  reviewed  it. 

I  believe  though,  since  I  represent  the  Chairman,  I 
should  read  the  report  rather  than  attempt  to  extem- 
poraneously give  it  to  you. 
PRESIDENT  ROSS:  Please! 
DR.  RHODES:  Thank  you,  Dr.  Ross. 

The  Blue  Ribbon  No.  1  Committee  of  the  Medical 
Society  of  the  State  of  North  Carolina  was  appointed 
by  President  Frank  W.  Jones  on  February  24,  1967 
to  "evaluate  the  functions  and  internal  relations  of 
the  Society". 

The  first  meeting  of  the  Committee  was  held  in 
April,  1967,  too  late  to  do  more  than  make  an  in- 
terim report  to  the  Society  at  the  1967  Annual  Meet- 
ing that  the  committee  had  been  formed  and  was 
functioning. 

At  that  first  meeting,  it  became  apparent  that 
the  work  of  the  Society  would  have  to  be  divided, 
for  study  purposes,  into  several  categories.  The 
committee  arbitrarily  selected  the  following  six 
areas  in  which  the  members  thought  further  in- 
vestigation might  be  fruitful: 

1.  The  Annual  Meeting  of  the  Society 

2.  Headquarters  Operations 

3.  Publications 

4.  Committee  structure  and  function 

5.  District  Medical  Societies 

6.  Constitution  and  By-Laws. 

After  some  discussion,  it  was  decided  to  make  the 
Annual  Meeting  our  first  point  of  study. 

Meetings  of  the  Committee  were  held  in  April  and 
in  September  of  1967  and  on  January  7,  1968.  From 
time  to  time,  President  Ross,  President-elect  Welton, 
Past  President  Frank  W.  Jones,  Executive  Director, 
James  T.  Barnes,  as  well  as  other  members  of  the 
Society  and  its  headquarters  staff  have  met  with 
us.  An  analysis  was  made  of  the  Annual  Meeting 
as  to: 

a.  location 

b.  date  and  time  of  meeting 

c.  House  of  Delegates 

d.  exhibits 

e.  specialty  organizations 

f.  program 
A.    Location: 

The  committee  feels  that  a  fixed  location  for  the 
Annual  Meeting  is  not  in  the  best  interests  of  the 
Society.  The  Annual  Meeting  should  be  held  in  a 
site  with  adequate  hotel  and  meeting  facilities,  in 
the  central  portion  of  the  state,  where  it  can  be 
easily  reached  by  automobile  or  by  plane.  Ade- 
quate facilities  for  the  meeting  are  more  important 
than  are  recreational  facilities. 

Our  previous  experience  with  out-of-state  meetings 
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in  the  past  would  seem  to  preclude  any  consideration 
of  such  in  the  future.  Within  the  state,  several  places 
were  considered:  Raleigh,  Greensboro,  Pinehurst, 
Charlotte,  Winston-Salem  and  Asheville.  A  study  of 
the  facilities  currently  available  in  these  cities  led 
us  to  believe  that  only  Pinehurst  and  Charlotte 
should  be  considered  at  the  present  time.  When 
other  communities  develop  facilities  which  are  suit- 
able for  the  meeting,  then  they  should  also  be 
considered. 

Recommendation  No.  1:  That  the  Annual  Meeting 
of  the  Society  be  held  alternately  in  Charlotte  and 
Pinehurst. 
Now,  I  don't  know,  Mr.  President,  do  you  want  me 
to  read  through  the  report,  or  do  you  want  to  take 
them   separately?   There   are   about   six   recommenda- 
tions. 

PRESIDENT  ROSS:  What's  the  feeling  of  the  Coun- 
cil? You  all  have  copies  of  this  document  I  take  it, 
do  you? 

Would  you  like  to  comment  on  the  different  cate- 
gories as  they  come  up  for  discussion? 

DR.  RHODES:  I  think  it  would  be  proper  to  take 
them  up  by  category  since  they  are  relatively  un- 
related, although  they  do  combine  into  a  total  pro- 
gram. 

There  are  two  major  changes  here.  One,  time  of 
meeting  and  duration  of  meeting,  but  perhaps  it  would 
be  better  if  we  took  them  up  separately,  I  think. 

DR.  KOONCE:  It  might  be  wise,  Mr.  Chairman,  after 
reading  that  if  we  just  cancelled  out  everything  we're 
doing  and  start  over  fresh. 

I  got  the  impression  from  this,  there  are  a  few 
things  in  here  I  don't  like,  what  we're  doing  in  our 
Annual  Meeting. 

DR.  SHAFFNER:  I'd  like  to  ask  a  question,  Mr. 
Chairman. 

In  these  recommendations— I  guess  it's  up  to  the 
Council  what  to  do  with  them,  but  what  do  we  want 
to  do  with  them?  Do  we  want  to  accept  them  or  do 
we  just  want  to  accept  this  as  a  committee  report, 
or  does  some  of  this  have  to  go  to  the  House  of  Dele- 
gates anyhow  without  making  any  decision? 

In  other  words,  do  we  need  any  action  on  these 
items  or  just  hear  the  report? 

PRESIDENT  ROSS:  I  think,  Dr.  Shaffner,  some  of 
the  things  in  here  must  go  to  your  committee.  There 
are  things  that  are  going  to  need  by-law  changes  and 
there  are  going  to  be  things  for  discussion. 

DR.  SHAFFNER:  But,  my  point  is  how  much  action 
can  we  take  on  this,  except  to  refer  it  on  to  the  House 
of  Delegates?  I  don't  know  what  you  want  to  do. 

In  other  words,  rather  than  spend  time  deciding 
whether  they're  good  or  bad— 

PRESIDENT  ROSS:  I'm  in  complete  sympathy  with 
that  approach. 

DR.   SHAFFNER:    Wouldn't   it   be  best   for  us  just 
to  accept  the  report? 
PRESIDENT  ROSS:   What's  your  reaction? 
DR.   KOONCE:    I   don't   think  there's   any   question 


about   it,   frankly:    location,    for   instance,    is    brought 
before  the  House  of  Delegates. 

PRESIDENT  ROSS:  That's  fixed  for  how  many 
years? 

DR.   KOONCE:    It   has   to   be   brought   through   the 
Nominating    Committee    to    the    House    of    Delegates. 
Everything  in  here  has  to  be  changed  by  the  House  of 
Delegates. 
DR.  JONES:  That  is  now  changed. 
DR.  KOONCE:  When? 

DR.  JONES:  Location  is  now  done  through  Arrange- 
ments Committee  subject  to  the  will  of  the  House. 

DR.  REYNOLDS:  How  many  years  are  we  bound 
to  Pinehurst?  Don't  you  have  to  make  it  several  years 
ahead? 

PRESIDENT  ROSS:  Schedule  is  important  because 
if  you  change  from  the  first  part  of  the  week  to  the 
second,  I  mean,  there  goes  a  different  ball  game! 

The  location  is  decided  by  the  House  of  Delegates  not 
the  Council,  isn't  that  correct? 

MR.  HILLIARD:  The  Committee  on  Arrangements 
makes  a  recommendation,  as  I  understand  it,  subject 
to  the  approval  of  the  Council. 

DR.  RHODES:  Suppose  I  give  this  as  a  total  report 
and  then  the  Council  can  act  on  it.  I  think  that  might 
simplify  it. 

Recommendation  No.  1:  That  the  Annual  Meeting 
of  the  Society  be  held  alternately  in  Charlotte  and 
Pinehurst. 
B.    DATE  AND  TIME  OF  MEETING: 

The  present  dates  for  the  Annual  Meeting  (in 
early  May)  are  probably  the  best  time  for  the  meet- 
ing. Monday  appears  to  be  a  terrible  day  for  a 
practicing  physician  to  be  away  from  his  office. 
Most  of  the  members  take  either  Wednesday  or 
Thursday  afternoon  "off",  and  they  generally  tend 
to  lighten  their  workload  toward  the  end  of  the 
week.  The  committee  felt  that  a  shorter  meeting 
consisting  of  only  two  days  with  a  streamlined 
program  might  appeal  to  more  members  than  the 
present  three  day  one.  A  weekend  meeting  would 
afford  Sunday  for  the  members  to  return  to  their 
homes  and  prepare  for  the  busy  week  ahead  of 
them. 

Recommendation  No.  2:  That  the  length  of  the 
Annual  Meeting  be  reduced  from  three  days  to  two, 
and  that  the  first  full  day  of  the  meeting  begin  on 
Friday. 
C.  HOUSE  OF  DELEGATES: 
The  present  method  of  submitting  resolutions  is 
a  good  one,  since  it  affords  the  component  county 
societies  an  opportunity  to  study  the  resolutions 
and  instruct  their  delegates.  For  any  emergency 
resolutions,  an  adequate  mechanism  is  already  avail- 
able to  get  them  presented. 

If  the  Annual  Meeting  is  changed  to  begin  on 
Friday,  the  House  of  Delegates  could  convene  the 
preceding  day  I  Thursday.  The  mechanics  currently 
employed  of  (a)  presenting  a  resolution  before  the 
House  o  fDelegates  has  often  been  awkward  and 
Reference   Committe,   and    (c)    returning   it   to   the 


138 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


House  of  Delegates  has  often  been  awkaward  and 
usually  been  pressed  for  adequate  time.  In  addition, 
the  Reference  Committees  have  not  had  ready  ac- 
cess to  information  which  had  been  presented  to 
the  Executive  Council  the  day  before. 
Recommendation  No.  3: 

1.  That  the  first  meeting  of  the  House  of  Dele- 
gates be  scheduled  for  nine  a.m.  on  the  Thursday 
before  the  Annual  Meeting  i  if  changed  to  Friday  I, 
that  Thursday  afternoon  be  reserved  for  meetings 
of  the  Reference  Committees,  and  that  the  second 
meeting  of  the  Houes  of  Delegates  be  scheduled  for 
Thursday  night. 

2.  That  Reference  Committees,  adequate  in  num- 
ber to  consider  and  to  act  expeditiously  on  matters 
referred  to  them,  be  appointed  by  the  Speaker  of  the 
House  well  in  advance  of  the  meeting  of  the  House 
of  Delegates. 

3.  That  the  Chairman  of  each  Reference  Com- 
mittee be  invited  to  attend  the  meetings  of  the 
Executive  Council. 

4.  That  every  effort  be  made  <by  increasing 
clerical  help  if  necessary)  to  get  abstracts  of  the 
Executive  Council  meeting  to  the  Chairmen  of  the 
Reference  Committees  before  noon  on  Thursday. 

The  possible  value  of  a  fall  meeting  of  the  House 
of  Delegates  was  also  discussed,  but  it  was  decided 
to  make  no  recommendation  in  this  regard  since: 
(1)  a  routine  meeting  of  the  delegates  in  the  fall 
would  probably  be  poorly  attended:  (2)  the  Execu- 
tive Council  is  charged  with  the  conduct  of  the  af- 
fairs of  the  Society  between  Annual  Meetings;  and 
(3)  the  Council  may  call  a  meeting  of  the  House 
of  Delegates  if  this  should  be  deemed  necessary. 

D.    EXHIBITS: 

For  obvious  economic  reasons,  it  appears  ad- 
visable to  continue  having  the  commercial  exhibits. 

In  considering  the  scientific  exhibits,  it  was  felt 
that  many  of  them  have  been  of  poor  quality  in 
recent  years,  that  there  has  been  little  or  no  in- 
terest on  the  part  of  much  of  the  membership  in 
viewing  these  exhibits,  and  that  the  scientific  ex- 
hibits have  often  been  placed  in  locations  which 
were  undesirable  or  inaccessible  for  worthwhile 
display.  We  do  not  believe  that  scientific  ex- 
hibits should  be  sought  for  future  meetings  simply 
to  increase  the  number  of  exhibitors,  but  rather  feel 
that  poor  or  mediocre  exhibits  should  be  discouraged 
while  excellent  ones  should  be  sought  by  whatever 
means  are  available.  A  prospective  exhibitor  should 
be  informed  of  the  general  lack  of  interest  and 
poor  attendance  at  the  scientific  exhibits  so  he 
will  understand  the  situation  and  not  be  disappointed. 
To  attract  more  viewers  to  the  scientific  exhibits, 
some  consideration  might  be  given  to  <a)  including 
the  scientific  exhibits  on  the  punch  cards  or  <b)  inter- 
spersing the  scientific  exhibits  among  the  commer- 
cial ones. 

Recommendation  No.  4:  That  the  Committee  on 
Scientific  Exhibits  be  charged:  (a)  to  select  the 
very  best  scientific  exhibits  possible,   <b)  to  make 


exhibitors  aware  of  current  facts  concerning  at- 
tendance and  interest  at  the  scientific  exhibits  and 
(c)  to  give  those  exhibits  thought  to  be  most  worth- 
while prime  display  space,  and  that  consideration 
should  be  given  to  a  better  display  of  all  scientific 
exhibits  by  whatever  mechanisms  the  committee 
feels  are   appropriate. 

E.    SPECIALTY  ORGANIZATIONS: 

For  the  welfare  of  the  state  specialty  organizations 
as  well  as  that  of  the  Society,  it  appears  to  be  im- 
perative that  the  specialty  societies  become  more 
actively  involved  in  the  work  of  the  Society.  A  great 
deal  could  be  accomplished  if  the  specialty  organiza- 
tions would  consider  the  specialty  section  programs 
of  the  Annual  Meeting  as  important  programs  of 
their  own  societies.  In  several  instances,  one 
specialty  (such  as  Surgery)  may  have  several  dif- 
ferent organizations  within  the  state.  Where  such 
a  condition  exists,  that  organization  which  is  most 
representative  of  that  specialty  should  be  asked  to 
participate  officially  in  this  program  with  the  So- 
ciety;  and  the  others  urged  to  do  so  unofficially. 

Recommendation  No.  5: 

1.  That  the  President  or  President-elect  of  that 
specialty  organization  which  is  most  representative 
of  that  specialty  within  the  state  shall  serve  as  the 
head  of  that  specialty  section  of  the  State  Society 
'where  such  a  section  exists). 

2.  That  representatives  shall  be  designated  by 
each  such  specialty  organization  to  serve  as  con- 
sultants to  the  program  committee  for  the  plenary 
general  sessions. 

3.  That  each  such  specialty  organization  shall 
be  permitted  to  elect  a  representative  who  shall 
be  a  voting  member  of  the  House  of  Delegates. 

4.  That  the  entire  first  day  of  the  Annual  Meeting 
shall  be  devoted  to  meetings  of  the  representative 
specialty  organizations. 

[This  is  going  to  take  a  lot  of  missionary  work  if 
this  is  adopted.] 

5.  That,  in  view  of  the  lack  of  funds  from  the 
State  Society,  the  entire  responsibility  for  plan- 
ning, organization  and  financing  of  these  first  day 
programs  shall  be  assumed  by  the  specialty  organi- 
zations. They  may  wish  to  set  aside  part  of  that 
day  for  a  business  meeting  of  their  own  membership 
or  of  their  Board  of  Directors. 

F".    PROGRAM  OF  THE  ANNUAL  MEETING: 
If  we  agree  that  a  two  day  meeting  beginning 
Friday  should  be  tried,  then  the  committee  makes 
the  following  suggestions  to  present  what  we  be- 
lieve to  be  a  more  attractive  format: 

1.  The  first  day  (Friday)  should  be  devoted  to 
specialty  meetings  as  mentioned  previously. 

2.  The  second  day  I  Saturday)  should  be  devoted 
to  plenary  sessions. 

3.  The  financing  of  these  plenary  sessions  should 
be  the  responsibility  of  the  State  Society. 

4.  The  programs  for  the  second  day  are  the 
responsibility    of    the    program    committee    of    the 
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Stale    Society,    with    consultants    representing    the 
specialty  societies. 

5.  Consideration  should  be  given  to  making  the 
morning  meal  on  Saturday  (or  perhaps  on  both 
days)  a  buffet  or  Smorgasbord-type  breakfast,  in 
an  effort  to  streamline  the  serving  of  breakfast  and 
to  get  the  members  to  the  opening  of  the  meeting 
on  time.  It  has  been  suggested  that  some  commer- 
cial organization  might  even  be  interested  in  spon- 
soring this  meal  for  its  advertising  value. 

6.  The  first  "spot"  on  the  program  should  have 
some  sort  of  "gimmick"  to  make  the  members  want 
to  get  down  to  the  meeting  on  time.  It  would  be 
difficult  to  find  a  movie  with  sufficient  general 
appeal  to  persuade  the  members  to  crowd  in  to  see 
it.  It  was  suggested  that  (a)  a  tricky  title  (b)  a 
good  topic  or  (c)  an  outstanding  speaker  or  im- 
portant public  figure  would  be  helpful.  For  the 
plenary  sessions,  it  would  almost  have  to  be  a 
topic  of  socio-economic  nature  to  attract  a  large 
audience. 

7.  Probably  the  entire  morning  plenary  session 
should   be   devoted   to   socio-economic   matters: 

<a)  The  message  of  the  President-elect  should 
come  in  mid-morning, 

(b)  The  report  of  the  State  Board  of  Health,  with 
its  current  involvement  in  matters  of  government 
and  medicine,  should  be  presented  at  this  session. 

8.  The  Saturday  afternoon  meeting  should  be  the 
Annual  Business  session. 

9.  The  banquet  and  dance  should  come  Saturday 
night. 

10.  No  other  meetings  should  be  scheduled  during 
any  scientific  or  plenary  session. 

11.  Persons  responsible  for  the  program  should  be 
free  to  invite  any  speaker  they  wish.  Any  tradition, 
concerning  a  limitation  of  the  number  of  out-of-state 
speakers,  should  be  abandoned. 

12.  Program  participants  should  be  invited  (not 
required)  to  submit  their  papers  to  the  Journal 
for  publication.  Conversely,  the  Journal  should  not 
be  required  to  publish  them. 

13.  Unless  so  specified  by  the  donor  of  an  award, 
the  awards  should  not  be  withheld  because  of  a 
general  lack  of  quality  of  the  papers  presented. 

14.  Whenever  and  wherever  available,  new  tech- 
niques (such  as  closed  circuit  TV)  should  be  utilized 
to  vary  the  program  or  to  make  it  more  attractive. 

15.  The  President's  Message  should  be  part  of 
the  program  of  the  first  meeting  of  the  House  of 
Delegates. 

16.  The  Annual  Meeting  should  be  reviewed  again 
at  some  suitable  interval  (three  or  four  years) 
after  these  changes  have  been  instituted  to  eval- 
uate what  has  been  accomplished. 

Respectfully  submitted,  Jesse  P.  Chapman,  Jr., 
M.D.,    Chairman,    Blue   Ribbon   Committee   No.    1. 

Members  of  the  Committee: 

John  P.  Harloe,  M.D.,  Jack  Hughes,  M.D.,  James 
G.  Jones,  M.D.,  John  S.  Rhodes,  M.D.,  Thomas  G. 


Thurston,    M.D.,    Jesse    P.    Chapman,    Jr.,    M.D., 
Chairman. 

PRESIDENT  ROSS:  Thank  you,  Dr.  Rhodes,  for 
that  prestidigious  effort  on  the  part  of  your  com- 
mittee. 

I  am  not  certain  of  the  best  mechanism  at  this 
point.  I  say  there  are  certain  things  that  have  got 
to  be  recognized. 

The    Public   Health    business   for   instance    is   one— 

DR.  GLASSON:  Mr.  President,  could  we  ask  some 
questions  of  Dr.  Rhodes  at  this  point? 

PRESIDENT  ROSS:  Yes,  surely! 

I  would  definitely  think  that  was  in  order  before 
we  have  a  motion. 

DR.  GLASSON:  There  are  two  things  that  occur  to 
me. 

One,  it  wasn't  made  clear  when  the  meeting  of  the 
Executive  Council  would  be  under  this  program. 
Would  it  be  on  the  entire  Wednesday? 

DR.  RHODES:  That  would  be  at  the  call  of  the 
President.  I  believe  that  would  be  his  responsibility 
to  determine  the  time. 

DR.  GLASSON:  In  terms  of  getting  the  report  of 
Executive  Council  to  the  House  of  Relegates  to  the 
Reference  Committees,  I'd  like  an  opinion  from  those 
knowledgeable  people  here  as  to  whether  this  could  be 
accomplished  or  not. 

PRESIDENT  ROSS:  The  thing  that  concerns  me  is 
the  business  of  the  mechanics  of  getting  all  the  re- 
ports together,  typewritten  and  in  the  hands  of 
people  and  I  don't  see  how  it  can  be  done  in  one 
day. 

Do  you,  you're  more  familiar  with  it  than  I  am? 

DR.  KOONCE:  I  don't  think  that  is  any  hold-up 
because  you  see,  we  are  meeting  now  on  a  Sunday— 
I  mean  on  Saturday  before  the  House  of  Delegates 
meeting  on  Sunday  we're  getting  the  report  out 
the  next  day. 

PRESIDENT  ROSS:  But  the  House  of  Delegates 
and   the   Reference   Committees? 

DR.  KOONCE:  Well,  I'm  diametrically  opposed  to 
this  report  because  I  made  some  remarks  that  were 
not  intended  to  be  facetious,  but  to  me,  I  think, 
according  to  this  report,  it  ought  to  be  redone  and 
start  over  again  because  they  obviously  don't  approve 
of  anything  we're  doing! 

I  don't  think  that  is  important,  I  mean  getting 
the  reports  because  we're  doing  that  now.  We're 
having  a  meeting  of  Executive  Council  on  Saturday, 
the  House  of  Delegates  on  Sunday  and  the  reports 
are  all  available  to  the  House  of  Delegates  then. 

Now,  the  question  of  having  a  meeting,  on  this  one 
item,  having  a  meeting  of  the  House  of  Delegates  on 
Thursday  and  covering  everything  in  one  day  in  my 
opinion    is   physically   impossible. 

PRESIDENT  ROSS:   That's  what  I'm  talking  about. 

DR.  KOONCE:  You  could  have  your  reports  avail- 
able for  the  House  of  Delegates  by  that  time,  but  you 
couldn't  possibly  have  a  meeting  of  your  Reference 
Committees  on  Thursday  afternoon  because  you 
wouldn't   get   to  them   in   the   first   place   and   if  you 


a 


140 


SUPPLEMENT  TO  THE  N.  C.   MEDICAL  JOURNAL 


had  them  and  then  get  the  reports  that  night,  they 
couldn't  possibly  be  done. 

And,  let's  put  it  this  way,  it  may  be  a  little  selfish 
attitude  on  my  part,  but  they're  trying  to  cut  the  time 
that  men  would  have  to  attend.  Those  of  us  who  have 
to  attend  and  do  the  work  over  a  period  of  time  would 
have  a  complete  week  really  because  we'd  have  to 
be  here  Tuesday  night  to  be  ready  to  meet  at  nine 
o'clock  on  Wednesday  morning  and  we  would  get 
through  on  Sunday  and  this  so-called  "small  select 
group"  that  we've  been  accused  of  being  would 
spend  a  whole  week,  instead  of  the  two  days  that 
they're   trying   to   implement. 

Another  thing,  I  don't  think  it's  fair  to  have  a 
meeting  of  the  House  of  Delegates  on  Thursday  and 
complete  all  of  the  business  that  one  day  because 
there  are  many  members  of  the  Medical  Society  who 
are  not  necessarily  delegates,  who  would  like  to  hear 
some  of  us  and  who  would  like  to  consider  so  they 
would  like  the  chance  of  having  something  to  say- 
before  the  final  deliberations  are  made  on  another 
day,  which  you  cannot  do  under  this. 

This  is  streamlining  something  which  should  not 
be  too  streamlined. 

DR.  RHODES:  I  would  disagree  with  Donald  to 
this  extent,  I  do  not  believe  that  this  actually  extends 
the  time  that  the  Executive  Council  would  be  in- 
volved in  a  meeting. 

At  the  present  time,  we  go  from  Saturday  to  Thurs- 
day, or  through  Wednesday  and  this  would  not  extend 
that  time. 

DR.  KOONCE:  Not  the  actual  time,  John.  I'm 
talking  about  the  actual  working  time. 

We  come  on  Friday  night  and  Saturday  is  usually 
half  a  day  for  everybody  and  we  work  all  day  Satur- 
day and  all  day  Sunday.  This  way,  we'd  be  working 
the  whole  week. 

We'd  lose  more  time  in  working  time. 

DR.   WELTON:    I   can't  follow  that! 

DR.  SHAFFNER:  Could  I  ask  a  question  of  Dr. 
Rhodes? 

PRESIDENT  ROSS:  Yes,  excuse  me.  Dr.  Shaffner's 
got  a  question. 

DR.  SHAFFNER:  Dr.  Jones,  when  you  appointed 
this  committee,  was  it  in  response  to  some  request  of 
the  House  of  Delegates? 

DR.  JONES:   This  committee—? 

DR.  SHAFFNER:  Yes,  this  committee  that  you  ap- 
pointed, Dr.  Jones,  wasn't  it  at  the  request  of  the 
House  of  Delegates  that  the  whole  function  of  the 
Society  be  re-evaluated?  Was  this  committee  part  of 
that? 

DR.  JONES:  Basically,  you're  correct,  sir. 

DR.  SHAFFNER:  Then  shouldn't  this  report,  per- 
haps in  summary  or  something  in  essence,  go  to  the 
House  of  Delegates  that  this  is  what  the  committee 
has  done  so  far? 

SECRETARY  STYRON:  May  I  answer  that  question? 

DR.  JONES:  Go  ahead,  but  I'd  also  like  to  speak  to 
it. 

SECRETARY    STYRON:    This    Blue    Ribbon    Com- 


mittee No.  1  was  the  result  of  a  meeting  that  was 
held  by  the  Durham-Orange  County  Medical  Society, 
at  which  time  it  was  suggested  that  a  committee  be 
formed  to  examine  in  depth  the  functions  of  the  So- 
ciety in  all  areas,  including  the  Annual  Meeting  be- 
cause of  the  many  criticisms  that  were  made  about 
the  general  activity  of  the  Society. 

This  was  then  presented  to  the  House  of  Delegates 
and  as  I  remember  the  House  of  Delegates  considered 
this  matter  and  voted  that  the  President  be  directed 
to  appoint  a  committee  for  such  investigation  and 
this  committee,  the  Blue  Ribbon  No.  1,  is  a  result 
of  this. 

Following  the  appointment  of  Blue  Ribbon  No.  1, 
Dr.  Jones,  I  think,  very  wisely  appointed  a  commit- 
tee called  Blue  Ribbon  No.  2  of,  I  think,  more  knowl- 
edgeable people  to  also  investigate  and  continuously 
examine   the   operations   of  this   Society. 

That,    basically,    is    the    situation    is    it    not,    Dr. 
Jones? 
You're  correct,  Dr.  Styron. 

Dr.  Rhodes  and  with  the  permission  of  the  President, 
there  is  a  thing  that  disturbs  me  just  a  little  bit  in 
discussing  what  I  refer  to  you  now. 

You're  looking  for  ways  to  invigorate  our  Society. 
We're  looking  for  ways  to  improve  it,  to  streamline  it 
and  make  it  applicable  to  our  present  manner  of  liv- 
ing and  I  think  we  should  not  consider  this  thing 
such   as   we   have   done,    as   sacrosanct. 

I  think  if  there's  something  that  doesn't  work  well, 
okay,  we  may  try  a  bad  solution  to  it. 

I  do  not  think,  however,  we  should  look  at  this 
and  in  a  blanket  way  say  this  is  not  a  good  report. 
I   think   it's   an   excellent   report. 

I  think  that  we  may  differ  a  little  bit  with  some 
of  the  mechanics,  but  some  of  these  gentlemen  on 
the  committee  have  not  been  involved  in  the  me- 
chanics. 

Now,  when  someone  says  you  have  to  get  the 
actions  of  the  Council  out  by  the  time  the  Council 
finishes  for  the  House  and  then  get  the  actions  of 
the  House  out  in  time  for  the  Reference  Commit- 
tees and  do  this  between  seven  o'clock  one  evening 
and  eight  o'clock  one  morning,  this  is  a  difficult  job. 

Those  of  you  at  the  AMA  realize  it.  They  have 
a  night  group  that  works  all  night  long  on  this  stuff. 
They  have  a  great  big  gang  of  secretaries. 

Now,  you  must  also  realize  that  last  year  was  a 
beginning  of  an  attempt  to  get  this  data  to  the 
House.  We  had  two  secretaries  doing  this  and  even 
then,  it  was  in  poor  format.  There  were  many  typo- 
graphical errors,  but  it  did  streamline  last  year 
the  disposition  of  Donald's  comments  to  his  Refer- 
ence Committees. 

It  can  possibly  be  a  little  better  streamlined,  but 
we're  going  to  have  to  count  on  some  more  help  to 
get  this  done,  working  at  night  if  we're  going  to  im- 
plement this  mechanism,  but  I  see  nothing  wrong— 
and  certainly  taking  these  things  under  advisement. 
I  don't  think  we  should  say,  "Well,  this  is  just  a  re- 
port and  let's  turn  it  back!" 
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This  is  the  body  here  that  makes  certain  decisions 
for  the  House  and  they  can  certainly  pass  onto  the 
House  their  opinions  and  the  House  can  then  act  on 
their  opinions  and  I  think  that  it's  the  duty  of  this 
Council  to  not  only  receive  the  report,  but  to  make 
some  comment  on  the  report  so  that  the  House  will 
then  know  what  the  people  they  have  elected  to  be 
their  managers  feel  about  this  situation;  rather  than 
throwing  it  out  without  others  in  the  state  having  a 
look  at  it,  I  commend  this  committee  for  what  they've 
done. 

There  are  a  few  things  in  here  that  I  don't  agree 
with,  but  this  is  why  the  committee  was  appointed— 
the  one  purpose,  including  Dr.  Rhodes! 

PRESIDENT  ROSS:  I  think  that's  true  of  all  of 
us,  Dr.  Jones.  You've  expressed  it  well. 

They  have  put  out  an  enormous  amount  of  effort 
and  there  are  one  or  two  items  I  think  that  could  be 
clarified   immediately. 

One  thing,  Bob,  it  says  the  papers  shall  be  the 
property  of  the  Society  and  I  don't  know  of  any  time 
when  the  Journal  is  not  allowed  to  publish  a  paper 
in  the  Journal. 

DR.  ROBERT  W.  PRICHARD  [Editor,  North  Caro- 
lina Medical  Journal]:  That's  right.  There's  really 
no  attention  paid  to  the  present  rule. 

MR.  HILLIARD:  Maybe  Dr.  Koomen  can  state  it 
accurately,  but  the  State  Statute  says  the  conjoint 
meeting  shall  be  at  the  third  session  of  the  Annual 
Meeting  of  the  Medical  Society. 

DR.  RHODES:  We  discussed  this  at  some  length 
and  we  certainly  were  not  in  any  way  attempting  to 
dismiss  this  conjoint  meeting. 

I  have  attended  it  for  twenty  years  or  more  and 
in  Dr.  Koomen's  relatively  short  experience,  he  will 
admit  that  it  is  a  very  poorly  attended  meeting  and 
we  would  like  to  "beef"  it  up  in  some  way. 

We  think  it's  important,  because  the  activities  are 
of  the  child  of  this  organization,  really,  the  State 
Board  of  Health  is  and  we  certainly  don't  want  to 
diminsh  its  nurture  for  we  need  more  data  and 
communication  with  the  State  Board  of  Health.  I'm 
sure  we  must  have  that. 

We  would  like  to  improve  it  in  some  way. 

PRESIDENT  ROSS:  I'm  sure  a  great  deal  of  this 
can  be  reconciled.  I  don't  think  there's  any  doubt 
about  it.  I  think  some  of  the  physical  things  would 
be  terribly  difficult  unless  we  had  more  personnel. 

I  also  think  Dr.  Shaffner's  committee  could  save 
time  if  they  could  point  out  where  any  by-law  changes 
are  necessary  and  if  they  were  necessary,  in  many 
instances,  at  the  first  meeting,  so  I  certainly  think  we 
should  accept  your  report  and  then  commend  you  for 
your  effort. 

But,  I  think  we  have  to  reconcile  it. 

DR.  GLASSON:  Mr.  President,  I  have  another  ques- 
tion, Dr.  Ross  and  that  is,  what  was  the  thinking  of 
the  committee  if  you  know  this,  Dr.  Rhodes,  as  to 
the  reason  for  recommending  the  election  of  repre- 
sentatives of  the  specialty  groups  to  the  House  of 
Delegates? 


PRESIDENT   ROSS:    The   AMA   does   that. 

DR.  RHODES:  That  may  have  had  some  bearing 
on  it,  but  I  think  if  we  try  to  tie  these — as  I  say,  this 
is  going  to  require  a  lot  of  missionary  work  to  do  it, 
but  the  feeling  of  the  committee  in  discussing  this  has 
been  that  we're  so  fragmented  now  by  specialty  groups 
that  we  would  like  to  see  if  we  couldn't  in  some  way 
tie  them  in  to  the  activities  of  the  State  Society, 
giving  them  certain  autonomy,  as  far  as  the  programs 
are  concerned. 

And,  in  doing  that,  we  felt  it  important  that  we 
give  them  some  sort  of  representation  in  the  House 
of  Delegates. 

That  was  the  thinking  and  the  AMA  does  it. 

DR.  GLASSON:  The  mechanism  or  necessity  for  it 
was  just  not  clear  to  me. 

DR.  RHODES:  It  was  part  of  the  missionary  spirit 
to  tie  them  in. 

DR.  GLASSON:  In  other  words,  two  hats  for  one 
man  or  two  men! 

PRESIDENT  ROSS:   Is  that  bad,  John? 

DR.  GLASSON:  Well,  I  don't  know!  I  don't  say  it's 
bad;  I'm  just  trying  to  explore  the  reason  for  it. 

PRESIDENT  ROSS:  I  think  that  you  know  in  the 
House  of  Delegates,  a  specialty  group  by  definition 
has  had  representation  not  by   accident. 

DR.  RHODES:  That's  in  the  AMA  House  of  Dele- 
gates. 

PRESIDENT   ROSS:    Yes. 

DR.  RHODES:  They  may  have  special  concerns 
that  might  not  be  probably  mediated  through  the 
representative  from  the  county  society.  That  was  part 
of  the  thinking  behind  this. 

SECRETARY  STYRON:  Mr.  Chairman.  I  take  it 
that  these  various  items  are  appropriately  discussed 
at  this  time. 

I  should  therefore  like  to  mention  a  problem  of  loca- 
tion without  reference  to  date  and  time  of  meeting. 

One  of  our  greatest  problems,  prior  to  our  return 
to  Pinehurst,  was  the  location  of  the  meeting  and 
this  was  heard  in  all  areas  of  North  Carolina,  "When 
can  we  get  back  to  Pinehurst?"  This  is  what  every- 
body talked  about. 

Immediately  that  we  did,  we  were  criticized  for 
not  having  sufficient  room. 

Nevertheless  historically,  our  meetings  have  been 
better  when  held  in  this  area  than  in  any  other  area 
that  lends  itself  as  to  our  Annual  Meeting,  as  far  as 
physical  facilities  are  concerned. 

Now,  the  Charlotte  people  worked  very  hard  and 
did  as  well  as  could  be  done  with  the  facilities  that 
they  had  to  offer,  but  the  various  members  who  at- 
tended that  meeting  were  in  many  areas  of  the  city, 
transportation  was  difficult,  running  back  and  forth 
was  difficult  and  in  spite  of  what  one  may  say  about 
facilities  for  recreation,  this  remains  a  very  important 
reason  why  people  arrive  at  the  Annual  Meeting. 

They  take  part  in  the  Annual  Meeting  by  yirute  of 
the  fact  that  they  come  for  recreation  and  a  break 
in  their  work. 

This  is  true  of  many  members  of  our  Society. 
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I  would  strongly  object  to  having  a  rule  whereby 
we  alternated  at  the  present  time  between  Charlotte 
and  Pinehurst. 

It's  a  fact  that  we  don't  have  sufficient  space  for 
those  individuals  who  wish  to  come  to  the  meeting 
in  The  Carolina  Hotel,  but  the  fact  is  that  those 
individuals  who  want  to  come  to  an  Annual  Meeting 
and  who  count  on  coming  and  who  send  their  reserva- 
tions in  early,  can  stay  at  The  Carolina  and  often 
the  greatest  criticisms  come  from  those  members  who 
send  their  reservations  in  a  week  before  they  decide 
to  come  down  and  can't  get  reservations  not  only 
here,  but  in  nearby  areas. 

It's  very  important  for  the  working  members  of  the 
Society  that  its  activities  be  held  under  one  roof  and 
this  lends  itself  better  than  any  other  place  in  North 
Carolina,  at  the  present  time  and  in  the  foreseeable 
future  to  accomplish  this. 

This  expedites  the  activity  of  the  Society  a  very 
great  deal.  Furthermore,  those  individuals  who  are 
not  greatly  active  in  the  workings  of  the  Society, 
profit  by  being  able  to  come  to  one  area  and  find 
the  man  they  want  to  talk  to. 

So,  as  far  as  item  one  is  concerned,  we  have  space 
through  1970. 

This  is  decided  by  the  Executive  Council  and  pre- 
sented by  the  Committee  on  Arrangements  and  at 
least  item  number  one,  for  the  time  being,  should 
not  be  changed,  but  I  can  assure  you  that  the  Com- 
mittee on  Arrangements  and  this  committee  will 
from  time  to  time  discuss  a  place  for  a  meeting. 

I  simply  don't  think  we're  ready  to  act  on  this 
point  with  due  respect  to  the  very  good  work  and  the 
wonderful  cooperation  we  got  from  the  group  in 
Charlotte,  Asheville  and  other  areas,   etcetera. 

They're  disappointed,  of  course,  in  Asheville.  Not 
many  people  come  because  it's  a  long  way  for  many 
of  the  members. 

I  think  we're  doing  well  as  far  as  an  area  of  loca- 
tion is  concerned  at  the  present  time  and  I  think  The 
Carolina  Hotel  and  other  Pinehurst  facilities  have 
demonstrated  their  interest  in  improving  their  facilities 
in  which  we  meet. 

DR.  RHODES:  I  was  probably  one  of  those  who 
wanted  to  get  back  to  Pinehurst  as  badly  as  anyone 
else.  We  raised  this  point  last  year. 

PRESIDENT  ROSS:  On  your  committee,  you  had 
representatives  from  different  specialty  groups.  What 
was   their   reaction   towards   the    specialty    groups? 

DR.  RHODES:  I  think  the  committee  was  in  general 
agreement  that  we  needed  in  some  way  to  have 
special  rapport  with  the  specialty  groups.  This  was 
simply  a  thing  that  we  arrived  at  as  a  possible  solu- 
tion in  that  direction. 

I'm  sure  there  are  many  details  that  have  to  be 
worked  out.  I  mean,  this  is  not  a  finished  product 
by  any  means. 

PRESIDENT  ROSS:  Now,  as  far  as  exhibits,  cer- 
tainly we're  all  in  agreement  that  the  scientific  ex- 
hibitors haven't  had  a  square  deal  and  I  think  inter- 
spersing   them    with    the    commercial    exhibits    could 


well  prove  a  problem,  but  again  I  think  the  Com- 
mittee on  Exhibits  might  be  able  to  give  some  in- 
formation. 

What  I'm  trying  to  do  is  take  a  very  excellent  re- 
port which  represents  many  man  hours  of  effort  and 
try  to  see  if  we  can  break  it  down  into  components.  It 
would  help  when  we  do  present  this  to  the  House  of 
Delegates. 

DR.   RHODES:    Any  further  questions? 

DR.  SHAFFNER:  Mr.  President,  may  I  say  one 
other  thing? 

PRESIDENT  ROSS:   Yes,  Dr.   Shaffner! 

DR.  SHAFFNER:  I  think  this  is  a  good  report  and 
I  don't  think  we  should  say  anything  to  accept  it  or 
reject  it,  in  part  or  in  whole,  at  the  moment. 

I  think  we  should,  in  some  way,  give  guidance  back 
to  this  committee  as  far  as  practical  aspects,  at  least 
as  this  Council  sees  it— the  things  that  would  be  dif- 
ficult to  iron  out  and  also  get  an  expression  from  the 
entire  membership  as  to  how  they  feel  about  these 
recommendations  of  the  committee,  which  is  small 
and  may  represent  a  whole  lot  of  opinions  from 
about  the  state  but  I  don't  know  how  much  repre- 
sents the  concern  of  membership. 

And,  try  to  figure  out  some  way  we  can  keep 
these  recommendations  active  and  modify  them  and 
think  them  through,  rather  than  try  to  make  a  defi- 
nite decision  whether  to  accept  them  or  reject  them 
at  the  moment. 

That  the  committee  reconsider  these  based  on  the 
comments  that  have  been  made  and  get  other  com- 
ments to  them. 

In  other  words,  I'd  like  to  see  the  whole  thing  car- 
ried further,  bearing  in  mind  the  objections  that  have 
been  raised  so  far. 

PRESIDENT  ROSS:  So  would  I  but  I  don't  want 
to  in  the  process  lose  sight  of  the  fact  of  the  apprecia- 
tion of  the  effort  that's  being  made. 

I  mean,  one  thing  has  been  cleared  up  here  with 
Dr.  Prichard,  the  Editor  of  the  Journal.  That's  an 
item  that  is  now  clear  and  there  are  possibly  others 
which  could  be  clarified. 

DR.  SHAFFNER:  In  other  words,  how  can  the 
various  people  who  know  the  things  that  are  going 
to  be  hard  to  work  out — how  could  those  people 
here  get  that  to  the  committee  so  they  can  recon- 
sider? 

How  can  we  get  it  to  the  membership  of  the  So- 
ciety?  Would  this  thing  be  published? 

Maybe  some  of  the  things  in  here  should  be  pub- 
lished in  the  Journal  for  information  and  see  what 
reaction  you  get  or  see  what  the  House  of  Delegates 
gets? 

PRESIDENT  ROSS:   Dr.  Jones! 

DR.  JONES:  With  your  permission,  Dr.  Ross,  I 
will  now  speak  as  a  member  of  the  Council.  I  be- 
lieve I  still  have  a  little  tenure  left. 

My  good  friend,  Bob  Prichard,  has  often  said  to 
me  that  he  would  like  to  stimulate  something  in  the 
Journal  that  would  be  of  reader  interest,  not  that  all 
of  it  isn't,  but  something  that  might  be  more  so. 
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Possibly  following  up  Louis  Shaffner's  comments, 
why  couldnt'  we  publish  this  report,  with  a  little  edi- 
torial correction  with  the  committee's  permission  and 
then  subhead  it  just  like  they  have  it? 

Then  let  the  Executive  Committee  of  this  Council 
delegate  certain  members  of  this  Council  who  have 
had  experience  in  this  matter  to  comment  on  it  as 
a  part  of  it  and  then  invite  comments,  letters  to  the 
editor— this  is  the  thing  we're  trying  to  do— get  in- 
terest built  into  this  Society  and  without  audience 
participation,  we're  going  to  lose  it. 

This  is  why  this  idea  of  specialty  societies  gets 
home  to  me.  I  think  it's  good.  I  think  if  we  don't 
we're  fragmenting  anyhow. 

We  should  have  one,  great  big,  loud  voice  to  speak 
for  medicine  in  North  Carolina.  As  it  is.  we  have 
one  voice  and  about  twenty  satellite  voices  and  this 
is  one  way  to  bring  them  back  in  the  fold. 

I  think  this  is  maybe  one  way  we  could  do  it. 

PRESIDENT  ROSS:  Dr.  Prichard.  when  would 
be  the  earliest  time  this  could  be  done? 

DR.  PRICHARD:  I  think  we  could  get  it  in  the 
March  issue. 

DR.  RHODES:  It  sounds  acceptable.  I  believe  that 
the  committee  would  accept  such  a  procedure.  I'm 
sure  that  we  do  not  feel  that  this  is  a  final  judg- 
ment but  is  merely  presented  for  the  consideration 
of  this  group,  to  take  any  action  they  wish  about 
it. 

PRESIDENT  ROSS:  I  do  feel  it's  important  to  sup- 
port and  this  is  one  endeavor  and,  for  instance,  most 
of  the  specialty  societies  will  be  meeting  this  spring 
and  I  think  then  they  could  be  sounded  out  about 
their  reaction  as  a  body  to  this  proposition. 

DR.  CHARLES  L.  STUCKEY  [Councilor,  7th  Dis- 
trict] : 

May  I  make  a  comment? 

PRESIDENT  ROSS:   Yes. 

DR.  STUCKEY:  First  let  me  state  that  you  feel 
we've  wasted  all  day  Monday,  but  your  remarks 
are  true  because  we  utilize  Sunday  in  our  present 
format  and  this  revised  format  wastes  the  last  Sun- 
day as  regards  meeting  time  because  of  people  re- 
turning home,  which  you  have  to  take  into  considera- 
tion because  if  you  have  a  banquet  the  last  night, 
you  have  to  go  home  the  following  day,  so  Sunday  is 
a  waste  of  meeting  time  in  travel. 

I  think  that  should  be  noted  in  your  thinking. 

I  wanted  to  ask  Dr.  Rhodes  if  it's  possible  to  have 
the  House  of  Delegates  meet  on  Friday  instead  of 
Thursday.   Would   that   disrupt   the   organization? 

PRESIDENT  ROSS:  It  would  in  my  thinking  be- 
cause the  second  meeting  would  have  to  be  Friday 
night— 

DR.  RHODES:  Instead  of  Thursday  night,  but  of 
course  that's  a  possibility. 

DR.  STUCKEY:  Then  the  committees  could  work 
on  Thursday  afternoon,  Friday  morning  and  then  the 
second  session  of  the  House  of  Delegates  Friday  even- 
ing or  even  afternoon. 


DR.  RHODES:  I  think  you've  got  to  reserve  some 
time  for  your  scientific  program. 

DR.  STUCKEY:  Well,  that  would  solve  one  of  the 
problems  of  mechanics. 

PRESIDENT  ROSS:  Dr.  Rhodes,  if  this  meets  with 
your  approval,  we  will  accept  your  report,  as  Dr. 
Jones  suggested  earlier,  and  the  Council  will  try  to 
parcel  out  certain  items  which  we  think  might  bring 
back  information  whereby  we  might  be  able  to 
reconcile  certain  things  in  this  deal  and  also,  the 
Society  get  information  in,  financially  and  other  things 
too. 

It  seems  that  certain  things  are  going  to  take  quite 
awhile  to  get  accomplished. 

DR.  ERNEST  W.  LARKIN,  Jr.  [Councilor.  2nd  Dis- 
trict] : 

It  seems  to  me  one  way  we  might  get  this  accom- 
plished completely,  would  be  if  each  Councilor  as  he 
goes  back  to  his  individual  county  medical  society  and 
bring  this  up  for  discussion,  you  can  get  a  lot  of 
opinions  expressed  over  a  table  when  you're  in  your 
local  areas  and  then  the  next  time  we  meet,  we'll  have 
an  expression  of  consensus  of  the  men  because  a  lot 
of  people  will  tell  you  at  a  meeting  what  they  think 
about  this,  but  they  wouldn't  take  the  time  to  write 
in  from  what  they  read  in  the  Journal. 

PRESIDENT  ROSS:  You've  got  a  copy  of  it? 

DR.   LARKIN:    Yes. 

PRESIDENT  ROSS:    Well,   I  think  that's  fine! 

DR.  BENTON:  Both  ways. 

DR.  WELTON:  There's  no  reason  we  can't  do  both, 
right? 

PRESIDENT  ROSS:  Yes,  we  can  do  everything  we 
can   to  disseminate   this   information. 

DR.  LARKIN:  I  sure  hate  to  see  us  leave  Pinehurst 
without  doing  something— 

DR.   REYNOLDS:    I   have   a   question! 

Dr.  Styron,  when  do  we  have  to  commit  ourselves 
to  Pinehurst?  It's  my  recollection  it's  two  or  three 
years  ahead  of  time. 

SECRETARY  STYRON:  In  order  to  get  the  dates  we 
want — we're  not  fully  committed,  but  in  order  to  get 
the  dates  we  want,  we  have  to  be  several  years  in 
advance. 

DR.  REYNOLDS:  This  is  '68  and  you  say  we're  com- 
mitted through   May   of   '70,   is  that  right? 

MR.  HILLIARD:  We're  not  irretrievably  committed, 
but  the  dates  are  being  held  by  the  hotel  for  the 
Medical  Society  meetings. 

DR.  REYNOLDS:  I  just  didn't  know  whether  that 
particular  item  will  require  action  before  May.  I  have 
nothing  against  Charlotte,  but  I  shudder  to  think  of 
having  to  go  to  Charlotte  for  a  meeting  as  would  a 
lot  of  delegates  at  home.  We  can't  elect  three  dele- 
gates even  from  our  society  to  get  them  to  go  to 
Asheville  or  some  of  these  other  places  because 
we're  stuck  off  in  New  Hanover  County  and  yet  the 
minute  you  mention  Pinehurst,  we  don't  have  a  bit 
of  trouble  and  it  was  that  way  before  and  it's  that 
way  again  now,   and  we'll  have  good   representation. 
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but  if  you  put  it  in  one  of  these  other  areas,  we  won't 
get  anybody. 

We  waited  ten  years  to  get  back  here  and  I  think 
it  would  certainly  be  foolish  to  move  somewhere  else. 

DR.  SHAFFNER:  Mr.  President,  may  I  make  a 
motion  in  order  to  get  this  moving  along? 

I  move  that  this  report  of  Blue  Ribbon  Commit- 
tee No.  1  be  published  in  the  North  Carolina  Medical 
Journal  and  that  after  each  recommendation  there 
be  comments  from  knowledgeable  Council  members 
as  to  their  feelings   about   each  recommendation. 

DR.  REYNOLDS:  Would  that  mean  they  would  re- 
port back  to  their  districts? 

DR.  SHAFFNER:  That  would  all  be  written  and 
would  be  the  basis  of  the  discussion  at  the  county  so- 
ciety level. 

DR.  KOONCE:  You  don't  mean  the  comments  be 
published.  Your  motion  is  the  report  edited  by  the 
committee  be  published  and  then  the  comments  be 
given  to  the  committee. 

DR.  SHAFFNER:  What  I  wanted  was  what  Frank 
was  saying.  Somehow  if  we  could  editorially  get  this 
done  so  there  are  the  objections  which  have  been 
vocied  here,  those  who  have  some  objections. 

DR.  KOONCE:  It  would  be  difficult  to  get  that 
published. 

I  think  the  report  should  be  published  and  the 
comments  be  submitted  to  the  committee  for  publica- 
tion at  a  later  date,  but  you  want  to  get  comments 
from  members  of  the  Society. 

I  think  if  your  motion  were  to  read:  that  the  report 
be  published  after  it  is  edited  and  that  the  commit- 
tee receive  comments  from  the  individual  items  from 
members  of  the  Executive  Council. 

DR.  SHAFFNER:  I'll  just  move  that  this  report 
of  Blue  Ribbon  Committee  No.  1  be  published  in  the 
Journal. 

DR.   KOONCE:   I'll  second  that. 

PRESIDENT  ROSS:  I  believe  Dr.  Jones  was  next. 
DR.  JONES:  Gentlemen,  are  we  not  just  leaving  this 
thing  in  limbo? 

This  is  the  most  knowledgeable  group  in  the  Medi- 
cal Society  right  here.  You've  got  Past  President, 
people  who  have  had  experience:  Councilors,  Speaker, 
the  Vice  Speaker. 

Some  of  these  things  may  or  may  not  mechanically 
work,  but  we  should  have  some  honest  opinion  as  to 
whether  it's  right  or  wrong,  but  just  mechanical 
opinion  to  go  into  the  Journal. 

DR.  SHAFFNER:  That's  all  I'm  asking  in  my  mo- 
tion. 

DR.  JONES:  Not  because  Frank  Jones  doesn't  like 
something,  because  they're  stepping  on  his  toes  a 
couple  of  times,  but  somebody  should  write  in  and 
I  think  the  Executive  Committee— and  this  is  what  I 
originally  said — of  this  Council  should  designate  those 
people  to  comment  if  your  motion  prevails. 

I  think  this  is  an  "all  hands"  deal.  There  are  a  lot 
of  Councilors  and  others  who  are  knowledgeable 
people  and  I  think  it  has  to  be  an  "all  hands"  deal. 

DR.    KOONCE:    Mr.    President,   now,   one   reason   I 


made  the  comments  I  did  about  his  motion  is  that, 
purely  again,  from  a  mechanical  point  of  view,  you 
said  you  could  get  that  out  by  March. 

Now,  if  you're  going  to  wait  until  you've  got  com- 
ments from  members  of  the  Executive  Committee  to 
put  in  this  report  for  the  Journal,  it  will  be  after  May 
before  we  get  the  thing  done. 

The  thing  I've  been  interested  in  seeing  done  is 
getting  this  report  to  the  membership  of  the  State 
Medical  Society  and  from  a  mechanical  point  of 
view,  now  you  know  better  than  I  do — 

DR.  PRICHARD:  Well,  we're  going  to  take  it  back 
right  now. 

DR.  KOONCE:  That's  right  and  you  possibly  couldn't 
get  the  comments  and  opinions  of  this  Council  in  the 
Journal  in  time.  You  couldn't  do  it! 

DR.  JONES:  I'm  not  talking  about  having  it  at 
the  same  time.  I'm  asking  the  Executive  Committee 
to  appoint  some  people  to  respond  to  this  for  in- 
formed comments  from  knowledgeable  people,  not  just 
somebody  from  outside. 

I  don't  say  it  has  to  be  run  in  the  same  issue, 
but  in  order  to  keep  this  ball  rolling,  somebody's  got 
to  stir  up  something. 

They're  are  plenty  of  stirrers  in  this  Society! 

PRESIDENT  ROSS:  I  tell  you,  when  you  stir  up  the 
pool  of  Bethesda,  the  first  ones  in  it  are  the  only 
ones  cured.  There  are  a  lot  of  cripples  still  hanging 
on  the  outside  of  the  pool  of  Bethesda  and  I'm  afraid 
we'll  be  on  of  those!   [Laughter] 

You'll  stir  up  trouble,  don't  worry  about  that! 

Dr.  Styron! 

SECRETARY  STYRON:  It  seems  to  me  that  if  we 
make  an  attempt  to  publish  such  a  report  in  the  March 
issue,  we're  going  to  have  a  lot  of  fragmenting  com- 
ments associated  with  this  report,  which  will  result 
in  disturbing  the  Blue  Ribbon  Committee  No.  1  that 
you  have  appointed. 

On  the  other  hand,  I  believe  that  it  would  be  pos- 
sible for  the  Chairman  to  select  specific  members  of 
this  group,  such  as  the  Speaker  of  the  House  and  the 
Chairman  of  the  Committee  on  Constitution  and  By- 
Laws  and  others  who  have  a  specific  interest  in  and 
knowledge  in  this  area,  one  by  one  to  gather  up  in- 
formation, but  if  you  direct  the  Council,  at  large,  to 
give  you  information  and  expect  information  to  be 
sent  in  from  various  areas,  you're  going  to  have 
fragmented,  unsatisfactory  rebuttal  of  this  infor- 
mation. 

I  would  suggest,  as  a  substitute  motion,  that  the 
Chairman  appoint  a  specific  committee  charged  with 
examining  these  items,  one  by  one,  gathering  such 
information  as  they  can  from  various  members  of 
the  Council,  etcetera,  and  to  have  a  rebuttal,  not 
necessarily  interspersed  in  this  report,  but  as  an 
additional  piece  in  answer. 

If  this  is  reported  without  a  rebuttal  or  without 
guidelines  and  interpretation,  the  average  member 
of  the  Society  is  going  to  be  completely  unable  to 
agree  or  not. 

He   cannot   express   an   opinion   as   to   whether   this 
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is  the  right  thing  to  do  because  he  has  nothing  on 
which  to  base  an  opinion — the  average  member  of 
the  Society.  The  average  member  doesn't  even  know 
how  the  State  Society  works. 

So,  I  would  suggest  this  as  a  substitute  motion. 

PRESIDENT  ROSS:  I,  as  an  individual,  feel  that 
this  information  should  be  gotten  to  all  members  of 
the  Society  as  quickly  as  possible,  with  the  notation 
that  it  is  being  studied  and  ask  for  comments  to  be 
sent  in  to  the  committee. 

DR.  GARRARD:  Mr.  President,  it  seems  generally 
agreeable  to  publish  this  report  in  March.  Why 
wouldn't  that  be  the  first  step  and  then  April,  have 
these  pros  and  cons  from  the  different  discussants 
published  and  then  after  the  feedback  from  the 
membership-at-large,  bring  them  to  the  Executive 
Council  in  May  and  have  the  Council  take  as  definite 
a  stand  as  it  could  in  coming  to  the  House  of  Dele- 
gates and  that  would  give  time  for  deliberation  and 
feedback  from  the  publication. 

PRESIDENT  ROSS:  I'm  not  sure  that  Dr.  Shaf- 
fner's  motion  had  a  second. 

DR.  KOONCE:   Yes,  I  seconded  it. 

PRESIDENT  ROSS:  There's  a  substitute  motion. 
Was  that  seconded? 

DR.  LARKIN:  I'll  second. 

PRESIDENT  ROSS:  So,  then  I  think  it's  in  order 
to  vote  on  the  substitute  motion  first,  which  is  (re- 
stated): 

Move  that  the  Chairman  appoint  a  committee  to 
investigate  thoroughly  the  report  of  Blue  Ribbon 
Committee  No.  1  and  to  write  a  critique  of  the  re- 
port of  Blue  Ribbon  Committee  No.  1  to  be  published 
at  the  time  that  the  committee  report  is  published. 

DR.  STYRON:  This  is  not  in  the  motion,  but  a  com- 
ment—in order  to  give  the  membership  some  guidance 
in  interpretation  of  what's  suggested  by  Blue  Ribbon 
Committee. 

PRESIDENT  ROSS:  That  has  been  seconded.  Any 
discussion? 

DR.  GARRARD:  Is  that  to  go  into  the  Journal  at 
the  same  time,  or  would  it  be  at  a  different  time? 

SECRETARY  STYRON:  Published  at  the  same 
time. 

DR.  WELTON:  I'd  like  to  discuss  that.  It  seems 
to  me  that  what  Dr.  Styron  is  suggesting  is  a  duplica- 
tion of  committee  effort. 

Now,  from  what  is  said  in  our  copy  of  this  re- 
port, this  committee  has  already  met  three  times 
and  I  sat  in  on  one  of  these  meetings  and  it  was  quite 
evident  that  they  had  done  some  investigation  and 
considerable  serious  thinking  and  had  considered  a 
number  of  alternatives. 

I  think  they  did  start  out,  as  if  from  scratch,  to 
design  what  they  considered  the  ideal  Annual  Session. 

Now,  we've  got  that  report  and  if  we're  going  to 
appoint  another  committee  to  look  at  the  report,  this 
can  go  on  ad  infinitum.  It's  going  to  take  several  years 
even  if  everybody  agreed  to  all  these  steps.  It's  ob- 
viously going  to  take  several  years  to  implement 
them. 


I  raise  some  doubt  as  to  whether  another  committee 
can   accomplish   anything  except   delay. 

Dr.  LARKIN:  It  seems  to  me  that  there's  a  good 
deal  of  disagreement  over  whether  certain  items  of 
this  report  should  be  accepted. 

I  don't  think  there's  any  general  unanimity  that 
this  report,  in  all  phases  of  it,  should  be  accepted. 
I  think  it's  highly  controversial  and  as  to  how  con- 
troversial it  is,  I  don't  think  we  should  be  hasty  about 
accepting  or  deleting  any  of  it.  I  think  it  takes  a 
good  deal  of  consideration. 

PRESIDENT  ROSS:  I  don't  think  anybody  wants 
to  accept  it  in  its  entirety  without  further  investiga- 
tion. No  one  wants  to  do  that. 

DR.  REYNOLDS:  A  vote  either  way  doesn't  mean 
to  say  we  accept  anything  other  than  information, 
does  it? 

PRESIDENT  ROSS:  We've  made  no  recommenda- 
tion. 

Are  you  ready  to  vote  on  Dr.  Styron's  substitute 
motion? 

All  in  favor  of  Dr.  Styron's  substitute  motion  raise 
your  hands. 

[A  count  of  hands  followed.] 

MR.  HILLIARD:   I  count  two. 

PRESIDENT  ROSS:  Opposed? 

[A  count  of  hands  followed.] 

The  motion  is  defeated. 

Shall  we  go  back  to  the  original  motion? 

All  in  favor  of  Dr.  Louis  Shaffner's  motion,  which 
was — 

DR.  SHAFFNER:  The  motion  is  to  publish  the  re- 
port of  the  Blue  Ribbon  Committee  No.  1  in  the  Jour- 
nal. 

PRESIDENT  ROSS:  All  in  favor  of  the  motion  please 
raise  your  hands. 

All  opposed? 

The  vote  is  carried. 

DR.  RHODES:   That  completes  my  report,  sir! 

DR.  HARRY  H.  SUMMERLIN  [Councilor,  5th  Dis- 
trict] : 

Does  this  (action)  imply  that  a  resolution  is  going  to 
be  brought  before  the  House  of  Delegates  incorporat- 
ing  these   changes? 

PRESIDENT  ROSS:  No,  this  would  have  to  have 
further  action  by  the  Executive  Committee. 

DR.  KOONCE:  I  thought  the  suggestion  by  Dr.  Jones 
was  implemented  by  Dr.  Shaffner's  motion,  in  that 
that  report  goes  to  the  Journal  at  the  earliest  possible 
time  and  that  in  the  meantime,  members  of  the  Coun- 
cil have  the  right  to  send  critiques  to  the  committee 
for  their  reconsideration  and  then  responses  from 
these  things  to  the  printing  in  the  Journal,  the  com- 
mittee reconstruct  the  report  and  bring  it  back  at 
our  next  meeting  which  will  be  in  May. 

Most  of  these  things  will  ultimately  have  to  be 
considered  by  the  House  of  Delegates  and  the  Execu- 
tive Committee  can  approve  their  recommendations 
at  the  next  meeting  if  they  want  to.  but  they  still 
would  have  to  go  to  the  House  of  Delegates  for 
ultimate    approval. 
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Frankly,  I'm  not  ready  to  vote  on  some  of  these 
things.  I  want  to  consider  them  and  I  want  to  know 
what  other  people  think  of  them  and  this  is  a  method 
of  getting  further  opinion  to  bring  back  to  the  com- 
mittee. 

PRESIDENT  ROSS:   John  R.  Kernodle! 

DR.  KERNODLE:  Mr.  Chairman,  I'd  just  like  to 
say  and  suggest  that  it  might  be  worthwhile,  if  you 
bring  this  back  to  the  House  for  some  type  of  action 
if  it  goes  through  these  channels,  that  this  material 
might  be  distributed  to  the  presidents  of  the  county 
societies  and  he  can  be  taking  it  up  with  his  county 
society   membership. 

That's  just  a  suggestion. 
DR.  STUCKEY:  I  have  one  suggestion  also,  that  if 
you  want  to  circularize  information,  ask  our  Editor 
to  editorialize  on  this.  He  can  give  in  his  editorial 
comment  a  summary  of  this  body's  pros  and  cons 
and  that  will  speed  information  to  the  individual 
members  of  our  Society,  if  he  would  be  so  inclined. 
He  has  the  prerogative  and  information. 

PRESIDENT  ROSS:  I  think  Dr.  Rose  has  been  very 
patient  and  benign.  We  would  like  to  get  on  with  his 
report  before  we  break  for  lunch. 

DR.  A.  HEWITT  ROSE  [Chairman,  Committee  on 
Headquarters  Facilities]:    Thank  you,   "Daddy"  Ross. 

I'm  going  to — not  cut  off  the  "meat"  of  this  report, 
but  I'm  going  to  cut  it  as  short  as  I  can. 

We're  indebted  to  Dr.  John  Kernodle  and  Dr.  George 
Paschal  for  making  trips  to  Pennsylvania  and  Florida 
State  Societies  and  I'd  like  to  consider  their  letters 
to  me  and  letters  from  the  Executive  Directors  of 
the  Florida  and  Pennsylvania  State  Societies. 

Have  these  reports  been  passed  around?  [Holding 
up  sheaf  of  papers] 

You  can  glance  through  that  and  pick  up  most 
of  the  information  there,  so  we  won't  have  to  go  all 
the  way  through  that,  but  just  hit  the  high  points  of 
it. 

Dr.  Kernodle  went  to  the  Florida  State  Medical 
Society's  facility  and  I  have  here  a  letter  from  him 
which  is  very  good  and  it's  particularly  good  when 
we  get  a  little  further  along  in  considering  what  we're 
going  to  put  in  this  building. 

Most  of  this  is  for  information  and  should  be  con- 
sidered by  our  committee  rather  than  bringing  it  be- 
fore this  group  at  this  time. 

Several  important  things  he  did  stress  and  the  main 
thing  was  that  the  Florida  Medical  Society  started 
out  too  small  and  I  believe  this  will  be  the  third  or 
fourth  time  that  they  have  enlarged  their  facilities 
since  they  began  it. 

They  started  out  with  a  small,  one  story  building 
without  any  arrangement  for  further  expansion.  The 
building  was  built  in  1955.  They  moved  in  '56  and  then 
by  1961,  they  started  making  arrangements  for  a  new 
addition  which  was  completed  in  February  of  '63  and 
they  have  already  purchased  additional  land  behind 
the  present  lot  and  are  contemplating  building  a  high 
rise  building  on  that. 

In  his  talk  with  Ihe  Executive  Director,  he  reiterated 


the  fact  that  you  should  have  abundant  land  before 
making  any  preparations  for  a  building,  that  with 
the  increase  in  automation,  files  taking  up  space, 
the  red  tape  that  goes  along  with  programs  today, 
with  the  increasing  programs,  it's  necessary  to  con- 
template using  all  the  land  you've  got. 

Then  he  goes  into  consideration  of  the  inside  of  the 
building.  I've  run  into  this  on  occasion  in  other  so- 
ciety buildings  and  that  is  that  they  all  seem  to  be 
in  favor  of  movable  partitions  in  the  building  so  that 
it  can  be  revamped  for  future  needs. 

At  our  last  committee  meeting,  Dr.  Kernodle  says, 
there  was  considerable  discussion  relative  to  the 
size  of  the  building  to  be  placed  on  the  property  and 
again  he  reiterates  that  the  Florida  Society  found 
that  they  had  not  built  big  enough  and  are  still  build- 
ing. 

DR.  GLASSON:   Could  we  interrupt  there? 

Is  this  in  terms  of  usefulness  to  the  Florida  Society, 
or  are  they  renting  this  extra  space  for  income? 

DR.  ROSE:  Neither  of  these  places  are  renting  out. 
They  do,  however— I  believe  it's  Florida  that  agrees 
to  do  the  book  work  and  clerical  work  for  ten  specialty 
organizations,  which  is  one  reason  why  they're  con- 
sidering getting  into  a  larger  building  now,  which  is 
something  that  may  very  well  concern  us  in  the 
future,  too. 

DR.  KERNODLE:  Well,  excuse  me  for  a  moment, 
they  do  have  in  the  building  now,  from  the  very 
inception  of  the  building  they  have  had  a  portion  of 
that  utilized  by  the  specialty  groups.  There  are  about 
ten  of  them  there. 

They  have  two  secretaries  for  these  ten  specialty 
groups   that   are   involved. 

DR.  GLASSON:  Do  they  have  any  financial  sup- 
port from  these   groups? 

DR.  KERNODLE:  Well,  they  pay  them  rent  ac- 
tually. 

It's  a  cooperative  venture  to  try  to  bring  back  in 
the  specialty  group  instead  of  fragmentation.  The 
only  group  that  they  didn't  get  a  chance  to  get  back 
in  was  the  Academy  of  General  Practice. 

They  are  talking  about  it  and  when  they  build  this 
high  rise  they  might  get  them  in  the  building,  too. 
They're  putting  all  the  medical  programs  under  one 
roof. 

DR.  ROSE:  Now,  I  have  here  a  letter  from  Harold 
Parham  who's  Executive  Director  and  he  lists  four 
points  in  this  letter  to  me. 

Now,  Dr.  Paschal  went  to  the  Pennsylvania  Medical 
Society  building  and  briefly,  in  his  report,  their  first 
consideration  was  given  to  the  selection  of  an  architect 
who  was  in  consultation  with  them  throughout  their 
considerations  in  the  purchase  of  the  property,  but  not 
before  it. 

They  felt  the  advice  and  counsel  of  the  architect 
was   invaluable. 

They  are  presently  occupying  the  building  built 
and  occupied  since  October  1967  and  he  breaks  down 
the  facility  area. 
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They  have  23,000  square  feet  at  a  cost  of  approxi- 
mately $700,000. 

They  have  a  staff  of  42  and  the  Pennsylvania  Medi- 
cal Society  is  12,000  in  number. 

Now,  Dr.  Paschal  has  a  comment  that  I  would  like 
to  read  at  the  end  of  his  report. 

My  impression  that  an  on-site  visit  and  survey 
of  a  medical  facility  such  as  this  is  of  little  real 
value  to  our  committee.  The  people  in  Pennsyl- 
vania secured  the  services  of  an  architect  soon 
after  securing  the  property  for  their  facility.  They 
pointed  out  that  this  was  of  tremendous  help.  He 
apparently  did  in  a  professional  manner  what  I 
have  made  an  effort  to  do  with  my  non-professional 
competence. 

I  think  the  Pennsylvania  Medical  Society  facility 
is  excellent  and  fulfills  the  need  of  the  people. 
Their  needs  are  not  entirely  similar  to  ours.  It 
would  be  my  recommendation  that  the  decision  be 
made  soon  upon  an  architect  to  survey  and  make 
an  exploration  of  our  needs  and  in  the  recom- 
mendation for  a  study  of  our  problems,  guidance 
can  be  provided  by  a  competent  architect  who  has 
been  schooled  in  this  area. 

If  we're  not  ready  to  designate  an  architect,  I 
understand   that   an   architect   can   be   engaged   to 
perform  the  service  of  making  preliminary  studies 
and   recommendations   and   that   our  obligation   to 
him  would  not  extend  beyond  planning  phase. 
Now,    let's   go   over   this    feasibility    report    briefly. 
This  was  done  by  Mr.   Ford  Worthy   and  you  will 
find   his   qualifications   on   the   back   page   of  the   re- 
port. 

Now,  I've  been  through  this  report  with  several 
different  people  in  the  City  of  Raleigh,  including 
the  real  estate  man  and  local  contractors  and  de- 
velopers, and  they  tell  me  this  is  the  best  report 
that  they've  ever  seen  on  such  a  subject  and  I 
certainly  agree  with  them  after  carefully  going  over 
it. 

In  developing  this  report,  it  has  been  assumed 
that  the  Society  will  initially  utilize  approximately 
15,000  square  feet  and  that  this  space  will  adequately 
take  care  of  its  needs  in  the  immediate  future. 

He  visited  the  Society  at  the  Capital  Club  Building 
and  it  was  his  opinion  that  about  15,000  square  feet 
would  certainly  be  adequate  for  several  years  to  come. 
They  currently  rent  3,700  square  feet,  but  this  is 
not  all  the  rented  space.  It  comes  to  4.500  with  cor- 
ridors and  halls,  etcetera.  It's  all  in  there. 

Now,  the  basic  limitation  of  this  report  or  any 
report  of  this  nature  is  that  the  opinions  and  con- 
clusions formed  are  opinions.  Also,  certain  assumed 
costs  are  opinions  and  are  not  based  on  any  detailed 
breakdown  of  the  cost. 

You  can  see  the  feasibility  of  building  a  15,000 
square  foot  building.  The  desirability  of  acquiring 
additional  land,  for  a  building  bigger  than  15.000 
square  feet. 

He  has  a  very  good  breakdown  of  rented  areas 
within  Raleigh  which  you  can  see  from  the  report. 


He  described  our  lot  which  we  already  know  about 
and  then  he  has  three  schemes  of  buildings:  Scheme 
"A",   Scheme   "AA"    and  Scheme   "B ". 

Now,  Scheme  "A",  he  has  a  one  story  building  of 
15,000  square  feet  and  you  can  look  through  and  see 
his  development  of  this.  I  don't  think  I  have  to  read 
this.  It's  much  too  long  to  read. 

Scheme  "AA"  was  designed  as  a  larger  one  story 
building  with  a  parking  deck  underneath  the  build- 
ing; the  building  built  for  future  expansion  by  build- 
ing another  two  on  top  of  it. 

This  is  the  reason  why  I  think  you  will  find  Scheme 
"AA"  figures  out  to  cost  more  per  square  foot  than 
the  other  plan. 

PRESIDENT  ROSS:  Scheme  "A"  doesn't  allow  for 
future  building  on  top?  I  haven't  read  it,  but  I  think 
any  building  should  allow  for  future  building. 

DR.  ROSE:  No,  that's  the  two  story  building  with 
7,000  square  feet  on  each  floor,  but  we  can  check  that 
later. 

Scheme  "B"  is  what  Mr.  Worthy  recommends  and 
that  is  a  30,500  square  foot  building,  so  let's  go  through 
this  in  a  little  more  detail. 

It  involves  a  two  story  structure  which  would  have 
a  400  square  foot  lower  level,  stair  and  elevator  lobby, 
plus  15,000  square  feet  of  gross  area  on  the  main 
floor  which  he  recommends  that  the  Society  use  at 
the  present  time  and  lease  the  upper  floor  which  will 
at  least  put  us  all  on  one  floor  for  better  functioning. 

He  has  parking  underneath  the  bottom  floor  and 
he  has  developed  parking  spaces  for  sixty  unsheltered 
parking  spaces  on  the  land  that  we  have  now. 

He  considers  building  a  parking  deck  at  $4  a  foot 
rather  than  buying  additional  land,  which  may  well 
cost  more  than  that,  but  keeping  an  eye  on  the  land 
on  Bloodworth  Street  to  pick  up  some  of  that  property 
for  parking  if  it  becomes,  let's  say.  economically 
feasible  to  do  so. 

Cheaper,   in  other  words. 

At  the  present  time,  it's  not  cheap  but  it  may  very 
well  be  cheap  when  they  elevate  Bloodworth  Street 
and  run  it  one  way  because  there  won't  be  access, 
or  at  least  I  don't  believe  there  will  be  access  from  our 
place  to  Bloodworth  Street. 

Now,  he  developed  a  gross  rent  formula;  six  per 
cent  on  land;  eight  and  a  half  on  improvements. 

You  will  see  in  the  three  schemes  that  he  has,  on 
the  first  page  is  the  gross  area  and  he  states  that 
the  property  should  be  estimated  at  $100,000  for  tax 
purposes  and  that  this  will  carry  us  into  the  future. 

Right  now,  it's  not  that.  I  don't  know  what  it  is 
but  it's  not  close  to  that  at  the  present  time. 

He  goes  through  a  schedule  of  expenses  for  the 
three  types  of  building  and  then  he  projects  the 
gross  income  per  net  rentable  square  foot,  which 
is  really  what  we're  looking  for  and  you  see  that 
Scheme  "A"  would  rent  for  $4.64  per  square  foot  per 
year:  next,  $5.02  and  $4.41. 

Now,   these  are  Mr.   Worthy's  estimates. 

When  we  compare  any  of  the  three  rent  figures 
they  are  in  the  upper  bracket  of  Raleigh.   However, 
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there   are   several   other   buildings    that   have   higher 
rent  in  Raleigh. 

Then  I  said  something  about  the  desirability  of 
acquiring  adjoining  property  and  he  does  not  recom- 
mend that  at  the  present  time.  He  goes  through  a 
source  and  desirability  of  tenant. 

He  said  allied  professions  to  the  medical  protes 
sion  would  be  best  considered  by  us  and  not  by  him, 
but  he  has  talked  with  Frank  Turner  who  is  the  state 
man  to  talk  to  about  renting  additional  land  I  space  I 
and  they  are  very  definitely  interested,  or  the  state 
government  is  interested  since  they  have  nearby 
facilities  which  are  not  going  to  be  large  enough  for 
them. 

He  can  and  will,  if  we  desire,  get  in  touch  with  both 
federal,  state  and  allied  professions  or  non-allied  pro- 
fessions. As  you  go  through  City  of  Raleigh  directory 
you'll  see  North  Carolina  Board  of  Architects  and 
North  Carolina  Board  of  Engineers,  this  and  that, 
there's  a  whole  page  of  them  there  and  I'm  sure 
that  some  of  these  people  would  be  interested  in  leas- 
ing in  a  building  in  that  area. 

Frankly,  I'd  rather  have  them  than  the  state  govern- 
ment. 

Now,  his  conclusions  and  recommendations. 

I  think  you  all  have  this  in  front  of  you  and  he 
comes  out  with  the  recommendation  that  we  build 
30,000  square  feet. 

This  can  easily  be  financed.  It  can  easily  be  leased. 
We  have  our  lawyer's  opinion  as  to  what  these  leases 
involve. 

At  the  present  time,  what  is  it — the  American  Den- 
tal Association  building  is  leasing  and  the  proportion 
of  space  they're  using  themselves  relative  to  leasing 
out,  they'll  be  about  where  we'd  be  with  this  30,000 
square  foot  building. 

They  are  getting  by  at  the  present  time,  but  there's 
some  question  that  if  they  don't  expand  more  into 
the  building— 

MR.  ANDERSON:  That's  on  the  question  of  whether 
their  income  or  profit  from  the  lease  would  be  sub- 
ject to  federal  income  tax. 

DR.  ROSE:  And,  he  makes  the  following  recom- 
mendation for  survey  and  topical  map.  As  soon  as 
the  exact  location  of  the  building  has  been  decided, 
soil  tests   should   be  made   for   sinking  foundations. 

Then  he  goes  into  the  offices  on  one  floor  for  best 
performance. 

The  Society's  present  operations  should  be 
studied  by  an  architectural  consultant  to  develop 
a  functional  layout  tailormade  for  the  Society's 
operations. 

And,  he  mentions  visits  which  we've  already  done. 

Acceptable  methods  of  financing,  I  think  we  can 
get  that  without  any  question  at  all. 

Now,  there's  one  additional  thing  that  I  want  to 
go  over  with  you. 

Now,  in  developing  this  building,  as  Dr.  Paschal 
has  said,  our  incompetence  in  building  such  a  build- 
ing is  obvious.  We  don't  know  how  to  do  it.  It  would 


be  like  getting  a  bricklayer  to  come  and  take  your 
appendix  out  to  try  to  do  it. 

I  think  we  need  some  professional  to  do  this  for 
us. 

After  looking  over  this  report,  I  think  that  profes- 
sional ought  to  be  Mr.  Worthy. 

Now,  we  talked  somewhat  in  the  committee  about 
having  Mr.  Willie  York  go  up  and  do  this,  who's  an 
excellent  man  but  he  doesn't  bother  to  do  this. 

As  you  see  from  Mr.  Worthy's  report,  he  worked 
many  years  for  Mr.  York  and  has  absorbed  his  know- 
how. 

I  have  a  letter  from  him  dated  December  27th,  1967 
in  which  he  states  that  the  Worthy  Company  can 
perform   the   following   functions. 

Assist  the  Society's  single  authorized  representa- 
tive in  selecting  professional  people— architects, 
engineers,  attorneys,  accountants,  etcetera. 

I  talked  more  about  this  with  him  and  he  doesn't 
insist  so  much  on  any  single  authorized  representa- 
tive now  and  we  can  have  him  meet  with  the  com- 
mittee for  this. 

Can  coordinate  the  activities  of  the  above  people 
to  the  point  of  developing  plans  and  specifications 
for  a  building  and  circulating  them  for  contracts. 

Prepare    a   progress    report   from    time    to   time 
for  the  Society's  representatives,  to  sign  and  send 
to  other  members  of  the  Society. 
Negotiate   for   long-term   mortgage   loan. 
Arrange  for  appropriate  short-term  financing. 

I  know  this  is  helter-skelter,  but  I  wanted  to  get 
all  this  in  that  I  could  in  a  brief  period  of  time. 

PRESIDENT  ROSS:  Not  at  all,  Dr.  Rose.  I  think 
it's  very  adequate  and  complete. 

Does  your  committee  have  a  recommendation? 

DR.  ROSE:  We  have  not  met. 

PRESIDENT  ROSS:  Are  there  other  members  of 
Dr.   Rose's  committee  who  would   like   to  comment? 

DR.  ROSE:  I'd  particularly  like  Dr.  Paschal  and 
Dr.  Kernodle  to  comment. 

PRESIDENT  ROSS:  Dr.  Paschal! 

DR.  PASCHAL:  Mr.  President,  I  think  that  Dr. 
Rose  has  provided  you  with  a  good  report,  progress 
report,  and  has  submitted  this  to  you  for  information. 

You  heard  this  suggestion  that  Worthy  be  retained 
to  coordinate  the  operations  and  development  of  this 
program  and  supervise  it.  I  share  his  attitude  in 
that. 

I  don't  know  whether  the  other  members  of  the 
committee  would  go  along  with  him  on  that,  or  not, 
I  would  rather  feel  that  they  would. 

I  would  urge  the  Council  to  give  the  committee  a 
little  more  freedom  in  their  activities  and  insofar 
as  making  progress  is  concerned  and  that  Mr.  Worthy- 
be  retained;  that,  after  that  an  architect  be  chosen 
to  work  on  the  actual  development  of  the  plan  for 
construction  of  the  building  be  made. 

I  think  that's  all  I  have  to  say,  but  I  think  it's 
important  that  we  get  on  with  it.  I  think  it's  im- 
portant that  we  have  this  experience  of  competent 
advice  and  supervision. 
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PRESIDENT  ROSS:  Do  you  have  a  concern  which 
of  the  plans  is  the  more  desirable?  I  mean,  your  own 
personal  feelings. 

DR.  PASCHAL:  I  believe  the  development  of  plan 
"B"    with   32,000   feet   is    the    one    I    would    support. 

One  other  word— the  adjoining  property,  I  think  if  an 
effort  is  not  made  to  secure  that  at  this  time,  that 
once  we  begin  building  there  and  then  we  try  to 
get  this  property,  then  the  cost  of  it  is  going  to  sky- 
rocket and  we'll  have  to  pay  a  great  deal  more  for 
it  and  possibly  it  would  be  well  to  give  consideration 
to  obtaining  this  property  on  Bloodworth  Street,  even 
now  which  at  this  stage  might  be  expensive,  but  it 
will  be  less  expensive  now  than  it  will  after  we 
put   our  building  on   the   lot   that  we   now   have. 

PRESIDENT  ROSS:   Dr.   Kernodle! 

DR.  KERNODLE:  I  have  had  an  opportunity  to  look 
this  project  report  over  a  couple  of  days  ago  and  I 
agree  that  it's  one  of  the  most  comprehensive  reports 
of  such  that  I've  seen  in  a  long  time.  Mr.  Worthy  is 
to  be  commended  on  this. 

Second,  another  thought  I  have  has  been  expressed 
by  George  already  and  that  is  I  think  we  ought  to 
buy  those  three  or  four  lots  on  the  back  street  there, 
as  soon  as  possible  because  if  you  want  to  sell  this 
property  at  a  later  date,  you'll  get  your  money  out 
of  it,  but  if  you  want  to  buy  it,  you'll  have  to  pay- 
many  more  times  its  cost  at  this  moment  with  this 
type  of  building  being  considered. 

Thirdly,  I  don't  believe  he  suggested  even  in  "B"  a 
two  story  building.  Perhaps  we  could  talk  with  him 
and  get  some  information  in  regard  to  having  it  more 
a  two  additional  stories  or  three,  that  we  can  put  in 
the  foundation  for  eventual  up  expansion  because  this 
property  is  going  to  be  more  valuable  in  the  next 
twenty  years  by  far  because  of  location. 

I  don't  think  you  would  go  wrong  in  preparing  for 
that  expansion  program  .That's  the  reason  I  think 
we  ought  to  consider  the  philosophy  back  of  it  and  I 
would  hope  the  Council  would  see  fit  to  entertain 
the  idea  of  going  ahead  and  investigating  the  purchase 
of  that  property,  whether  we  bought  it  or  not. 

I  believe  the  type  of  thing  they  have  (Dade  County  I 
—and  I  mentioned  this  briefly,  I  haven't  mentioned 
it  to  Dr.  Rose— would  be  an  ideal  way  to  handle  this. 

They  built  the  dues  payments  up  over  a  period 
of  years,  as  has  been  done  by  so  many  of  our  coun- 
terparts—the College  of  Surgeons,  Southern  Medical, 
and  likewise  and  you  would  be  able  to  put  the  money 
into  it  and  save  a  lot  of  interest  and  the  doctors 
would  want  to  take  it  as  a  tax  deduction  and  would 
be  willing  to  put  it  in. 

Then,  maintenance  of  the  building  could  be  based 
on  new  physicians  coming  in  to  the  State,  always  being 
obligated  to  that  amount  of  money. 

PRESIDENT  ROSS:    Thank  you.   Dr.   Kernodle. 

Dr.  Rose! 

DR.  ROSE:   I  have  no  further  comments. 

PRESIDENT  ROSS:    Dr.   Rhodes! 

DR.  RHODES:   No,  nothing  to  add. 

PRESIDENT  ROSS:  Do  any  of  you  committee  mem- 


bers have  any  suggestion  on  how  your  reaction  might 
be  relieved?  Would  you  justifiably  want  more  freedom 
in  instructions? 

How  can  we  bring  that   about'.' 

DR.  BENTON:  Mr.  President,  in  regard  to  that 
we  have  to  talk  a  little  finance  and  I  have  just  one 
comment,  if  you  would  turn  to  page  nine  of  this  re- 
port. 

The  total  operating  budget  as  issued  was  approxi- 
mately $400,000.  The  rent  that  we'll  have  to  pay  for 
Schedule  "B"  would  be  $107,250.  That's  one-fourth  of 
our  whole  budget,  just  paying  rent.  That's  just  a  point 
you  want  to  think  about. 

That  is  net  rental  area.  That's  the  percentage  of 
how  much  we  would  pay  for  the  money  we'd  have  to 
have  tied  up.  Of  course,  some  of  it  may  be  rented  but 
that's  actually  costing  us  $107,250— that's  what  the 
man  says  on  page  nine,  the  last  thing  there. 

DR.  ROSE:  Yes,  I'm  looking  at  it,  but  we're  cer- 
tainly going  to  lease  out  the  remainder  of  this.  We're 
not  going  to  use  30,000  feet  not  now. 

DR.  BENTON:  I  just  wanted  you  to  see  it.  that's  all! 

DR.  ROSE:  Right. 

PRESIDENT  ROSS:  Would  someone  then  entertain  a 
motion  so  we  can  open  this  up  for  further  discussion, 
or  would  you  like  to  have  discussion  before  a  motion? 

DR.  STUCKEY:  We  should  define  what  authority  he 
wants  now. 

PRESIDENT  ROSS:  Yes.  how  can  we  help  facili- 
tate? 

DR.  ROSE:  Well,  I  can't  speak  for  the  whole  com- 
mittee, but  as  the  Chairman,  I  think  that  the  members 
of  the  committee  would  like  to  see  about  employing 
Mr.  Worthy  as  consultant  and  then  to  select  an  archi- 
tect. 

PRESIDENT  ROSS:  I  believe  at  one  time  we  au- 
thorized $9,000  to  do  the  whole  thing.  Mr.  York's  figure 
was  $25,000. 

DR.  KOONCE:  Wasn't  it  the  action  of  the  House 
of  Delegates  that  this  be  proceeded  with,  but  that 
an  architect  not  be  hired  until  the  feasibility  study. 

It  seems  to  me  that  the  feasibility  study  was 
approved  but  you  should  proceed  up  to  the  time  of 
hiring  an  architect,  prior  to  the  next  House  of  Dele- 
gates meeting.  I  may  be  wrong. 

DR.  JONES:   I  would  support  that. 

DR.  KOONCE:  In  other  words,  the  hiring  of  an 
architect  can  not  be  done  until  after  the  next  meet- 
ing of  the  House  of  Delegates. 

PRESIDENT   ROSS:    That's   my   understanding. 

DR.  KOONCE:  I'm  not  sure.  You'd  have  to  look  up 
the  minutes. 

PRESIDENT  ROSS:  You'd  have  to  look  at  the  trans- 
actions of  the  House  of  Delegates,  but  I  think  that's 
right. 

DR.  KOONCE:   Is  that  your  impression? 

DR.  JONES:  That  is  my  recollection,  sir. 

It  came  up  in  a  Council  meeting  not  long  ago  and 
it  was  researched.  At  the  time  of  that  Council  meet- 
ing, it  was  reaffirmed. 

DR.   WILLIAM  H.   ROMM   [Councilor.   1st  District]: 
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If  we   select   Mr.    Worthy,    we're   not   selecting   the 
architect? 
PRESIDENT  ROSS:    You're   entirely  correct. 
DR.  WELTON:  I  would  like  to  ask  Dr.  Rose  whether 
he  would  like  to  add  this  other  point  about  authority 
to  proceed   with   negotiating   for   the   additional   prop- 
erty— where  is  it,  on  Bloodworth  Street? 
DR.  ROSE:   Yes. 

DR.  WELTON:  Does  your  committee  wish  to  have 
that  authority? 

DR.  ROSE:  I  think  we  need  to  consult  with  Mr. 
Worthy  and  have  him  consult  with  other  people  about 
whether  we  should  at  the  present  time  purchase  it, 
but  I  think  we'll  have  to  talk  to  Wayne  about  this. 
I've  forgotten  how  much  this  involves,  but  it  in- 
volves more  money  and  according  to  Mr.  Worthy's 
report,  he  sees  plenty  of  good  parking  space  on  our 
present  property. 

PRESIDENT  ROSS:  I  see  no  reason  why  inquiries 
couldn't  be  made,  in  a  discreet  way,  to  get  informa- 
tion. 

DR.  WELTON:  So  that  at  our  next  meeting  we  can 
make  a  decision   on  the  purchase.   I   think   Dr.   Ker- 
nodle's  point  is  very  well  taken. 
DR.  ROSE:   We  can  certainly  do  that. 
DR.  KOONCE:  I  make  a  motion  that  they  be  given 
authority  to  consult  with  Mr.  Worthy. 
DR.  ROMM:  I  second. 

DR.  ROSE:  May  I  read  from  the  meeting  we  were 
talking  about?  I  believe  this  was  your  last  meeting. 

Dr.  Lymberis,  the  Chairman,  consolidated  into 
one  recommendation  items  19  and  20: 

The  Executive  Council  directs  the  President  to 
appoint  a  committee  to  obtain  an  in-depth  study  of 
the  building  needs  of  the  headquarters  facilities  of 
the  Medical  Society  of  the  State  of  North  Carolina: 
and,  the  best  utilization  of  the  recently  purchased 
land  before  commissioning  an  architect  for  plans. 
The  committee  is  to  utilize  consultants  and  expert 
planners  and  to  conduct  on-site  inspections  of  other 
headquarters  facilities.  Reasonable  expenditures  not 
to  exceed  the  amount  previously  allocated  to  the 
Committee  on  Headquarters  Facility  and  Planning- 
is  authorized.  This  report  is  to  be  completed  by 
January  31,  1968.  Progress  reports  will  be  com- 
municated to  the  Executive  Council  at  its  regular 
meetings. 
DR.  MARVIN  N.  LYMBERIS  rChairman.  Commis- 
sion V] : 
That's  the  report  of  the  Reference  Committee  which 


was  adopted  by  the  House  of  Delegates. 

DR.  KOONCE:  That's  right. 

DR.  LYMBERIS:  At  the  time  of  that,  we  were  in- 
formed there  was  slightly  over  $4,000  available  pre- 
viously allocated. 

PRESIDENT  ROSS:  The  motion  is  before  us  is  that 
they  be  empowered  to  go  ahead  with  the  hiring  of  Mr. 
Worthy,  if  they  see  fit. 

PRESIDENT  ROSS:  All  in  favor  say  "aye;"  op- 
posed. 

So  ordered. 

DR.  KOONCE:  I  think  the  investigation  of  the 
other  property  without  taking  action  is  implicit.  They 
have  the  right  to  do  that.  They  can  investigate.  I 
thought  that  was  implicit  in  the  motion. 

DR.  KERNODLE:  I'd  like  to  ask  one  question. 

We  have  allocated  up  to  $4,000,  you  said  for  in- 
vestigation and  so  forth?  Suppose  we  had  an  oppor- 
tunity for  an  option  on  this  property,  could  we  use  that 
money  to  put  down  as  an  option  on  property? 

PRESIDENT  ROSS:  That  money  has  been  in  there 
a  long  time  (1956).  It  was  originally  from  the  sale  of 
bonds  and  transaction  of  business  and  that  $4,000 
came  up  as  a  residual  which  was  used  in  part  to  pur- 
chase land,  supposedly,  to  investigate  other  facilities 
in  other  states.  That's  what  the  instructions  were 
to  Jim  Barnes. 

MR.  GARLAND  R.  PACE  [Accountant  of  the  So- 
city]  : 

There's  $2800  left  in  the  fund. 

DR.  WELTON:  May  I  speak  to  this  suggestion 
spoken  to  by  Dr.  Kernodle? 

I  would  be  favorable  to  giving  the  committee  this 
authorization,  to  enter  into  and  obtain  an  option  if 
they  deem  it  advisable. 

I  think  they're  knowledgeable  about  it  and  I 
think  we  have  confidence  enough  in  them  to  extend 
this  authorization  as  suggested  by  Dr.  Kernodle.  If 
they  think  in  their  judgment  this  additional  property 
can  be  had  at  a  good  price,  go  ahead  and  get  an  option 
on  it. 

I'll  make  that  in  the  form  of  a  motion. 

DR.   BEDDING  FIELD:    I  second  that  motion. 

PRESIDENT  ROSS:  Any  discussion  of  the  motion? 
[No  response] 

All  those  in  favor  say  "aye:"  opposed. 

So  ordered. 

DR.   BENTON:    Which  property  are  you  specifying? 

DR.   WELTON:   The  property  on   Bloodworth  Street. 

[The   meeting   adjourned   at   twelve-forty   o'clock.! 
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reconvened  at  two-six  o'clock,  President  Ross  presid- 
ing. 

PRESIDENT  ROSS:  I  don't  think  we'll  run  into 
too  many  sticky  problems  this  afternoon.  I  hope  not. 
I  hope  everybody  will  get  on  with  the  matters. 

Do  you  have  the  report  o  fthe  Physically  Handi- 
capped Awards  Committee? 

MR.  HILLIARD:  Dr.  Ross,  we  have  a  letter  of 
communication  from  Dr.  Brashear  of  January  20th. 

This  has  to  do  with  the  Outstanding  Physician  of 
the  Year  in  treatment  of  the  Handicapped. 

I  contacted  the  committee  members  of  the  Com- 
mittee on  Physical  and  Vocational  Rehabilitation  for 
the  second  and  final  vote.  Dr.  Sam  McPherson  re- 
ceived the  majority  of  the  votes  and  it  is  therefore 
their    recommendation    of    the    committee    that   he 
receive  this  award, 
(signed*   Dr.   H.   Robert   Brashear. 
PRESIDENT    ROSS:    There   were    some    six    candi- 
dates. I  believe,  all  told,  and  they  had  several  meet- 
ings concerning  this  and  Dr.  Lymberis  would  probably 
not  object  to  this  award. 
DR.  LYMBERIS:   I  would  not. 
PRESIDENT  ROSS:   So  the  recommendation  of  the 
Committee  on  Physical  and  Vocational  Rehabilitation 
is  Dr.  Sam  McPherson  who  is  an  ophthalmologist  in 
Durham. 
Does  that  require  action? 

MR.  HILLIARD:  My  understanding  is  that  the 
Council  has  to  endorse  the  committee  recommenda- 
tion for  recommendation  to  the  Governor's  committee. 


DR.  GLASSON:  I  move  the  recommendation  be  ap- 
proved by  the  Council. 

DR.  WELTON:   Second. 

PRESIDENT  ROSS:   Any  discussion?   (No  response! 

All  in  favor  say  "aye:"  opposed. 

So  ordered.  Fine. 

Dr.  Rhodes  mentioned  that  he  would  like  to  speak 
to  the  Council. 

DR.  RHODES:  Mr.  President.  Members  of  the 
Council: 

I  appreciate  this  opportunity.  I  was  asked  by  the 
MedPac  Board  yesterday  afternoon  to  bring  to  you 
a  matter  for  your  consideration. 

As  you  know,  this  is  an  election  year  and  a  year- 
and-a-half  ago,  the  Council  appropriated  to  the  Med- 
Pac organization  a  sum  of  $1,000  for  an  educational 
fund. 

We  have  attempted  to  use  this  money  judiciously 
for  educational  purposes,  purely.  It  has  supported  one 
statewide  workshop  and  one  regional  workshop. 

It  also  sponsored  some  members  of  the  Board  to 
attend  the  National  AmPac  Workshop. 

That  sum  has  now  depleted  to  the  sum  of  40  cents! 

The  Board  feels  it  will  need,  rather  urgently,  some 
additional  educational  money  and  I  might  report  to 
you  that  the  pharmacists  have  agreed  to  join  us  in 
our  efforts  and  we're  rather  happy  with  that  ar- 
rangement. 

We  have  approached  the  dentists  and  the  veterinar- 
ians. Both  organizations  have  indicated  an  interest. 
We  hope  to  affiliate  them  with  our  efforts. 

And,  the  Board  has  asked  that  we  make  a  request 
to  the  Council  for  an  appropriation  of  a  sum  up  to 
$1,000.  this,  if  the  Council  feels,  for  our  utilization 
for  educational  purposes. 

We  have  made  some  progress  in  our  organization  in 
that  we  now  have  established  a  statewide  organization 
consisting  of  the  three  regional  chairmen,  congressional 
district  chairmen  and  chairmen  in  every  county. 

We  believe  that  our  function  will  be  improved  this 
year,  in  this  election  year,  and  as  you  know  with 
redisricting  and  certain  changes  that  have  taken 
place,  there's  going  to  be  a  great  deal  more  activity 
in  this  campaign. 

We  need  to  get  our  people  involved  at  the  local 
level  and  so  we  come  to  you  with  this  request  for  a 
sum  up  to  $1,000  appropriated  for  our  use  for  educa- 
tional purposes. 

PRESIDENT  ROSS:   Thank  you. 

What  has  been  the  past  practice,  so  far  as  amount 
is  concerned?  Do  you  know.  Dr.  Rhodes? 

DR.  RHODES:  In  September  of  1966  $1,000  was 
appropriated. 

PRESIDENT  ROSS:   That's  what  I  thought. 

DR.  RHODES:  That's  the  only  appropriation  that 
the  Medical  Society  has  made  for  this  purpose. 

PRESIDENT  ROSS:  I  think  it's  interesting  to  no- 
tice in  their  report  they  have  the  largest  number 
of  members — 

DR.  RHODES:  I  would  also  report  to  you  that  at 
the   present   time   our   contributions    of   dues    amount 
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to  approximately  40  per  cent  of  the  Medical  Society 
membership. 

PRESIDENT  ROSS:  I  think  we  have  to  have  a  mo- 
tion for  that. 

DR.    GLASSON:    Question! 

None  of  the  funds  collected  by  MedPac  are  used 
for  this  purpose,  is  that  correct? 

DR.  RHODES:  Of  course,  we  do  not  like  to  use 
what  we  call  "hard"  dollars:  that  is,  the  monies  that 
have  come  from  Pac  dues  we  hope  we  can  utilize 
in  candidates  support.  We  do  not  like  to  use  it  for 
the  operation  of  the  organization.  We  like  to  use 
what  we  call  "soft"  dollars  for  that. 

Now,  we  haven't  done  enough  in  trying  to  solicit 
money  from  drug  firms  and  other  organizations.  We 
hope  eventually  to  get  into  that  field,  but  we're  trying 
to  get  our  people  involved  by  education  and  that's 
what  I'm  talking  about  now— monies  that  would  per- 
mit us  to  expand  our  educational  program  in  the  state, 
as  far  as  our  membership  is  concerned. 

DR.   DEATON:   Mr.   President,  since  MedPac  is  an 

arm  of  the  State  Medical  Society  and  since  MedPac 

looks  to  the  Medical  Society  for  financial  support,  I'd 

like  to  make  a  motion  that  we  contribute  the  amount 

of  $1,000  or  more  to  them. 

PRESIDENT  ROSS:   Is  there  a  second? 

DR.  GEORGE  G.  GILBERT  [Councilor,  10th  Dis- 
trict] : 

Second. 

PRESIDENT  ROSS:  It  has  been  seconded.  Any  dis- 
cussion? 

DR.  KOONCE:  Was  the  motion  up  to  $1,000? 

PRESIDENT  ROSS:  Well,  he  said  a  $1,000  or  more, 
but  he  meant  up  to  $1,000. 

Any  other  discussion?    [No  response] 

All  in  favor  say  "aye:"  opposed. 

So  ordered. 

Dr.  Benton  has  a  report  to  make. 

DR.  BENTON:   Yes,  off  the  record! 

[The  following  remarks  were  made  off  the  record.] 

PRESIDENT  ROSS:  Dr.  Hamilton  is  here. 

Dr.  Hamilton,  will  you  make  your  report  please 
on  the  Relative  Value  Scale? 

DR.  ALFRED  T.  HAMILTON  [Chairman,  Ad  Hoc 
Committee  on  Relative  Value  Scalel :  Mr.  President, 
Members  of  the  Council: 

I  represent  the  Committee  on  Relative  Value  Scale 
which  you  may  remember  was  originally  created  on 
a  committee  basis  by  which  we  arrived  at  a  Relative 
Value  Study  as  a  result  of  committee  membership 
work. 

This  was  abandoned  in  favor  of  the  California  Rela- 
tive Value  Study  because  it  had  been  arrived  at  on 
the  basis  of  questionnaire  and  computer  representing 
a  very  great  financial  outlay  and  as  far  as  we  could 
determine,  more  representative  relativity  as  it  is  prac- 
ticed in  North  Carolina. 

We've  now  had  that  three  years  and  there  has 
been  developing  across  the  state  some  little  disease 
with  it  because  of  dissatisfaction. 

We  have  two  petitions.   One  from  the  obstetricians 


and  gynecologists  and  one  from  the  orthopedists  to  the 
effect  that  there  are  certain  items  in  the  California 
schedule  which  they  do  not  think  are  appropriate  to 
North  Carolina  relativity. 

And,  for  this  reason,  I  believe  the  committee  was 
reactivated. 

PRESIDENT  ROSS:  That's  correct.  There  was  a 
request  made  to  the  Council  to  reactivate  this  com- 
mittee. 

DR.  HAMILTON:  Now,  we  have  not  formally  met. 

In  fact,  all  members  have  consulted  over  the  phone 
in  this  matter  and  we  would  first  propose  that  the 
California  Relative  Study  be  retained. 

It  does  have  some  shortcomings,  but  so  will  any 
other  schedule  that  is  arrived  at,  particularly  by  com- 
mittee method  which  cannot  conceivably  be  as  accu- 
rate as  the  computed  questionnaire. 

I  don't  think  North  Carolina  is  prepared  to  spend 
the  $30,000  in  computer  work  on  the  questionnaire  and 
I  don't  think  the  North  Carolina  physicians  are  going 
to  answer  the  questionnaire  adequately  enough  so 
as  to  arrive  at  a  new  total  schedule. 

And,  it  would  seem  to  us  a  great  pity  to  discard 
this  valuable  work  which  has  national  scope  and 
which  is  going  to  be  of  utmost  importance  in  Blue 
Shield  time  schedules,  in  usual  and  customary  type 
charge  schedules,  in  which  I  think  the  California  Rela- 
tive Value  Scale  will  be  used. 

We  do  however  welcome  petitions  and  we  seek 
from  you  an  instruction  of  a  mechanic  by  which 
alterations  can  be  made. 

In  the  first  place,  any  petitioned  alteration,  as  I've 
already  said,  will  be  suspect  because  it  won't  represent 
total  membership  opinion.  It  will  be  the  opinion  of  a 
committee,  or  an  organization,  or  of  a  person  and 
it  would  seem  to  me  to  upset  the  total  schedule  on 
the  basis  of  one  individual  opinion. 

But,  on  the  other  hand,  for  instance  Everett  Bugg 
says  children's  fractures  ought  to  be  differentiated 
from  adult  fractures  and  there's  no  such  representa- 
tion in  this  book — 

PRESIDENT  ROSS:  Did  he  say  which  one  he  was 
for? 

DR.  HAMILTON:  No,  he  wants  us  to  have  it  dif- 
ferent from  them  because  they  don't  differentiate. 

That  type  of  thing  could  be  put  in  the  new  schedule 
by  addenda  and  I'll  be  glad  to  prepare  such  an  ad- 
dendum but  I  beg  you  not  to  discard  the  California 
Relative  Value  Scale. 

PRESIDENT  ROSS:  Then  the  recommendation  of 
your  committee  is — ? 

DR.  HAMILTON:  Is  to  retain  the  California  Relative 
Value  Study,  for  this  committee  to  hear  petition  for 
specific  change  from  organizations  who  wish  it,  the 
specialty  organizations  who  wish  it,  and  to  the  best 
of  our  ability  arrive  at  addenda  rather  than  replace- 
ment in  the  Schedule. 

DR.  BEDDING  FIELD:  I  move  his  report  be  ac- 
cepted. 

DR.  WELTON:   Second. 

PRESIDENT  ROSS:   Any  discussion? 
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I'm  sure  that  they  devoted  time  and  attention  to 
this  point.  Any  further  discussion?   [No  response] 

All  in  favor  of  the  motion  say   "aye;"  opposed. 

So  ordered. 

Thank  you,  very  much. 

DR.  HAMILTON:   Thank  you  so  much. 

DR.  WELTON:  May  I  ask  Dr.  Hamilton  a  question? 

Do  you  happen  to  know  if  it's  currently  under  re- 
vision? 

DR.  HAMILTON:  California's  schedule  is  and  1  ex- 
pect we'll  have  this  by  June. 

I'll  add  one  word  and  then  I'll  leave  you.  I  know 
you're  busy,  but  I  don't  believe  yet  that  doctors  in 
North  Carolina  know  what  the  Relative  Value  Study- 
is.  I  think  they're  still  under  the  impression  that 
this  is  a  fee  schedule  and  they  overlook  completely 
the  variable  unit  value  is  what  determines  the  sched- 
uling of  fees,  rather  than  the  relativity.  If  they 
can  get  a  hold  of  that,  they  obviously  will  protest  less 
because  obviously  all  they've  got  to  do  is  change 
their  own  value  units. 

PRESIDENT  ROSS:    Thank  you,   very   much. 

DR.  HAMILTON:  Thank  you,  Mr.  President. 

PRESIDENT  ROSS:  The  next  item  on  the  agenda  is 
report  of  Committee  on  Hospital  and  Professional 
Relations,  two  items  by  Dr.  Jack  Wilkerson. 

I  beg  your  pardon.  Dr.  Kernodle.  You  came  in  while 
we  were  talking,   so  I   didn't  notice  you  were  here! 

DR.  KERNODLE:  Mr.  President,  Members  of  the 
Council: 

I'm  sorry  I  was  out. 

I  have  an  interim  report  on  the  Industrial  Commis- 
sion the  ad  hoc  committee  you  appointed  to  visit  the 
Governor  about  six  weeks  ago  and  he  was  most  in- 
terested in  our  ideas. 

[The  following  remarks  were  made  off  the  record.] 

PRESIDENT  ROSS:  This  was  a  request,  as  you 
know,  to  intervene  with  the  Governor  concerning 
Workmen's  Compensation  and  this  mission  has  been 
carried  out. 

Does  that  need  any  action,   do  you  think? 

DR.  BEDDINGFIELD:   I  don't  think  so. 

DR.  KOONCE:  You  don't  have  to  take  action.  You 
can  receive  it  as  it  was  presented  on  the  floor. 

MR.  HILLIARD:  Very  briefly,  the  Committee  on 
Hospital  and  Professional  Relations  has  one  matter 
of  policy  and  ethics,  in  that  since  contract  practices 
within  the  hospitals  should  be  carefully  detected  and 
monitored,  at  that  committee's  conclave  meeting  in 
September,  they  approved  the  dissemination  of  a 
memorandum  to  county  medical  societies  on  this  sub- 
ject. 

Responses  from  county  medical  societies 
regarding  contract  practice  by  physicians  with 
hospitals  in  North   Carolina. 

A.  Twenty-eight  <  28  >  county  medical  societies 
responded  to  the  inquiry. 

B.  These  replies  tabulate  as  follows: 

1.  Two  county  societies  refused  to  furnish  any 
information. 

2.  Nine   county   societies  reported   contract   prac- 


tice,  but   this   was   largely   fee-for-service   practice 
by   pathologists,    radiologists   and   anesthesiologists. 

3.  Thirteen  county  societies  reported  no  con- 
tract practice. 

4.  Four  county  societies  reported  contractual  ar- 
rangements with  hospitals  on  "other  than  a  fee-for- 
service  basis." 

C.  The  inquiry  provoked  some  lack  of  complete 
cooperation,  perhaps  by  the  wording  of  the  request 
for  information  and  contract,  and  insufficient  ex- 
planation of  purpose  in  the  letter  of  inquiry. 

D.  Some  information  was  obtained,  however,  and 
several  contracts  are  available  for  evaluation  by 
this  committee. 

PRESIDENT  ROSS:  I  think  that's  right.  I  know  I 
got  phone  calls  about  definition  and  it  sounded  pretty 
sinister  in  some  respects. 

MR.    HILLIARD:    There    is   a    brief   report    to   part 
'  b  i  to  this,  if  you  would  like  me  to  read  that. 
PRESIDENT  ROSS:  Yes. 

MR.  HILLIARD:  This  same  Committee  on  Hospital 
and  Professional  Relations  disseminated  a  letter  to 
the  Chief-of-Staff  of  all  hospitals  in  North  Carolina 
regarding  information  of  physicians  holding  appoint- 
ments on  their  Boards  of  Trustees. 

This  was  in  keeping  with  the  AMA  Resolution  No. 
94  on  the  same  subject. 

Sixteen  hospital  Chief-of-Staff  replied  to  this 
letter. 

Eight  hospitals  of  the  sixteen  replying  they  have 
a  physician  serving  on  the  Board  of  Trustees. 

Six  hospitals  of  those  responding  do  not  have 
physician  membership  on  Boards  of  Trustees,  but 
are  taking  action  to  place  a  physician  on  Board 
of  Trustees,  if  possible. 

Two  hospitals  are  university  controlled  and 
therefore  do  not  have  Boards  of  Trustees,  as  such, 
yet  Chief-of-Staff  represents  the  medical  profession 
and   hospital   staff   to   University   Trustees. 

Two  reasons  cited  by  respondents  for  not  having 
physicians  as  hospital  trustees  were: 

(a)  Dr.  John  Ferrell,   past  chairman  of  Medical 
Care   Commission   discouraged  this  practice, 
(bl  Duke  Endowment  is  opposed  to  this  practice 
Respectfully  submitted,  Jack  W.  Wilkerson.  M.D. 
Chairman. 
PRESIDENT    ROSS:     You've    heard    the    report    as 
read.   I'm  not  sure  that   that's  progress,   I  mean,   as 
far  as  our  desire. 

Did    you    have    any    breakdown    between    private 
hospitals    and     municipal    hospitals?     [Mr.     Hilliard 
shook  his  head  in  response.]  Well,  that  would  probably 
prove  illuminating! 
What  is  the  disposition  of  this  report? 
DR.  JAMES  S.   RAPER   [Second  Vice  President   of 
the  Society]:   I  move  it  be  accepted. 
DR.  REYNOLDS:   I  second  the  motion. 
PRESIDENT  ROSS:    Any  discussion? 
I'm  sure  that  this  report  will  not  in  any  way  inter- 
fere   with    our    endeavor    to    pursue    the    problem    of 
having    representation    on    hospital    boards. 
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At  one  time,  it  was  felt  very  strongly  that  this 
should  not  be,  but  I  think  this  attitude  is  changing 
and  I  think  now  with  the  health  problem,  it's  a 
necessity  even  in  Durham.  I  think  I  can  mention  they 
should  have  someone  and  can  envision  they  will,  so 
we  should  keep  up  the  efforts. 

All  in  favor  of  the  motion  say  "aye;"  opposed. 

I  The  motion  carried  unanimously.] 

[At  this  point  in  the  proceedings,  Dr.  Bedding- 
field  assumed  the  chair.] 

CHAIRMAN  BEDDINGFIELD:    Is  Dr.   Howell  here? 

DR.  JULIUS  A.  HOWELL  [Chairman,  Committee  on 
Medical-Legal]:  Yes. 

CHAIRMAN  BEDDINGFIELD:  May  we  have  your 
report,  agenda  item  15? 

PRESIDENT  ROSS:  I'm  sorry  to  keep  you  wait- 
ing, so  long. 

DR.  HOWELL:  During  the  past  several  years,  our 
Medical-Legal  Committee  has  been  interested  in  some 
kind  of  screening  panel  for  malpractice  cases. 

We've  talked  about  this  at  every  meeting  we've 
had.  Each  year,  we  have  one  or  two  joint  meetings 
with  a  similar  committee  from  the  Bar  Association. 
They  especially  have  been  interested  in  this. 

The  present  Chairman,  Warren  Stack  of  Charlotte, 
is  extremely  interested  and  enthusiastic  about  this 
sort  of  thing  and  wanted  me  to  put  it  on  the  agenda 
for  the  meeting  we  had  about  a  month  ago  or  a  little 
more. 

I  thought  it  would  be  wise  for  me  to  tell  you  what 
we've  been  able  to  find  out  about  these  panels  and 
tell  you  a  few  things  that  we,  in  the  committee,  have 
said  as  to  how  we  feel  and  then  maybe  let  you  all 
make  some  statements. 

I  wrote  to  the  AMA  Legal  Department  and  asked 
them  about  this  matter.  I  got  a  reply  from  one  of 
the  members  of  the  Legal  Department,  Richard  Ber- 
gen. He  sent  me  a  lot  of  literature,  a  lot  of  plans 
that  were  in  effect.  Some  of  these  were  counties 
in  the  United  States:   some  were  states. 

He  went  on  to  say  that  the  AMA  adopted  no  offi- 
cial stand  in  regard  to  policy  on  this  particular  thing, 
but  he  did  feel  these  plans  had  merit  and  should  be 
investigated  further. 

There  were  two  plans,  and  he  pointed  this  out,  the 
so-called  Virginia  Plan  and  the  so-called  New  Jersey 
Plan,  that  he  thought  had  more  attention  directed 
toward  them  than  any  others. 

In  brief,  the  Virginia  Plan  is  this: 

The  Medical  Society  of  Virginia  and  the  Bar  Asso- 
ciation of  Virginia  appoints  a  committee,  of  not  more 
than  ten  members  from  each  group.  This  committee  of 
twenty  or  less  will  sit  as  a  panel.  They  will  screen 
all  malpractice  claims  that  are  brought  to  their  at- 
tention. 

The  attorney  representing  the  plaintiff,  the  patient, 
is  usually  the  one  who  institutes  this. 

They  hear  all  the  evidence.  They  have  a  little  in- 
formal session.  This  is  all  off  the  record.  This  is  privi- 
leged. 

They   then   retire  to   a   room,    decide   whether   they 


want  more  information  or  whether  they  should  make  a 
decision. 

They  can  make  only  one  of  two  decisions.  One,  thai 
the  case  shows  some  evidence  of  professional  negli- 
gence. 

On  the  other  hand,  the  second  decision  they  can 
make  it  that  there  is  no  evidence  of  possible  negli- 
gence on  the  part  of  physicians. 

The  attorney  for  the  patient  is  not  duty  bound  by 
this.  He  can  proceed  further  if  this  panel  rules 
against  him. 

The  amazing  thing  here,  according  to  the  Execu- 
tive Director  of  the  Virginia  Medical  Society  says  in 
all  the  cases  they've  heard  to  date,  all  the  decisions 
have  been  unanimous.  They  take  a  secret  ballot  and 
this  is  very  surprising. 

We  talked  to  the  Medical  Director  on  Friday  on  the 
phone.  They've  now  had  the  plan  in  effect  for  six 
years.  They  are  very  enthusiastic.  They  said  this 
has  helped  them  a  lot  and  has  helped  their  relation 
between  the  two  professions. 

At  first,  they  pointed  out,  the  carriers  and  the  car- 
rier they  worked  with,  which  is  the  St.  Paul  group 
the  same  as  we  have  here,  was  reluctant  to  go  along 
with  them,  but  the  opposition  has  been  lessening  they 
say. 

They  told  me  that  on  the  phone. 

Now,  there  are  problems.  They  meet  once  a  month. 
They  have  a  full  slate  at  a  meeting  that  starts  about 
noontime  on  Wednesday,  once  a  month. 

The  attorney  has  to  put  up  a  fee  of  $50  to  be 
used  as  expense  money  for  the  doctors  and  lawyers 
who  are  on  the  panel.  In  our  case,  it  would  surely 
involve  a  lot  of  work  to  meet  that  often. 

There  are  problems  as  you  can  see. 

The  New  Jersey  Plan  briefly  is  this: 

By  law  this  plan  is  set  up,  whereas  in  Virginia 
it  is  not  set  up  by  statute. 

By  law,  the  New  Jersey  Plan  calls  for  the  State 
Supreme  Court  and  the  Medical  Society  of  the  State 
of  New  Jersey  to  run  the  plan.  Each  one  will  appoint, 
or  these  two  bodies  will  appoint  two  attorneys  and 
two  physicians  plus  a  fifth  man  who  will  have  no 
vote  unless  he's  retired.  The  fifth  man  will  be  an  ac- 
tive judge  at  the  superior  court  level  or  supreme 
court  level,  or  a  retired  judge  at  the  same  level. 

Their  plan  works  differently  in  that  when  they  make 
a  decision  against  the  patient  who's  bringing  the  suit, 
or  Who  wants  to  bring  the  suit  for  malpractice,  that 
prohibits  that  patient  from  pursuing  it  further  in 
court. 

In  Virginia,  it  does  not. 

Now,  when  I  got  the  letter  from  Mr.  Bergen,  he 
pointed  out  the  most  vigorous  opposition  has  come 
from  the  malpractice  insurance  companies  and  so 
forth. 

Their  major  complaint  is  that  the  plan  gives  a 
possible  advantage  to  the  plaintiff  if  the  panel  decides 
in  his  favor  by  assuring  assistance  in  obtaining  med- 
ical witnesses,  but  there's  no  advantage  to  the  phy- 
sician  if   the   panel   decides   in   his   favor. 
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The  variation  appearing  in  the  New  Jersey  Plan 
may  minimize  this  objection. 

We  have  discussed  these,  as  I  said  a  little  more 
than  a  month  ago,  these  plans.  We  felt  we  should 
proceed  very  cautiously. 

We  felt  that  perhaps  the  next  thing  to  do  would 
be  to  ask  the  Virginia  people  if  we  could  go  and  sit 
in  on  one  of  their  sessions. 

As  I  say,  the  Bar  group,  at  least  some  of  them 
want  to  go  along  faster  than  we  want  to  go  perhaps, 
but  we  think  that  it  does  have  merit. 

I  think  myself  the  thing  to  do  would  be  to  check 
with  Virginia  and  see  what  their  experience  has  been 
by  going  up  there. 

I  talked  to  an  attorney  in  our  area  just  Friday 
who  handles  a  lot  of  defense  work  for  insurance  com- 
panies. He  has  handled  a  lot  of  defense  suits  for 
malpractice  and  he  said  this. 

He  said,  "If  I  were  to  write  an  essay  about  this 
or  if  I  would  get  up  and  talk  to  this  group,  I  would  get 
up  and  say  this  has  merit  because  this  is  the  morally 
right  thing  to  do,  because  you  cannot  say  that  all  doc- 
tors are  never  negligent.  Some  are  occasionally  negli- 
gent and  this  would  be  the  correct  thing  to  do." 

Now,  off  the  record  I  would  say  this— [The  follow- 
ing remarks  were  made  off  the  record.] 

Now,  maybe  John  Anderson  can  enlighten  us  from 
an  attorney's  standpoint  about  this.  However,  I  really 
think  our  committee  cannot  just  stop  here.  We're 
going  to  have  to  investigate  and  look  at  this  before 
we  make  any  decision,  or  else  we  will  alienate  the 
legal  profession. 

CHAIRMAN  BEDDINGFIELD:  This  is  a  progress  re- 
port up  to  this  point  and  you  will  continue  your  ex- 
plorations? 

DR.  HOWELL:   Yes. 

Mr.  Anderson,  would  you  care  to  comment? 

MR.  ANDERSON:  Yes,  off  the  record— [The  following 
remarks  were  made  off  the  record.] 

DR.  HOWELL:  Some  aspects  of  this  have  merit— 
[The  following  discussion  on  the  subject  was  held  off 
the  record.] 

CHAIRMAN  BEDDINGFIELD:  Well,  thank  you.  Dr. 
Howell,  for  your  report. 

Item  16:  Consider  and  fill  vacancy  of  Vice  Coun- 
cilor of  the  Second  Medical  District  created  by  the 
death  of  Dr.  Jeter — Dr.  Larkin  will  you  speak  to 
that? 

DR.  LARKIN:  Mr.  Chairman,  first  let  me  say  that 
we  are  saddened  by  Dr.  Jeter's  death.  He  was  very 
well  thought  of. 

I  would  like  to  nominate  Dr.  Charles  Adams  of 
Greenville  to  be  the  Vice  Councilor  of  the  Second 
Medical  District. 

CHAIRMAN  BEDDINGFIELD:  Are  there  other 
nominations?  [No  response]  If  not.  do  I  hear  a  mo- 
tion that  nominations  be  closed  and  Dr.  Adams 
elected? 

DR.  REYNOLDS:    I'll   so  move. 

CHAIRMAN  BEDDINGFIELD:    Is  there  a  second? 

DR.  GLASSON:   Second. 


CHAIRMAN  BEDDINGFIELD:  The  motion  has  been 
seconded  that  nominations  be  closed  and  Dr.  Adams 
be  elected  as  Vice  Councilor  of  the  Second  Medical 
District.  All  in  favor  say  "aye:"  opposed  "no." 

So  be  it. 

Item  17:   Old  Business. 

Consider  request  of  Drs.  Morris  and  Newsome  for 
scientific  portion  of  the  1969  Annual  Session  devoted 
to  the  subject  of  Medical  Aspects  of  Auto  Accidents. 

Do  you  have  anything  on  that,  Mr.  Hilliard? 

I  have  a  question  of  the  Past  President— who  deter- 
mines the  content  of  the  scientific  program,  the  Presi- 
dent? 

DR.  JONES:  No,  sir.  The  Chairman  of  the  Commit- 
tee on  Scientific  Works,  currently  Dave  Sabiston,  or 
was  last  year. 

CHAIRMAN  BEDDINGFIELD:  Warner  Wells  is  now! 

This  is  a  letter  from  Dr.  Welton  who  will  be  Presi- 
dent at  that  time  and  he  tells  me  that  insofar  as  the 
program  goes,  the  scientific  program,  it  is  Dr.  Wel- 
ton's  understanding  that  the  two  committees  charged 
with  the  responsibility  in  determining  the  format  of  the 
scientific  program  is  the  Committee  on  Arrangements, 
of  which  Dr.  Styron  is  the  Chairman,  and  secondly 
the  Committee  on  Scientific  Works,  of  which  Dr. 
Warner  Wells  is  Chairman. 

DR.  JONES:  I  think  the  latter  is  the  one  you  look 
to  in  this  area. 

CHAIRMAN  BEDDINGFIELD:  Without  further  ado. 
we'll  simply  refer  the  request. 

Would  you  like  to  speak  further  to  it,  Dave? 

DR.  WELTON:  No,  that's  probably  the  way  to 
handle  it. 

I  make  a  motion  to  do  that. 

CHAIRMAN  BEDDINGFIELD:  Is  there  a  second 
to  the  motion  to  refer  this  request  to  Dr.  Wells? 

DR.  GLASSON:  Second. 

CHAIRMAN  BEDDINGFIELD:  Any  discussion?  [No 
response] 

All  in  favor  say  "aye":   opposed   "no." 

So  be  it. 

Report  from  the  State  of  Franklin  by  Dr.  Gilbert 
item  «b>. 

DR.  GILBERT:  Mr.  Chairman.  Members  of  the 
Council: 

I  was  directed  at  our  last  meeting  to  try  and  make 
sure  where  the  doctors  stood  in  the  multifarious  and 
confusing  State  of  Franklin,  and  after  considerable 
investigation.  I  found  it  an  increasingly  delightful 
situation. 

I  will  feel  like  sort  of  a  missionary  if  I  can  get 
it  across  to  you  all  here,  to  look  at  the  large  picture, 
there  really  is  no  confusion  and  the  movement  that's 
going  on  up  there  is  really  like  a  wild  fire  and 
it  should  be  dear  to  the  hearts  of  all  organized  medi- 
cine. 

In  order  not  to  get  off  on  a  tangent.  I  tried  to 
crystallize  this  in  a  letter  I  wrote  to  Jim  Barnes  after 
I  first  started  getting  to  the  bottom  of  it.  I  believe,  and 
this  will  also  bring  you  up-to-date  in  a  way. 

In  my  dual  capacity  as  a  member  of  the  Com- 
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mittee  on  Appalachia  and  also  the  Tenth  District 
Councilor,  I  have  come  upon  what  I  believe  to  be  a 
very  significant  difference  in  the  status  of  the  State 
of  Franklin  compared  to  how  it  has  been  under- 
stood by  the  State  Society  as  well  as  myself  up 
until  recently. 

To  probably  save  you  digging  into  the  conclave 
records,  it  will  help  I  trust  to  recapitulate  the  gross 
recommendations  of  the  Committee  on  Appalachia. 
These  apply  not  only  to  the  State  of  Franklin,  but 
to  the  East  Appalachia  project  as  well. 

The  recommendations  consist  of  two  primary 
actions: 

1.  To  reaffirm  the  same  general  principles  which 
have  been  adopted  by  the  previous  year's  com- 
mittee on  Appalachia  and  the  State  Society's 
"Statement  of  Principles"  on  the  Appalachia  pro- 
gram. 

It  has  also  been  passed  to  the  Ninth  District 
Councilor,  as  far  as  East  Appalachia  was  con- 
cerned and  myself  as  Tenth  District  Councilor,  to 
contact  or  have  appropriate  action  taken  so  that 
the  M.D.'s  in  these  various  districts  involved  in  the 
two  Appalachia  projects  should  be  officially  ac- 
quainted with  the  fact  and  action  taken  in  their 
county  societies,  if  necessary  so  that  they  re- 
present organized  medicine  in  the  form  of  the 
State  Society  as  well  as  being  individuals  on  var- 
ious committees,  involved  in  the  various  aspects 
of  both  situations. 

Having  the  above  goals  in  mind,  I  arranged 
an  evening  with  Hugh  Matthews  of  Canton  and  it  is 
primarily  through  him  that  I've  been  impressed 
v/ith  the  difference  in  perspective  which  I  believe 
represents  a  very  unique  situation  where  the 
doctors  and  the  State  of  Franklin  have  already  an- 
ticipated the  State  Society's  goals  mentioned  above 
and  are  doing  their  utmost  in  extreme  activity 
to  make  the  most  of  this  new  organization. 

Historically,  the  entire  project  probably  came 
into  being,  in  part,  from  the  Appalachia  study.  Ap- 
parently when  the  news  of  the  potential  got  to  the 
public,  the  population  of  the  entire  area  became 
most  enthusiastic  so  that  instead  of  representing 
an  effort  to  take  advantage  of  federal  financing 
and  medical  help,  it  has  evolved  into  a  true  grass- 
roots, steamroller.  Perhaps  a  good  description 
of  the  situation  would  be  that  the  common  people 
have  taken  the  ball  away  from  the  federal  gov- 
ernment and  are  running  with  it. 

For  the  first  time,  the  people  of  these  mountain 
counties  have  joined  together  in  a  common  effort 
to  better  their  own  health  facilities,  rather  than 
sticking  to  the  county  line. 

At  the  Executive  Committee  meeting,  "Daddy" 
Ross  expresed  my  feelings  at  the  time,  stating 
that  the  best  he  could  make  out  of  it  was  that  there 
was  nothing  but  utter  confusion  in  the  State  of 
Franklin. 

Admittedly,  the  myriad  committees  with  poten- 
tial involvement  with  all  sorts  of  government  agen- 


cies does  lead  to  a  very  confusing  situation.  The 
spirit  of  their  present  situation  in  spite  of  the  con- 
fusion is  still  by  their  own  efforts  to  get  every 
conceivable  improvement  in  the  health  field  and 
instead  of  starting  it  at  the  federal  level  and  work- 
ing backwards,  they  are  exercising  very  consider- 
ably activity  for  one  thing  with  county  commis- 
sioners as  far  as  public  health  facilities  are  con- 
cerned, as  this  one  small  example. 

The  doctors  themselves  are  possibly  most  inter- 
ested in  having  a  record  in  a  central  geographic 
area,  possibly  Andrews,  with  a  facility  involving 
all  of  their  various  hospital  ancillary  services  such 
as  laboratory,  physical  therapy,  cardiac  monitor- 
ing, x-rays  and  so  forth,  that  not  one  of  the  six 
hospitals  in  the  area  can  afford  to  have:  all  of 
these  being  available  through  modern  communica- 
tion lines  for  service  to  all  of  their  hospitals. 

Therefore,  instead  of  the  situation  as  I  had 
pictured  it,  the  medical  profession  has  proceeded 
through  the  usual  county  lines  to  meet  together 
with  the  Haywood  County  Medical  Society  and  the 
Jackson  County  Medical  Society  at  the  town  of 
Sylva.  They  have  met  many  times  to  implement 
the  program  so  that  the  position  as  now  given  of 
trying-  to  get  the  doctors  oriented  through  organized 
medicine's  standpoint  is  already  in  being. 

In  addition  to  this,  as  opposed  to  the  State  So- 
ciety wanting  to  get  realization  of  their  position 
with  the  doctors,  the  reverse  is  true  and  the  doc- 
tors are  really  "watering  at  the  mouth"  to  get 
their  present  position  appreciated  by  the  State 
Society. 

I  realize  there  are  several  people  in  the  room  who 
have  even  made  trips  up  there  in  regard  to  one  ven- 
ture or  another  and  I  may  be  presupposing  more  than 
I  should— maybe  they  sensed  more  than  I  did.  It  took 
me  quite  a  while  to  really  appreciate  all  that  has  been 
going  on. 

Now,  to  bring  the  situation  up-to-date,  one  thing 
they  furnished  me  with  and  this  is  what  transpired 
at  our  last  meeting  prior  and  also  at  our  meeting  here 
today. 

I  have  thought  of  this  because  one  thing  that  came 
out  of  the  workshops  yesterday  was  getting  doctors 
to  meetings  and  here  I  have  a  list  of  meetings  of  the 
last  two  years,  one  page  right  after  another  of  doc- 
tors' meetings,  where  nearly  every  doctor  in  the 
seven  Western  counties  has  attended  and  they're  all 
on  different  committees. 

In  another  region  where  all  the  "confusion"  is, 
they're  all  working  and  all  the  people  up  there  are 
working.  They've  had  seminars  and  I've  even  made 
sort  of  a  poll  in  my  office  with  all  the  people  I  see 
from  that  area  and  asked  them  if  they've  heard  of  it 
and,  believe  it  or  not,  the  majority  of  the  patients 
with  no  axes  to  grind  spark  when  you  mention  this. 

Of  course,  it's  a  very  rural,  mountainous  area  where 
one  county  had  one  active  doctor  and  over  1700  people 
over  mountain  ranges  and  up  and  down  valleys,  so 
that  another  thing  mentioned  is  he  did  25  miles  and 
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this  represented  a  hazard  in  getting  medical  care. 

But,  to  bring  it  up-to-date,  and  there  was  quite  a 
bit  of  correspondence — some  with  Lou  Shaffner— where 
they  wanted  State  Society  help  and  advice.  They 
wanted  it  in  these  seven  counties  and  whereas  there 
are  ten  counties  in  my  district,  it  would  leave  three 
of  them  out:  to  organize  themselves,  the  doctors,  for 
the  benefit  of  the  State  of  Franklin  Health  Council. 

There  are  many  other  people  involved  and  I  should 
mention  of  all  people  who  have  seen  this  thing  pushing 
through,  Dr.  Killian,  who  is  dean  of  one  of  the  Western 
schools  of  North  Carolina— this  is  largely  his  baby 
and  just  between  you  and  me,  I've  read  a  lot  of  his 
correspondence  with  Dr.  Jones  and  Dr.  Ross  and 
others,  I  know  from  talking  to  him  he  has  this  whole 
thing  in  his  mind  and  this  is  off  the  record— [The 
following  remarks  were   made   off   the   record.  1 

It  was  the  consensus  generally  that  these  doctors 
could  band  together  for  their  own  purposes,  without 
setting  up  a  new  medical  district  in  the  state,  just 
as  they,  the  same  doctors  just  about,  have  banded 
together  for  years  now  in  a  postgraduate  assembly 
they  have  in  Waynesville  every  year  called  The  Moun- 
taintop  Assembly. 

This  is  not  necessarily  a  part  of  organized  medicine, 
but  it's  still  a  group  of  doctors  vitally  interested  in 
the  health  programs  in  their  area,  so  they  have  now 
organized  and  have  drawn  up  by-laws  and  are  calling 
themselves,  The  Academy  of  Medicine  of  the  State 
of  Franklin  and  here  is  a  picture  which  will  appear 
in  the  press  [held  up  a  photograph]  of  their  officers. 

I  think  there  is  a  total,  west  of  Haywood  County, 
31  doctors  from  the  six  western  counties  and  23 
appeared  at  the  meeting  where  they  got  organized  and 
to  show  you  how  it  is  still  a  permanent  thing  as  far 
as  they're  concerned  with  the  State  Society,  it  says— 
this  is  what  will  appear  in  the  paper  if  it  hasn't  al- 
ready appeared: 

The  Academy  of  Medicine  serves  as  a  vehicle  for 
continuing  education  and  provides  an  avenue  for 
communication  within  the  seven  counties — which 
they  name — and  with  the  North  Carolina  Medical 
Society. 

Another  thought  that  I've  had,  maybe  unofficially, 
and  I'm  sure  many  of  the  contacts  have  already  taken 
place,  but  speaking  of  the  Comprehensive  Health  Pro- 
gram, these  people  already  have  one  going.  They're 
off  and  running  this  thing  and  I'm  sure  it  will  end 
up  dovetailing  with  the  other  programs  we've  talked 
about  today. 

In  fact,  this  is  part  of  the  general  picture  that 
this  is  a  central  group  that  are  incorporating  for 
themselves  all  previous  existing  health  facilities  so 
that  the  different  state  agencies,  such  as  the  clinics 
go  out  once  a  week  for  TB  to  different  counties  and 
the  orthopedic  men  go  to  a  clinic  in  Sylva  and  eye 
people  are  working  for  the  blind  and  go  to  the  clinics, 
and  all  these  things  are  being  brought  together  in  one 
head. 

There  has  been  talk  of  the  crossing  of  lines  and  over- 
lapping of  the   federal   agencies   and   this   might  just 


be  another  way  for  other  areas  to  get  help,  rather 
than  coming  from  the  top  down,  to  start  at  the  bot- 
tom and  then  apply  what  they're  doing  with  the  dif- 
ferent agencies  where  they  need  help. 

They  have  not  yet  made  an  application  to  Appa- 
lachia.  They  have  not  yet  come  across  something  that 
they  have  to  offer. 

They  have  projects  going  through  the  Kellogg  Foun- 
dation, Ford  Foundation  and  several  different  proj- 
ects with  a  number  of  different  agencies,  govern- 
mental and  private  and  both. 

This  is  in  the  form  of  information.  I  promised  to 
report  back  to  them  the  general  feeling  of  this  group 
and  I  don't  know  whether  a  motion  of  approval  would 
be  in  order,  or  not,  whatever  is  the  will  of  the  group, 
just  so  I  can  take  it  back  to  them. 

CHAIRMAN  BEDDINGFIELD:  Thank  you,  Dr. 
Gilbert. 

Are  there  questions  of  Dr.  Gilbert? 

PRESIDENT  ROSS:  Mr.  Chairman,  I  think  in  the 
beginning,  the  thing  I  said,  there  was  no  doctor,  you 
know,  who  knew  what  was  going  on.  The  only  per- 
son you  could  communicate  with  was  Dr.  Killian 
and  someone  else  and  so  you're  talking  about  health 
facilities  and  my  concern  was  we  were  trying  to  get 
together  Dr.  Hugh  Matthews,  Morgan  or  McRae  or 
any  of  those  people  and  it  seems  to  me  they  do  have 
something  going  now. 

And,  as  a  matter  of  fact,  I  think  also,  Dr.  Gilbert, 
they  have  made  application  to  Regional  Medical  Pro- 
gram. 

DR.  GILBERT:  Absolutely.  I  forgot  to  mention  that. 

PRESIDENT  ROSS:  I  think  they  certainly  deserve 
"A"  for  effort  and  our  concern,  as  you  remember,  and 
Dr.  Welton,  and  Dr.  Frank  Jones  who  were  com- 
municating on  this,  everything  was  transiental— spin- 
off, spin-out  and  spin-up  or  something!  It  always 
came  back  to  Dr.  Killian  about  health  affairs  and  we 
felt  we  should  have  someone  who  represented  the 
medical  profession  and  it  looks  like  they're  develop- 
ing, so  it  may  have  some  real  possibilities. 

DR.   GILBERT:    Thank  you. 

I  don't  know  when  it  came  along  chronologically,  but 
to  give  you  some  idea  here  is— well,  they  have  a 
board  of  trustees  on  which  Dr.  Killian  is  trustee  and 
then  they  have  a  board  of  advisers  and  review. 

Now,  Dr.  Hugh  Matthews,  as  you  might  expect,  was 
elected  president  of  the  new  Academy  of  Medicine.  He 
is  vitally  interested,  but  he  is  also  chairman  of  their 
whole  board  of  advisers  and  review,  so  he  is  chair- 
man of  every  one  of  these  committees — [held  up 
chart]— in  all  the  different  counties,  so  here  is  one 
doctor  who  was  in  a  position.  He  was  anxious  and 
maybe  he  came  along  too  late  to  help  straighten  these 
things  out. 

All  of  the  government  work  has  planning  first  and 
he  conducted  a  survey  in  depth  of  the  health  facilities 
in  the  counties.  This,  too,  has  been  seen  and  passed 
around. 

There's  hardly  a  health  facility  down  to  the  last 
out-house  that  hasn't   been   included! 


158 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


CHAIRMAN  BEDDINGFIELD:  Thank  you,  Dr. 
Gilbert. 

As  Dr.  Gilbert  has  indicated,  physicians  in  the  State 
of  Franklin  would  like  some  feedback  as  to  reaction 
of  the  Council  to  this  report. 

Do  I  hear  a  motion? 

PRESIDENT  ROSS:  Dr.  Welton  has  written  twice. 
Maybe,  Dr.  Welton,  you  would  like  to  give  the  sense 
of  the  letters  you've  written? 

DR.  GILBERT:  I  should  have  mentioned  that  and 
I  apologize  to  Dave  for  not  doing  so. 

DR.  WELTON:  I  think  it  was  at  the  Executive 
Committee  meeting,  we  had  similar  information,  not 
quite  as  extensive  as  this  presented,  and  in  line  with 
that,  I  wrote  a  letter. 

First  of  all,  I  would  like  to  thank  Dr.  Gilbert  for 
the  time  he  spent  on  this  fine  report  and  I  would 
move  that  we  commend  the  physicians  in  the  State  of 
Franklin  for  their  initiative  and  activity  in  organizing 
the  program  there  and  continue  to  offer  them  any 
assistance  as  they  so  desire. 

DR.  REYNOLDS:   Second  the  motion! 

CHAIRMAN  BEDDINGFIELD:  The  motion  has  been 
seconded.   Is  there  any   discussion?    I  No  response] 

If  not,  all  in  favor  say  "aye";   opposed  "no". 

So  be  it. 

Thank  you,  George. 

I  have  no  other  items  under  Old  Business  and  we 
can  go  to  item  18  New  Business,  (a)  consider  inviting 
several  state  legislators  to  attend  the  AMA  Congress 
on  Socio-Economic  Matters  in  Chicago  in  March.  Pay 
expenses.  This  has  been  done  by  Oklahoma  and  sev- 
eral others. 

Dr.  Welton  to  discuss. 

DR.  WELTON:  Mr.  Chairman,  there  is  one  error 
which  is  my  fault. 

Expenses  were  not  to  be  paid. 

I'm  going  to  give  you  some  specific  information 
from  Oklahoma  which  I  obtained  this  past  week. 

This  suggestion  originated  in  a  workshop  session 
last  summer  of  an  organization  which  was  founded 
by  our  late  Ted  Raiford  called  OSMAP— which  is  the 
Organization  of  State  Medical  Association  Presidents, 
President-elects,   and  Past  Presidents. 

Several  states  are  doing  this  and  the  information 
from  Oklahoma  is  this: 

They  took  four  legislative  guests.  They  invited 
them  to  go  to  AMA  Congress  on  Quackery.  Now,  the 
legislators  pay  their  own  transportation  and  their  own 
hotel  bill,  and  the  legislature  there  has  a  travel  budget 
so  it  didn't  come  out  of  their  personal  pockets.  It 
came  out  of  the  legislative  travel  budget. 

There  was  some  hospitality  extended  to  them  dur- 
ing their  stay  in  Chicago  by  the  members  of  Okla- 
home  delegation  who  invited  them  and  it  wasn't  all 
at  the  clubs.  Part  of  it  was  at  the  AMA  headquarters. 

I  put  the  question  to  them — "Do  you  think  you 
got  lasting  benefit  out  of  it?"  an  dthey  said,  "Defi- 
nitely, yes". 

It  convinced  all  four  of  them  that  chiropractic  was 
a   quack  organization. 


Now,  how  were  the  men  selected? 

They  tried  to  pick  key  committee  chairmen,  two 
from  the  House  and  two  from  the  Senate,  and  they 
invited  the  Speaker  of  the  House  to  select  one  ot  the 
two.  One  had  always  been  a  good  friend  of  medicine, 
but  he  felt  that  the  AMA  and  the  medical  profession 
was  controlling  the  input  of  students  in  the  medical 
schools  and  the  output  of  M.D.'s. 

He  was  enlighted  by  a  personal  interview  with  Dr. 
Hugh  Hussey  Director,  Division  of  Scientific  Activi- 
ties at  AMA  headquarters  and,  of  course,  that  was 
arranged  in  advance,  as  was  an  interview  with  ap- 
propriate Council  on  Mental  Health. 

Another  one  of  these  legislators  was  Chairman  of 
the  Mental  Health  Committee  in  the  Senate  of  Okla- 
homa. 

A  third  was  Chairman  of  the  Public  Health  Com- 
mittee of  the  Senate  and  had  been  very  antagonistic 
towards  medicine  and  this  changed  his  attitude. 

So  this  is  simply  submitted  as  a  suggestion. 

The  first  congress  of  national  interest  which  might 
be  applicable  if  this  idea  is  received  with  any  enthu- 
siasm would  be  this  one  scheduled  in  Chicago  in 
March. 

I'd  first  like  to  hear  Dr.  Beddingfield's  reaction  to 
the  idea. 

CHAIRMAN  BEDDINGFIELD:  My  reaction  would 
be  favorable  if  we  could  pick  the  right  people  to 
go.  We,  of  course,  do  not  know  who  is  going  to  be 
in  the  next  legislature  and  the  committee  appoint- 
ments. 

But,  I  would  suspect  that  we  have  an  idea  of  a 
probability  of  who'll  be  back,  within  limits. 

We've  already  done  this  at  one  time.  This  wasn't 
for  legislators,  but  two  or  three  years  ago  we  did 
make  the  recommendation — and  the  Society  did  this — 
we  sponsored  the  trip  of  Mr.  David  Warren,  who's 
an  attorney  with  the  Institute  of  Government,  and  who 
surveys  legislation  pertaining  to  health  affairs  for 
the  Institute  of  Government,  and  Mr.  Warren  went 
with  us  on  a  trip  to  Chicago  and  I  think  this  was 
very  worthwhile. 

I  think  it  developed  a  close  rapport  between  the 
Medical  Society  and  his  activities.  He  feels  free  to 
come  in  and  ask  us  information  and  we  feel  free  to 
ask  him  to  do  certain  tasks  for  us  at  the  Institute  of 
Government  and  I  think  we've  developed  a  very  fine 
relationship. 

I  think  it  has  definite  possibilities. 

Now,  our  General  Assembly  does  not  have  a  travel 
fund  for  legislators,  so  if  they  were  invited,  in  the 
aspect  of  being  guests  there  would  be  some  costs 
involved. 

I  would  estimate  the  cost  to  be  $200  per  person. 

Dr.  Welton  specifically  asked  me  to  comment  and 
I  would  like  to  ask  the  group  if  there  is  ony  comment. 

DR.  SUMMERLTN:  Since  this  meeting  is  coming 
up  in  March  and  the  legislature  will  be  elected  after 
that  next  session,  aren't  you  just  guessing  at  whom 
you  might  take? 

CHAIRMAN    BEDDINGFIELD:    Absolutely! 
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Well,  there  are  various  AMA  congresses  and  Mr. 
Anderson  has  just  suggested  that  the  content  of  the 
Congress  on  Socio-Economic  Matters  might  not  be 
the  most  appropriate  AMA  congress  to  which  to  in- 
vite legislators. 

There  are  others  which  might  be  more  appropriate 
and  we  might  know  by  that  time  who  the  key  people 
might  be  that  we  might  invite. 

DR.  WELTON:  May  I  make  a  motion  then  that 
this  matter  be  referred  to  the  Legislative  Committee 
for  implementation   when   they   see  fit. 

DR.  JONES:  Second. 

CHAIRMAN    BEDDINGFIELD:    Any    discussion? 

DR.  LARKIN:  By  implemention  what  do  you  mean? 
I  mean,  will  they  have  the  authority  to  pay  for  this 
trip? 

DR.  GLASSON:  Don't  you  think  we  should  put  a 
limit  on  this? 

CHAIRMAN  BEDDINGFIELD:  May  I  suggest  this, 
in  wearing  two  hats,  that  you  simply  give  us  author- 
ization to  do  this  within  the  present  budgetary  funds 
to  the  Legislative  Committee  and  if  we  need  more, 
we  can  come  out  and  ask  for  more,  but  if  you  would 
simply  give  us  the  authority  by  voting  in  favor  of 
Dr.  Welton's  motion  to  do  this  within  our  present 
funding,  I  think  we  could  handle  it  within  our  present 
funding. 

DR.  STUCKEY:  These  congresses,  they're  all  over 
the  country— sometimes  in  San  Francisco,  sometimes 
in  Honolulu,  Hawaii,  wouldn't  that  make  a  difference 
too? 

CHAIRMAN  BEDDINGFIELD:  Most  of  them  are  in 
Chicago. 

Is  there  further  discussion?    [No  response] 

If  there's  no  further  discussion,  all  in  favor  of 
the  motion  let  it  be  known  by  saying  "aye";  all  op- 
posed "no". 

We  have  a  division  of  the  'ayes".  Will  the  "ayes" 
please  raise  their  hands?  [A  show  of  hands  followed] 
Will  the  "nays"  please  raise  their  hands?  [A  show 
of  hands  followed.] 

The  "ayes"  have  it! 

Item  (b)  consider  the  request  of  Dr.  Marc  J.  Mus- 
ser  Director  of  Regional  Medical  Programs  for  one 
committee  of  the  Medical  Society  with  which  RMP 
might  deal. 

Who  will  speak  to  this? 

DR.  WELTON:  Since  this  subject  was  put  on  the 
agenda,  there  has  been  in  Washington  a  national  work- 
shop session  of  the  Regional  Medical  Program,  at 
which  I  represented  our  Society  and  I  would  like 
to  make  some  comments  about  that  first. 

The  emphasis  at  this  conference  which  was  two 
and  a  half  days,  and  it  was  a  productive  one,  was 
very  well   planned. 

The  emphasis  was  on  availability  of  medical  services 
and  quality  of  medical  services  and  the  program  was 
sparkling  with  nationally  known  luminaries. 

And,  medicine  was  well  and  effectively  represented 

Among  other  things,  in  some  of  the  discussion 
groups,  I  found  it  very  refreshing  and  very  encourag- 


ing to  see  a  group  of  medical  educators  sitting  down 
admitting  that  their  continuing  education  post-graduate 
seminars  were  poorly  planned  and  they  wanted  to 
know  how  to  improve  them,  pointing  out  that  fre- 
quently the  subjects  and  speakers  were  selected  on 
the  basis  of  what  they  wanted  to  teach,  rather,  than 
on  what  the  people  coming  to  the  meeting,  conference, 
seminar,  needed  to  use  back  home  in  their  practice. 

You  would  also  probably  be  interested  in  some  up- 
to-date  information  on  the  status  of  our  own  pro- 
gram. 

There  was  a  meeting  of  the  Board  of  Directors 
last  Wednesday  at  which  I  was  to  attend  with  Dr.  Ross 
and  we  were  frozen  out. 

Well,  very  briefly  then  the  on-site  inspection  team 
which  is  a  national  group  of  people  assigned  by  HEW 
to  review  the  program  occurred  here  on  November  29th 
or  30th,  at  which  time  full  reports  were  given  and 
requests  were  made  for  nine  operational  grants. 

It  is  expected  that  the  decision  will  be  forthcom- 
ing in  February  and  the  men  who  have  their  ears 
to  the  grapevine  think  it  will  be  favorable. 

So,  if  this  occurs  as  anticipated,  they  will  have 
the  initial  opportunity  to  put  into  action  some  of  these 
operational  grants,  which  include  such  things  as 
coronary  care  units  and  increased  educational  efforts 
along  the  lines  of  diabetic  patients  in  the  control  of 
diabetes  and  a  stroke  unit,  and  Louis  Shaffner  knows 
all  about  that  and  can  tell  you  more  in  detail. 

Now,  for  your  information,  I  obtained  from  the 
Regional  Medical  Program  three  things  which  have 
been  clipped  together  and  are  at  your  place. 

I  have  found  in  speaking  to  several  county  societies 
there  is  still  a  great  deal  of  lack  of  information  about 
this  and  the  usual  attitude  is  one  of  apprehension  be- 
cause it  is  regarded  as  another  piece  of  federal  legis- 
lation which  is  "being  thrust  down  our  throats". 

The  unique  thing  about  this  though  is  that  it  gives 
the  medical  profession  initial  and  full  responsibility  of 
implementing. 

It's  a  service  program  in  character  and  has  to 
eventually  be  implemented  at  the  local  level.  At  this 
point,  the  local  people,  as  I  understand  it.  can  go 
as  far  as  they  want  to  to  get  what  they  want. 

Now,  in  getting  information  to  your  own  county 
societies  and  surrounding  county  societies,  the  first 
thing  here  is  a  three  page  summary  called,  "Review 
of  Guidelines"  and  I  think  the  most  important  part 
of  it  is  the  last  part  on  the  bottom  of  page  three 
which  tells  what  the  Regional  Medical  Program  will 
not  do. 

The  next  thing  which  is  eight  pages  is  a  history  of 
the  program  and  you'll  all  be  interested  to  know  that 

the  Medical  Society  and  the  medical  schools  were 
working  on  this  before  the  law  was  passed. 

And.   the  objectives. 

Then,  there  is  a  list  of  Board  of  Directors  on  which 
we  are  well  represented  on  the  Advisory  Council. 

Now,  it's  true  that  most  of  this  material  is  con- 
tained in  a  special  issue  of  our  Journal  last  May,  but 
some  of  it  has  been  up-dated  since  then. 
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So  I  would  like  to  suggest  that  you  review  this  again 
and  you  may  obtain  additional  copies  of  this  if  you 
wish  to  circulate  it  among  your  own  county  societies — 
any  or  all  four  of  these  items  here. 

Now,  as  to  this  one  committee,  Dr.  Musser  and  I 
have  discussed  this  many  times  and  it  finally  ap- 
peared that  adding  one  so-called  "master  committee" 
would  be  more  of  a  burden  than  it  would  an  advan- 
tage. 

In  the  first  place,  we  have  good  representation  on 
the  Board  of  Directors  and  the  main  idea  here  is  to 
see  that  our  Society  has  its  share  of  voice  in  the 
operation  and  direction  of  this  program. 

Dr.  Musser  is  very  anxious  to  see  that  we  do. 

So,  at  the  present  time,  it  appears  from  our  dis- 
cussion that  this  may  be  accomplished  through  our 
existing  representation  on  the  Board  of  Directors,  the 
Advisory  Council,  and  in  many  cases  the  same  people 
on  our  committees  are  on  the  committees  which  are 
being  formulated  in  the  Regional  Medical  Program, 
so  I  don't  think  this  one  new  committee  is  going  to  be 
necessary. 

That's  all  I  have  to  report. 

CHAIRMAN  BEDDINGFIELD:  We'll  simply  re- 
ceive that  then  as  information,  right? 

DR.  WELTON:  Right. 

CHAIRMAN   BEDDINGFIELD:    All    right. 

Item  <ci  consider  type  of  classification  for  physi- 
cians practicing  in  the  field  of  student  health  medi- 
cine. I  suppose  this  is  for  roster  information. 

Dr.  Styron,  can  you  speak  to  that? 

SECRETARY  STYRON:  There  were  communica- 
tions which  I  read  and  the  only  thing  I  know  about 
this  is  a  request  that  Mr.  Barnes  put  this  on  the 
agenda. 

The  problem  is  that  student  health  physicians  want 
a  title  in  the  roster  which  satisfactorily  designates 
them  as  such  and  I  think  the  only  way  to  express 
this  is  to  just  read  the  letter  that  Nicholas  Love  wrote 
to  Mr.  Barnes: 

Dear  Mr.  Barnes: 

I  appreciate  your  letter  of  September  25th  of  having 
noticed  the  suggestion  or  request  for  classification  of 
student  health  physician. 

Perhaps  the  main  reason  that  this  classification  con- 
cerns me  and  my  colleagues  is  that  it  is  presently 
classified  under  Public  Health  as  preventive  medicine. 

One  of  my  colleagues  has  corresponded  with  several 
of  the  major  drug  manufacturers — etcetera,  etcetera — 
this  excludes  us  as  a  group  from  receiving  several 
very  helpful  publications  because  of  the  designation. 

In  other  words,  if  they  were  designated  as  we  are, 
they  would  receive  the  publications.  One  of  the  pub- 
lications is  the  "Physicians  Reference",  also  "Medi- 
cal Economics",  etcetera. 

Student  health  physicians  and  organizations  such 
as  the  University  of  North  Carolina  receive  many 
patients  who  are  treated  by  local  physicians  within 
the  State  and  within  literally  all  the  States  and  several 
foreign  countries. 

And,  there  are  other  comments,  but  basically  what 


they  want  is  designation  in  the  roster  which  defines 
them  as  practitioners  of  medicine. 

Perhaps  Dr.  Combs  could  help  us  with  this  problem. 

PRESIDENT  ROSS:  What  designation  are  they  un- 
der? 

SECRETARY       STYRON:      They're      under      Public 
Health. 

They  offer  none. 

PRESIDENT  ROSS:   Student  Health? 

SECRETARY  STYRON:  Now.  does  anyone  have  a 
suggestion  to  get  us  out  of  this  dilemma? 

DR.   GARRARD:    It's  general  practice,   isn't   it? 

SECRETARY  STYRON:  Yes,  it's  basically  general 
practice,  but  there  are  those  who  are  engaged  in  this 
activity  who  are  internists  and  of  course  they  call  it 
a  specialty,  but  the  people  who  do  the  work  basically 
do  general  practice. 

DR.  LARKIN:  How  about  putting  them  in  under 
Public  Health  but  in  parentheses  put  in  Student 
Health? 

DR.  GILBERT:  Couldn't  it  be  placed  in  General 
Practice  with  an  asterix  or  in  parentheses  "Student 
Health"? 

SECRETARY  STYRON:  I  don't  think  the  term 
"General  Practice"  would  solve  their  problem  be- 
cause some  of  them  are  internists  who  have  gone 
into  this  area. 

PRESIDENT  ROSS:  Can't  they  say  what  they 
want? 

DR.  WELTON:  When  they  send  their  card  in  each 
year,  they  should  indicate  how  they  want  to  be  listed. 

SECRETARY  STYRON:  This  may  be  a  way  around 
it:  rather  than  designate  them  all  as  the  same  thing, 
have  each  individual  designate  on  his  own  card  how 
he  wishes  it  to  be  listed. 

DR.  WELTON:  If  we  create  a  new  abbreviation, 
that  may  prevent  what  they  wish  to  accomplish. 

SECRETARY  STYRON:  That  is  why  we  did  not 
make  any  suggestion  on  this. 

DR.  GARRARD:  And,  a  great  number  of  them  are 
part-time  so  it  ought  to  be  labeled. 

SECRETARY  STYRON:  So  I'll  just  write  Nicholas 
Love  a  letter  telling  him  that  each  individual  should 
state  how  he  wishes  to  be  listed. 

CHAIRMAN  BEDDINGFIELD:  And.  tell  him  if  it 
doesn't  solve  it,  repetition  us  and  let  us  know  what  he 
wants. 

Mr.  Hilliard! 

MR.  HILLIARD:  I  can't  find  the  specific  instruc- 
tion, but  I'm  sure  somewhere  in  the  past  Executive 
Council  there  was  an  instruction  to  Mr.  Barnes  that 
only  one  classification  will  be  listed  in  the  roster  for 
each  physician. 

In  other  words,  the  asterix  or  the  additional  anno- 
tation is  what  I  want  clarified. 

SECRETARY  STYRON:  Well,  I'll  just  send  him  a 
letter. 

CHAIRMAN  BEDDINGFIELD:    All   right. 

We  ought  to  discuss  endorsement  of  Dr.  Millard 
Hill  for  AMA  Council  on  Constitution  and  By-Laws. 
Who  is  prepared  to  discuss  this? 
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PRESIDENT  ROSS:  This  was  taken  up  at  the  Hous- 
ton meeting  by  the  members  of  this  Council  there. 
We've  got  instruction  from  the  people  on  the  Council. 
We  have  written  to  Dr.  Blasingame. 

We  are  in  the  process  of  preparing  a  single  sheet 
for  his  curriculum  vitae,  I  suppose,  and  I  think  that 
everything  has  been  done  that  is  required  and  unless 
Micah  comes  up  with  another — [laughter] — and  ser- 
iously. I  think  we  have  filled  this— isn't  that  right, 
LaRue? 

MRS.  KING:  Dr.  Hill  was  in  the  office  the  other 
day  and  brought  the  information  to  formulate  his  cur- 
riculum vitae. 

PRESIDENT  ROSS:  So  the  material  is  in  hand  and 
will  be  sent  out,  as  suggested. 

MRS.  KING:  He  did  suggest  that  letters  go  to  Dr. 
Dorman,  Dr.  Kolb,  Dr.  Ingram  and  Dr.  Bibler. 

CHAIRMAN  BEDDINGFIELD:  And,  the  Council  has 
already  endorsed  his  candidacy,  is  that  right? 

PRESIDENT  ROSS:  That's  my  understanding.  That's 
what  Dr.  Hill  told  me. 

MR.  HILLIARD:  Has  this  Council  acted  on  it? 

PRESIDENT  ROSS:   Our  Council?  I  don't  think  so. 

CHAIRMAN  BEDDINGFIFELD:  That's  what  we're 
here  for. 

DR.   REYNOLDS:   I  move  that  we  endorse  it. 

DR.  STUCKEY:   Second  the  motion. 

CHAIRMAN  BEDDINGFIELD:  Discussion?  [No  re- 
sponsel 

If  not,  all  in  favor  say  "aye";  opposed  "no". 

So  be  it. 

Item   (g)   North  Carolina  Association  of  Professions 
have  three  of  the  members  of  the  Board  whose  terms 
are  expiring:  Drs.  Hamrick,  Rhodes  and  Kernodle. 
for  physicians. 

PRESIDENT  ROSS:  These  people  are  very  anxious 
to  have  these  same  people  serve  again. 

DR.  GLASSON:  I  move  that  these  three  men  be 
re-elected  again. 

DR.  REYNOLDS:  Second  the  motion. 

CHAIRMAN  BEDDINGFIELD:  Any  further  nomi- 
nations? [No  response]  If  not,  a  motion  is  in  order 
that  the  nominations  be  closed  and  that  these  three 
men  be  thereby  re-elected  to  a  new  term. 

DR.  GILBERT:  So  moved. 

DR.  GARRARD:  Second. 

CHAIRMAN  BEDDINGFIELD:  All  in  favor  say 
"aye":   all  opposed  "no". 

So  be  it. 

Item  (i)  a  recommendation  from  the  Committee  on 
Mental  Health,  requesting  permission  to  proceed  in 
considering  working  with  the  medical  schools  and  De- 
partment of  Mental  Health  in  applying  for  federal 
grants  for  continuing  education  in  mental  health  for 
physicians. 

The  Committee  on  Mental  Health  requests  approval 
by  the  Executive  Council. 

The  Committee  on  Mental  Health  of  the  Medical 
Society  is  considering  working  with  the  medical  schools 
and  Department  of  Mental  Health  in  applying  for  a 
federal  grant  for  continuing  education  in  mental  health 
for  physicians. 


The  Committee  requests  permission  to  proceed  fur- 
ther with  this  and  final  endorsement  would  be  sub- 
ject to  the  approval  of  the  Executive  Council  of  the 
Medical  Society. 

And,  this  was  approved  by  the  Committee  on  Mental 
Health  by  a  unanimous  vote  of  seven  to  nothing. 

So,  what  they  are  asking  for  is  that  they  proceed 
further  in  exploring  this  joint  enterprise  with  the 
medical  schools  in  applying  for  a  federal  grant,  but 
implying  that  before  the  matter  is  brought  to  frui- 
tion it  would  bring  back  a  report  to  the  Executive 
Council. 

What  is  your  pleasure? 

DR.  GLASSON:  I  move  that  they  be  granted  per- 
mission to  proceed  with  this  study. 

DR.  GARRARD:  Second. 

CHAIRMAN  BEDDINGFIELD:  Any  discussion? 
[No  response]  If  not,  all  those  in  favor  of  the  motion 
say  "aye";  opposed  "no". 

So  be  it. 

Now,  item  18  (i)  from  the  Chairman  of  the  Sec- 
tion on  Pediatrics,  Dr.  Mary  McLeod.  who  wanted 
to  know  about  the  possibility  of  inviting  school  people, 
principals  and  counselors,  to  this  Pediatric  Section 
meeting  since  they  will  be  dealing  with  something  which 
they  may  need  to  know  about. 

There's  a  marginal  note  on  this  request  from  Mr. 
Barnes.  It  says: 

This  may  be  a  precedent,  to  be  cleared  with  Ex- 
ecutive Council. 

Now,  it's  my  recollection  that  the  matter  of  school 
health  and  particularly  the  long  standing  difficulties 
we  have  had  with  lines  of  command  in  school  health, 
whether  it's  run  by  health  or  whether  it's  run  by 
the  Department  of  Public  Instruction:  at  the  county 
level,  whether  the  health  director  of  the  county  schools 
or  who.  and  this  is  an  attempt  to  untangle  what  has 
long  been  a  snarled  affair. 

I  think  that  this  is  Dr.  McLeod's  reason  because 
there  will  be  some  administrative  procedures  in 
straightening  this  thing  out. 

PRESIDENT  ROSS:  You'll  remember  Dr.  Dan  Mc- 
Laurin  pushed  this.  As  a  matter  of  fact,  the  morn- 
ing's session  is  devoted  to  this  thing  after  several 
years  of  requests.  Dr.  Charles  Carroll  is  going  to  be 
the  first  speaker,  although  he's  now  retiring  so  we 
have  gotten  a  list  of  people  together  who  we  think 
will  satisfy  him  in  the  school  health  problem. 

I  do  think  this  will  set  a  precedent  in  our  scientific 
session  because  I  don't  think  we've  done  it  so  far 
as  I  know.  Have  we  invited  other  people? 

DR.  KOONCE:  It  wouldn't  be  a  very  big  precedent 
though. 

DR.  GARRARD:  Mr.  Chairman,  the  tentative  plans 
are  for  the  pediatricians  to  have  a  program  on  reading 
dificulties  in  student  health,  learning  disabilities  and 
a  Section  on  Neurology  and  Psychiatry  is  planning  to 
merge  with  them. 

PRESIDENT  ROSS:  This  year? 

DR.  GARRARD:  Yes.  this  year.  They're  going  to 
meet  on  Monday  morning. 
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PRESIDENT  ROSS:  They've  got  a  national  meet- 
ing. 

DR.  GARRARD:  They're  dealing  with  neuralgia 
in  college  students,  so  I  think  we  would  do  well  to 
invite  the  educators  and  share  some  of  their  prob- 
lems. 

CHAIRMAN  BEDDINGFIELD:  All  right,  do  I  hear 
a  motion  that  the  approval  of  the  Council  be  granted 
to  Dr.  MacLeod? 

DR.  KOONCE:  I  make  such  a  motion. 


DR.  WELTON:  Second. 

CHAIRMAN  BEDDINGFIELD:  All  in  favor  say 
"aye":  any  opposed  "no". 

So  be  it. 

Is  there  any  other  items  to  come  before  the  Coun- 
cil? [No  response] 

Is  there  any  further  business?  [No  response] 

If  not,  thank  you,  all,  very  much. 

We  stand  adjourned. 

[The  meeting  adjourned  at  three-fifty  o'clock.] 
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The  meeting  of  the  Executive  Council  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina  convened  at 
nine-twenty-two  o'clock  in  the  Crystal  Room  of  The 
Carolina  Hotel,  Pinehurst,  North  Carolina,  Dr.  Robert 
A.  Ross,  President  of  the  Society,  presiding. 

PRESIDENT  ROSS:  Ladies  and  gentlemen,  the 
Executive  Council  is  now  in  session. 

Our  Constitutional  Secretary  is  not  here. 

Dr.  Garrard,  will  you  open  the  session? 

[Whereupon  Dr.  Robert  L.  Garrard,  Vice  Speaker 
of  the  House  of  Delegates  of  the  Society,  delivered  the 
invocation.] 

PRESIDENT  ROSS:  If  we  cannot  get  through  today, 
we'll  have  a  session  tomorrow  morning  at  nine  o'clock 
in  this  room. 

Dr.  Welton.  would  you  like  to  introduce  some  of 
our  guests? 

DR.  DAVID  G.  WELTON  [President-Elect  of  the 
Society] : 


I  would  like  to  present  to  you,  those  of  you  who  have 
not  had  the  pleasure  of  meeting  Jerry  Blanchard. 

Would  you  stand,  please? 

[Whereupon  Mr.  Gerald  Blanchard,  AMA  Field  Rep- 
resentative, stood  up  to  be  recognized.] 

PRESIDENT  ROSS:  Thank  you,  Jerry.  We're  de- 
lighted to  have  you  with  us. 

We  can  profit  by  your  experience. 

Would  you  call  the  roll,  Jim? 

[Whereupon  Mr.  Barnes  then  called  the  roll.] 

A  quorum  is  present? 

MR.  BARNES:  Yes,  sir. 

PRESIDENT  ROSS:  The  transcripts  of  the  meetings 
of  May  20,  1967;  October  1,  1967  and  January  28,  1968 
have  all  been  sent  out.  They  have  been  scanned  and 
studied  by  the  Consttiutional  Secretary. 

You  have  them  and  what  is  your  desire  concerning 
acceptance  of  the  reports? 

DR.  WELTON:  I  move  they  be  accepted. 

PRESIDENT  ROSS:  Second? 

DR.  J.  HENRY  CUTCHIN  JR.  [Chairman,  Commis- 
sion IV]: 

Second. 

PRESIDENT  ROSS:  Any  questions?  Any  discussion? 
[No  response] 

All  in  favor,  say  "aye"; 

[The  motion  carried  unanimously.] 

The  Executive  Council  report  to  House  of  Delegates — 
[held  up  printed  abridged  report]— you  should  have  this 
in  your  folder. 

MR.  BARNES:  That's  right. 

PRESIDENT  ROSS:  That  has  to  do  with  the  budget 
and  also  some  of  the  proceedings  that  have  taken 
place.  Now,  the  budget  later  will  be  brought  before 
the  House  of  Delegates. 

DR.  EDGAR  T.  BEDDINGFIELD,  JR.  [First  Vice 
President  of  the  Society] :  Mr.  President,  I  move  they 
be  accepted  as  abridged  and  transmitted  to  the  House 
of  Delegates. 

PRESIDENT  ROSS:  You've  heard  the  motion.  Is 
there  a  second? 

DR.   GARRARD:    Second. 

PRESIDENT  ROSS:   All  in  favor  say  "aye"; 

[The  motion  carried  unanimously.] 

Now,  we  are  going  to  have  some  special  help  here. 

There  will  be  some  things  coming  before  this  group 
that  will  probably  result  in  the  resolution  being  pre- 
sented  to  the   House  of  Delegates,   since  it's  evident 


MINUTES  OF  THE  EXECUTIVE  COUNCIL 


163 


that  some  of  these  could  not  get  in  under  the  wire 
so  if  there  are  things  that  must  go  to  the  House  of 
Delegates  to  go  to  the  Reference  Committees,  we 
want  it  stated  and  Dr.  Koonce  and  Mr.  Barnes  and 
Mrs.  King  and  I  will  meet  tonight  and  try  to  have 
these  things  which  are  not  in  print  to  come  before 
this  group  and  have  them  so  that  they  can  be  given 
to  the  House  of  Delegates  for  the  proper  Reference 
Committees.  That  is  a  bit  of  an  innovation  that  will 
help,  I  think,  in  the  transaction  of  business. 

Now,  under  resolutions  and  communications,  one  from 
the  Catawba  County  Medical  Society. 
Dr.  Deaton  would  you  like  to  read  that  first  one? 
DR.  PAUL  M.  DEATON  [Councilor,  9th  District]: 
WHEREAS,  Under  Secretary   (now  Acting  Secre- 
tary*  Wilbur  J.   Cohen  has  been  recommended  by 
President  Johnson  for  appointment  to  the  office  of 
Secretary  of  Health,  Educationand  Welfare,  and 

WHEREAS,  the  background  and  myriad  activities 
of  Mr.  Cohen  in  the  field  of  social  welfare  legisla- 
tion is  well  documented  and  public  knowledge,  and 
WHEREAS,  it  is  not  our  intention  to  presume  to 
comment  on  his  overall  qualifications  and  eligibility 
to  have  his  appointment  confirmed,  and 

WHEREAS,  it  is  no  secret  that  a  majority  seg- 
ment of  the  American  medical  profession,  rightly 
or  wrongly,  consider  this  man  to  be  an  anathema 
to  the  continuance  of  an  unregimented  health  care 
system  in  our  United  States,  and 

WHEREAS,  it  is  a  fact  that  representatives  of 
organized  medicine,  and  most  private  practitioners, 
have  tried  to  work  cooperatively  with  representatives 
of  government  at  all  levels,  since  the  enactment  of 
a  large  number  of  major  health  bills  by  the  89th 
Congress,  and 

WHEREAS,  almost  uniformly,  representatives  of 
American  medicine  have  reported  that  the  federal 
official  who  has  seemed  to  be  most  unreceptive  to 
their  views  and  last  inclined  to  be  accommodating 
has  been  Under  Secretary  Wilbur  J.  Cohen, 
Therefore,  be  it, 

RESOLVED,  that  the  Catawba  County  Medical 
Society  opposes  the  confirmation  of  the  appointment 
of  Mr.  Cohen  as  Secretary  of  Health,  Education  and 
Welfare  and  respectfully  requests  the  Medical  So- 
ciety of  the  State  of  North  Carolina  to  endorse 
this  resolution  and  advise  our  Senators,  Reprsenta- 
tives  and  others  in  authority  to  disapprove  the 
confirmation  and  that  they,  the  Congress  of  the 
United  States,  appoint  some  equally  expert  but  less 
controversially  dogmatic  candidate  to  fill  this  im- 
portant post. 
Mr.  President,  I  recommend  adoption  of  this  resolu- 
tion. 

PRESIDENT  ROSS:  You've  heard  Dr.  Deaton's 
report.  You  have  the  copy  of  the  resolution  before 
you  and  he  has  moved  Council  accept  this — what  was 
your  wording  again? 

DR.  DEATON:  I  move  that  it  be  endorsed  and  sent 
to  the  House  of  Delegates. 

PRESIDENT  ROSS:  Is  there  a  second  to  this  mo- 
tion? 


DR.  ERNEST  W.  LARKIN  Jr.  [Councilor,  2nd  Dis- 
trict] : 

Second. 

PRESIDENT  ROSS:  I  might  say  the  President  has 
received  four  letters  from  four  different  state  medical 
societies  on  this  same  topic. 

Having  had  this  information  and  knowing  it  would 
come  before  this  Council,  the  President  took  no  action 
on  it. 

DR.  WILLIAM  H.   ROMM   [Councilor,   1st  District]: 

Well,  point  of  information!  I  would  like  to  ask  if 
he's  not  already  been  confirmed. 

MR.  BLANCHARD:  He  has  been  approved  by  a  com- 
mittee. 

PRRESIDENT  ROSS:  I  think,  also  as  a  matter  of 
information — I  don't  know  whether  you  received  word 
yet,  but  he  has  appointed  a  committee  one  of  the 
members  of  which  is  Dr.  Amos  Johnson  of  our  State, 
to  be  one  of  his  advisors. 

DR.  WELTON:  Perhaps  Jerry  Blanchard  knows, 
but  I  was  interested— has  it  been  reported  of  any  op- 
position from  any  other  group,  not  necessarily  medical 
group? 

MR.  BLANCHARD:  I've  heard  of  none. 

There  was  some  talk  that  the  NEA  might  oppose  it, 
but  it  hasn't  been  made  public. 

DR.  MARVIN  N.  LYMBERIS  [Chairman,  Commis- 
sion V]: 

Mr.  Chairman,  as  much  as  I  don't  like  Wilbur  Cohen, 
I  think  the  resolution  would  be  ill  advised  at  this  time. 

The  man  is  in  fact  Secretary  of  Health,  Education 
and  Welfare  and  I  don't  think  any  resolution  would  dis- 
lodge him  until  the  end  of  this  administration  and,  then, 
depending  on  the  election,  we  don't  know  who  will  be 
renominated. 

I  think,  while  I'm  in  agreement  with  the  resolution, 
it  can  only  serve  us  an  ill  purpose,  rubbing  salt  in  old 
wounds.  It's  no  secret  how  medicine  feels  about  Wilbur 
Cohen  from  the  AMA  down  to  the  county  level  and 
we've  been  ineffective  so  far  in  stopping  his  power. 

Such  a  resolution,  I  don't  think,  will  accomplish 
any  purpose  except  to  widen  the  breach  that  now  exists 
between  organized  medicine  and  the  Department  of 
Health,  Education  and  Welfare. 

I  don't  believe  that  we  could  really  accomplish  any- 
thing except  to  estrange  ourselves  even  further  from 
an  agency  we  must  work  with,  whether  we  like  it  or 
don't  like  it. 

PRESIDENT  ROSS:  Mr.  Blanchard! 

MR.  BLANCHARD:  I  hesitate  to  offer  anything  with- 
out being  called  on,  but  since  Dr.  Amos  Johnson's 
name  was  mentioned,  I  hope  you  are  aware  that  there 
is  a  letter  from  Dr.  Amos  Johnson  in  the  Congressional 
Record  one  day  last  week  endorsing  the  appointment 
of  Cohen:  this  was  as  President  of  the  Academy  of 
General  Practice. 

PRESIDENT  ROSS:  We  do  want  a  full  discussion  of 
this.  It  will  be  passed  on  to  the  House  of  Delegates 
as  you  know. 

DR.  CUTCHIN:  I  think  the  first  I  heard  on  this  was 
from  the  Society  of  Internal  Medicine  in  Boston  in 
March.    The    first    resolution    I    noticed    in    the  AMA 
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NEWS  in  the  last  two  or  three  weeks  of  California 
Medical  Association. 

The  officers  advised  against  the  adoption  of  a  similar 
resolution.  However,  the  House  of  Delegates  overruled 
them  and  adopted  it  anyway  and  you  mentioned  two  or 
three  other  States. 

DR.  JOHN  GLASSON  [Councilor,  6th  District]:  Along 
these  lines,  I'd  like  to  ask  for  an  opinion  from  those 
who  are  knowledgeable  about  this  whether  we  shouldn't 
approach  this  type  of  problem  through  the  professional 
political  action  group  and  what  is  the  feeling  about 
this  rather  than  through  the  resolutions. 

Ed,  how  do  they  feel  about  this? 

DR.  BEDDINGFIELD:  I'd  rather  hear  some  more 
discussion. 

PRESIDENT  ROSS:  Would  you  like  to  comment  on 
that  Dr.  Rhodes? 

DR.  JOHN  S.  RHODES  [Associate  Editor,  NORTH 
CAROLINA  MEDICAL  JOURNAL]:  My  only  comment 
on  that  is  I  think  there  is  some  question  about  the  in- 
fluence that  such  a  resolution  might  have  and  I  would 
tend  to  agree  with  Marvin  about  that,  but  I  do  think 
that  we  may  accomplish  more  if  we  can  persuade  in- 
dividual members  of  our  organization  to  write  their 
Senators.  I  think  we'll  accomplish  more  that  way. 

And,  if  that's  the  nationwide  movement,  then  1  think 
more  can  be  accomplished  by  communication  directly 
on  a  personal  basis  with  the  Senators. 

PRESIDENT  ROSS:  Mr.  Counselor,  would  you  have 
an  opinion? 

MR.  JOHN  H.  ANDERSON  [Legal  Counsel  for  the 
Society]: 

I  doubt  the  value  of  such  a  resolution  of  this  kind. 
I  think  the  influence  can  be  brought  to  bear  without 
the  resolution  just  as  easily  as  with  a  resolution. 

Actually,  I  don't  think  it  makes  much  difference 
one  way  or  the  other. 

DR.  BEDDINGFIELD:  I  make  this  observation. 

It  obviously  appears  that  this  resolution  is  going  to 
be  offered  to  the  House  of  Delegates  regardless  of 
our  action  here.  That  is  a  public  forum  and  the  press 
will  be  there. 

Well,  as  I  understand  it,  we're  not  going  to  send 
the  resolution  to  Mr.  Cohen,  we're  going  to  send  it  to 
our  Senators,  so  the  only  way  it's  going  to  reach  him 
is  through  a  public  medium,  so  regardless  of  what 
we  do  here  today,  it's  going  to  be  exposed  in  a  public 
medium  tomorrow. 

I  would  ask  a  question.  Those  who  say  individual 
letter  writing,  how  do  our  individual  members  know 
whether  the  State  Society  has  a  position  unless  some 
action  is  taken? 

DR.  RHODES:  I  would  agree  with  that,  yes.  They've 
got  to  be  informed. 

DR.  CUTCHIN:   One  correction,  Mr.  President! 

I  believe  this  did  not  come  in  under  the  deadline 
and  the  only  way  it  can  go  to  the  House  of  Delegates 
is  by  endorsement  of  this  Executive  Council. 

MR.  BARNES:  It  could  be  brought  up  by  a  two- 
thirds  vote  from  the  floor. 

DR.  CUTCHIN:  It's  not  routine. 

MR.  BARNES:   The  feeling  was  that  since  it  came 


from  county  society  we  would  be  hard  pressed  as  it 
would  be  impossible  to  get  all  the  doctors  of  the  Society 
to  write  to  their  Senators  and  Congressmen  along  these 
lines,  whereas  an  endorsement  of  the  House  of  Dele- 
gates would  speak  for  the  doctors  of  North  Carolina, 
so  to  speak,  and  would  be  one  communication  instead 
of  a  whole  lot  of  them. 

PRESIDENT  ROSS:  I'm  sure  we're  all  sympathe- 
tic to  the  feelings  of  the  members  of  Catawba  and  no 
one  doubts  the  sincerity  of  the  truth  of  what  has  been 
said  here. 

You've  heard  the  motion  and  I  trust  that  we've  had 
full  discussion:  certainly,  everyone  has  had  the  op- 
portunity. 

Are  you  ready  for  the  question? 

DR.  CUTCHIN:  It  doesn't  mean  that  the  House  is 
going  to  endorse  it.  It  has  to  go  to  a  Reference  Com- 
mittee. 

DR.  GARRARD:  Mr.  President,  it  goes  to  the  House 
of  Delegates  for  their  knowledge  and  either  approval 
or  disapproval,  and  it  seems  if  we  disapprove  it,  we're 
going  against  what  we've  been  doing  for  many  years 
in  trying  to  oppose  further  moves  towards  socialized 
medicine,  so  even  though  we  accomplish  nothing,  it 
still  would  be  a  desirable  attitude  to  oppose  his  ap- 
pointment. 

PRESIDENT  ROSS:   Dr.  Jones! 

DR.  FRANK  W.  JONES  [Immediate  Past  President 
of  the  Society] :  The  only  comment  I  was  going  to 
make,  Mr.  President,  is  that  if  it's  the  feeling  of  this 
group  that  they  didn't  want  to  be  in  the  position  of  a 
flat  endorsement,  they  could  endorse  its  passage  to 
the  House  of  Delegates  without  prejudice,  or  some- 
thing like  that,  and  that  might  salve  some  of  the  con- 
sciences. 

DR.  STUCKEY:  Could  a  motion  be  made  after  this 
is  defeated  to  pass  it  to  the  House  of  Delegates  with- 
out endorsement? 

DR.  BEDDINGFIELD:  You  could  amend  the  motion. 

DR.  STUCKEY:  Then  I  would  like  to  offer  a  sub- 
stitute form  of  a  motion,  that  it  be  passed  to  the 
House  without  action. 

DR.  GLASSON:  Well,  I  second  it! 

DR.  GARRARD:  This  group  being  small,  it's  much 
more  informal  and  able  to  arrive  at  a  recommenda- 
tion than  a  large  group  in  the  House  of  Delegates. 

Now,  we  could  waste  a  lot  of  time  in  there  debating 
and  tossing  this  around,  whereas  this  group  if  it  takes 
some  definite  action  would  have  it  one  way  or  the 
other,  and  they  could  be  guided  by  it. 

PRESIDENT  ROSS:  And,  they'll  have  a  chance  for 
aeration. 

DR.  LARKIN:  I  think  we're  being  "chicken".  I  think 
we  ought  to  fight  this  down  to  the  last  ditch.  He's 
fighting  us  all  the  way  and  I  don't  think  we  ought  to 
lay  down. 

DR.  GEORGE  G.  GILBERT  [Councilor,  10th  Dis- 
trict]: 

I'd  like  to  echo  that.  It  reminds  me  of  another  com- 
mittee I  was  in  of  another  specialty  and  something 
else  along  the  same  lines.  This  came  down  to  the 
point  that  in  spite  of  the  various  procedural  angles, 
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my  feeling  is.  as  he  expressed  it,  we  ought  to  be  willing 
to  stand  up  and  be  counted,  let  our  feelings  be  known, 
period. 

PRESIDENT  ROSS:  This  will  be  passed  on  to  a 
Reference  Committee  who  are  reasonable  people  just 
as  they  are  here  to  discuss  it. 

Any  other  discussion  on  the  amendment? 

[No  response! 

DR,  BEDDINGFIELD:  As  a  point  of  order,  we  call 
this  a  substitute  motion  because  it  changes  the  intent 
of  the  main  motion  and  I  suggest  that  the  question  be- 
fore the  floor  is  a  question  voting  on  the  substitute 
motion  which  would  be  to  pass  it  on  without  taking  pro 
or  con  action. 

I  think  if  we  vote  on  that,  it  will  clarify  it. 

The  substitute  first. 

DR.  HARRY  H.  SUMMERLIN  [Councilor,  5th  Dis- 
trict]: 

That  would  have  to  be  accepted  by  the  seconder? 

PRESIDENT  ROSS:  Dr.  Glasson,  I  believe  you 
seconded  that.  Is  that  satisfactory  to  you? 

DR.   GLASSON:    Yes. 

PRESIDENT  ROSS:  All  right,  now,  we  have  before 
us  a  substitute  motion  which  we've  agreed  on— at  least 
the  proposer  and  the  seconder! 

Is  there  further  discussion  of  that? 

DR.   BEDDINGFIELD:    Question! 

PRESIDENT  ROSS:  All  in  favor  of  the  substitute 
motion  say  "aye':  opposed  "no". 

[The  vote  was  overwhelmingly  against.] 

All  right,  could  we  have  a  show  of  hands? 

All  in  favor  of  the  substitute  motion?  [There  followed 
a  small  showing  of  hands.] 

Those  against!  [There  was  a  large  showing  of 
hands.] 

That  substitute  motion  fails. 

Now.  could  we  go  back  to  the  original  motion? 

Could  we  play  back  that  very  short  motion? 

REPORTER:  The  motion  was  that  it  be  endorsed 
and  sent  to  the  House  of  Delegates. 

PRESIDENT  ROSS:  Is  that  clear? 

So,  we're  voting  on  the  original  motion  which  has 
been  discussed. 

All  in  favor  of  the  original  motion  say  "aye":  op- 
posed "no". 

That  motion  is  carried. 

Next,  we  shall  take  up  the  other  item  of  Catawba 
County  Medical  Society,   since  we  are  in  the  area. 

DR.  DEATON:  This  is  the  other  resolution.  This  has 
been  distributed. 

This  is  the  second  resolution  from  the  Catawba 
County  Medical  Society. 

WHEREAS,  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  adopted  the  following  reso- 
lution in  June,  1966: 

That  it  be  the  policy  of  the  American  Medical 
Association:  That  hospital  governing  boards  be  urged 
to  include  physicians  in  their  membership;  that 
also  other  appropriate  representatives  of  hospital 
medical  staffs  should  attend  and  participate  in  the 
meetings  of  hospital  governing  boards,  but  that 
the  mode  of  this  participation  be  a  matter  for  local 


determination;    and,    that   state   and   local  medical 
societies  be  urged  to  seek  the  cooperation  of  their 
respective   hospital   associations   to   implement   this 
policy: 
and, 

WHEREAS,  the  House  of  Delegates  of  the  AMA 
adopted  the  following  resolutions  in  June,  1967: 

<D  That  the  House  of  Delegates  of  the  American 
Medical  Association  reiterate  its  conviction  and  its 
policy  passed  in  1966  that  physicians  should  seek 
membership  on  hospital  governing  boards  and  par- 
ticipation in  the  meetings  of  the  governing  boards; 
and  that  a  continuing  and  intensified  program  be 
carried  on  by  the  American  Medical  Association 
to  urge  all  constituent  associations  to  implement  this 
policy: 

(2)  That  the  J.C.A.H.  be  requested  to  encourage 
through  its  publications  and  in  its  surveys,  the  ac- 
ceptance, wherever  possible,  of  physicians  elected  or 
appointed  by  the  medical  staff  to  the  board  of 
trustees  with  full  voting  rights  as  the  most  effec- 
tive form  of  liaison  between  the  medical  staff  and 
hospital  governing  authorities; 

(3)  That  the  House  of  Delegates  of  the  American 
Medical  Association  direct  the  board  of  trustees  of 
the  American  Medical  Association  to  instruct  the 
American  Medical  Association  Commissioners  to  the 
J.C.A.H.  to  seek  the  full  cooperation  of  the  J.C.A.H. 
in  implementing  this  principle:  and 

WHEREAS,  the  Executive  Council  of  the  Medical 
Society  of  the  State  of  North  Carolina  at  its  meet- 
ing on  October  1,  1967.  approved  the  following  re- 
port of  the  Committee  on  Hospital  and  Professional 
Relations  and  Liaison  to  the  North  Carolina  Hos- 
pital Association: 

The  Committee  wholehartedly  concurs  with  the 
AMA  resolution  regarding  physician  membership 
on  hospital  boards  of  trustees  and  commends  it  to 
the  attention  of  the  State  Medical  Society  member- 
ship as  a  policy  and  urges  their  local  efforts  to- 
ward implementation  of  the  recommendation  that 
physician  membership  on  hospital  boards  of  trustees 
be  encouraged.  The  Committee  also  recommends 
that  the  Chairman  of  this  Committee  communicate 
by  letter  with  the  chief-of-staff  of  each  hospital 
in  North  Carolina  appraising  him  of  this  recom- 
mendation in  view  of  the  long  range  efforts  neces- 
sary in  order  to  bring  about  such  membership  of 
physicians  on  hospital  boards  of  trustees. 

Therefore,  be  it, 

RESOLVED,  that  the  Medical  Society  of  the 
State  of  North  Carolina  adopt  as  a  policy  an  effec- 
tive program  directed  toward  the  election  or  ap- 
pointment of  physicians  in  private  practice  to 
hospital  governing  boards  and  that  the  Medical  So- 
ciety of  the  State  of  North  Carolina  plan  a  program 
to  this  end  within  the  State  of  North  Carolina  and 
that  the  effectiveness  of  such  a  program  or  plan 
be  reviewed  at  yearly  intervals  prior  to  the  annual 
meeting  of  the  House  of  Delegates  and  the  results 
of  such  a  program  and  review  be  reported  to  the 
House  of  Delegates,  and  be  it  further. 
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RESOLVED,  that  the  President  of  the  Medical 
Society  of  the  State  of  North  Carolina  either  assign 
this  function  to  an  existing  committee  or  create 
an  ad  hoc  committee  for  such  purpose. 

I  recommend  that  this  Executive  Council  endorse  this 
resolution  and  pass  it  to  the  House  of  Delegates. 

DR.  BEDDINGFIELD:   Do  you  move  it? 

DR.  DEATON:  I  move  it. 

PRESIDENT  ROSS:  Is  there  a  second? 

DR.  GLASSON:  Second. 

PRESIDENT  ROSS:  You  know  this  has  been  a  topic 
in  the  AMA  and  is  a  topic  everywhere  now  and  I  think 
everyone  is  agreed  that  as  complicated  as  this  whole 
picture  is  now,  that  the  doctor  probably  has  more 
knowledge  about  all  of  the  agencies  and  about  all  of 
the  hospital  programs  than  any  layman— although 
Greenwood,  South  Carolina  is  a  classic  example. 

But  I  think  the  tendency  now  throughout  the  whole 
country  is  now  to  have  what  this  motion  embraces. 

Now,  do  we  have  discussion  on  this  motion? 

DR.  WELTON:  Can  I  ask  a  question,  Mr.  President? 

PRESIDENT  ROSS:  Yes. 

DR.  WELTON:  According  to  this,  the  Council  ap- 
proved the  report  as  of  last  October  which,  in  it,  recom- 
mends the  Chairman  of  this  committee  communicate 
by  letter  with  the  chief-of-staff  of  each  hospital  in  North 
Carolina  and  so  on. 

Has  that  been  done? 

MR.  BARNES:   That  has  been  done. 

DR.  WELTON:  Do  we  have  any  feedback  from  it? 

MRS.  KING:  He  reported  in  January. 

MR.  BARNES:  It  was  done  and  reported  in  January 
by  the  Chairman  of  the  Committee  on  Hospital  and 
Professional  Relations. 

DR.  WELTON:   Thank  you. 

Well,  I  would  offer  this  comment,  Mr.  President. 

Since  we're  increasingly  being  put  on  the  defensive 
regarding  hospital  costs,  this  is  very  much  in  line 
with  present  day  needs.  Since  we're  being:  accused  of 
being  party  to  increasing  hospital  costs,  we  ought  to 
have  representation  on  the  board. 

I'm  in  favor  of  it. 

DR.  GLASSON:   Question! 

PRESIDENT  ROSS:  All  in  favor  of  the  motion  say 
"aye";   opposed  "no." 

The  motion  is  carried. 

Is  there  anything  else.  Dr.  Deaton.  concerning  Ca- 
tawba County? 

DR.  DEATON:  No,  sir. 

PRESIDENT  ROSS:  The  next  item  on  the  agenda 
has  to  do  with  the  Committee  on  Rural  and  Urban 
Health  on  fluoridation  from  the  Committee  on  Com- 
munity Health. 

MR.  BARNES:  Mr.  Chairman,  we  have  the  resolution 
printed  which  can  be  read.  It's  in  the  package. 

PRESIDENT  ROSS:  Who's  going  to  report? 

MR.  BARNES:  Dr.  Thurston  is  the  Commissioner, 
but  he  hasn't  arrived. 

PRESIDEN  TROSS:  It  is  in  the  folder? 

MR.  BARNES:  Yes.  sir. 

Dr.  Thurston  is  the  Commissioner  of  this  particular 


group  and  he  is  not  here,  but  you  do  have  the  resolu- 
tion. 
PRESIDENT  ROSS:  Could  you  read  it,  Mr.  Barnes? 
MR.  BARNES:   Resolution  on  Fluoridation. 
PREMISE: 

Dental  caries  is  the  most  prevalent  disease  among 
children  and  adults  in  North  Carolina.  Much  effort 
has  been  spent  in  the  prevention  and  control  of  this 
disease.  The  problem  is  becoming  more  critical  with 
the  increase  in  population  and  the  dental  manpower 
shortage.  Fluoridation  of  community  water  sup- 
plies is  soundly  established  as  a  method  of  choice 
for  the  prevention  of  dental  caries.  It  is  safe,  effec- 
tive and  economical.  A  sixty-five  per  cent  reduction 
in  dental  caries  occurs  in  communities  that  have 
the  recommended  level  of  fluorides  provided  in 
water  supplies.  Unfortunately,  some  North  Carolina 
towns  have  been  reluctant  to  accept  this  proven 
public  health  measure.  With  this  in  mind  the  Com- 
munity Health  Committee  'Rural  and  Urban)  recom- 
mends the  following: 

WHEREAS,  the  correct  fluoridation  of  water  les- 
sens the  incidence  of  dental  caries,  the  most  com- 
mon disease  of  adults  and  children  in  North  Carolina, 
Be  it, 

RESOLVED,  that  the  Medical  Society  of  the  State 
of  North  Carolina  go  on  record  as  favoring  the  use  of 
fluoride  in  correct  scientific  quantities  in  all  com- 
munity drinking  water  supplies,  and  be  it, 

RESOLVED,  further  that  it  be  recommended  that 
the  problem  of  excess  concentrations  of  fluorides  in 
the  water  in  some  scientifically  determined  areas 
be  given  consideration  by  the  Public  Health  Authori- 
ties for  possible  reduction  of  excess,  and  further, 
be  it, 

RESOLVED,  that  the  North  Carolina  State  Board 
of  Health  be  informed  of  this  resolution. 
This  was  adopted  by  the  Committee  at  a  meeting 
on  April  21st  and  recommended  to  the  Council. 

PRESIDENT  ROSS:  I  thought  this  Society  had  gone 
on  record  at  some  time  or  another  favoring  a  similar 
program. 

MR.  BARNES:  Mr.  Chairman,  the  Medical  Society, 
through  this  Council,  took  action  and  reported  to  the 
House  of  Delegates  in  '50  or  '51,  as  I  recall,  that  en- 
dorsed fluoridation  of  water  but  expressly  left  it  to 
local  autonomy  to  determine  if  it  would  be  implemented 
in  the  community. 

We  checked  that  to  make  sure  before  this  resolution 
was  drawn  up. 

DR.  BEDDINGFIELD:  This  still,  I  gather,  leaves 
it  up  to  local  option  so  we're  reaffirming  and  pub- 
licizing some  previous  position. 

I  move  it  be  endorsed  and  transmitted  to  the  House 
of  Delegates. 
DR.  FRANK  R.  REYNOLDS  [Councilor,  3rd  District]: 
Second  the  motion. 
DR.  JONES:   Question! 

PRESIDENT  ROSS:  All  those  in  favor  say  "aye"; 
opposed  "no." 

The  motion  is  carried. 

The  next  one  is  on  medical  education. 
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MR.  BARNES:   This  also  has  been  distributed,  Mr. 
Chairman. 
It  is  also  from  the  Committee  on  Community  Health. 

RESOLVED,  that  there  be  established  a  Commit- 
tee on  Medical  Education  by  the  Medical  Society 
of  the  State  of  North  Carolina. 

WHEREAS,  Sectin  90-1  fthe  General  Statutes 
establishes  the  Medical  Sciety  as  a  body  politic,  and 

WHEREAS,  Section  90-2  provides  for  a  Board  of 
Medical  Examiners,  and 

WHEREAS,  Section  90-3  provides  that  the  Board 
will  be  appointed  by  the  Medical  Society,  and, 

WHERAS,  Section  90-9  provides  that  applicants 
graduated  from  medical  schools,  as  shall  meet 
the  approval  of  the  Board  of  Medical  Examiners, 
shall  be  examined  for  license  to  practice  medicine, 
and 

WHEREAS,  it  therefore  appears  that  the  educa- 
tion of  an  applicant  to  practice  medicine  is  of  prime 
importance,  and 

WHEREAS,  it  therefore  appears  that  the  educa- 
tion of  physicians  is  a  concern  of  the  Medical  So- 
ciety and  the  Board  of  Medical  Examiners,  and 

WHEREAS,  matters  of  determining  the  quality 
of  medical  education  was  entrusted  to  the  Society 
by  the  people  by  way  of  the  Legislature,  and 

WHEREAS,  there  is  an  unrest  in  the  nation  and 
in  the  state  concerning  the  number  and  kinds  of  phy- 
sicians available  to  serve  the  people,  particularly 
in  remote  areas,  and 

WHEREAS,  the  physician  is  the  key  person  in 
any  program  of  community  health, 

Be  it, 

RESOLVED,  that  the  Medical  Society  establish  a 
Committee  on  Medical  Education,  which  will  be  a 
permanent  committee  upon  which  no  member  will 
serve  for  more  than  five  years,  which  committee 
will  be  charged  with  studying  physician  recruit- 
ment and  distribution,  physician  quality,  the  ef- 
fects of  the  present  education  system  on  quality 
and  distribution,  to  recommend  improvements  in 
the  educational  system  to  the  Society  which  will 
act  upon  such  suggestions  and  bring  them  before 
the  proper  authorities  for  action. 

Further  be  it, 

RESOLVED,  that  the  President  of  the  Society 
will  appoint  the  members  of  this  committee  and 
it  will  be  composed  of  representatives  from  the 
medical  schools,  the  specialty  organizations  and 
Academy  of  General  Practice,  and  that  a  report 
will  be  submitted  annually  by  this  committee  to  the 
President  and  the  House  of  Delegates. 
This  was  also  adopted  by  the  Committee  and  recom- 
mended to  the  Council  on  the  21st  of  April. 

PRESIDENT   ROSS:    Does   someone   want   to   offer 
this— 

DR.  JONES:   I  move  that  it  be  transmitted  to  the 

House  of  Delegates. 

DR.  GARRARD:  Second  the  motion. 

PRESIDENT  ROSS:  With  all  the  furor  and  furocity 

concerning    continuing   education,    you   wonder   where 

they  ever    started    education,    where    it    stopped    and 


how   it's   being   continued,    by   whom   for   what,    so   I 
think  this  calls  for  a  permanent  committee. 

Dr.   Welton,   I  want  you  to  note— "to  be  appointed 
by  the  President"! 
Is  there  discussion  of  this?  [No  response] 
You    heard    the    motion.    All   in    favor    say    "aye"; 
opposed  "no." 
The  motion  is  carried. 

DR.  BEDDINGFIELD:  Mr.  President,  I  think  it  ought 
to  be  noted  for  the  House  of  Delegates  in  considering 
this  that  this  will  probably  call  for  a  change  in  the 
Constitution.  Am  I  not  correct? 

DR.  LOUIS  deS.  SHAFFNER  [Councilor,  8th  Dis- 
trict]: 

It  would  be  a  by-law.  You  can  either  have  an  ad  hoc 
committee  appointed  by  the  President  or  you  can  have 
it  in  the  by-laws. 
DR.  BEDDINGFIELD:   This  states  "permanent." 
DR.  SHAFFNER:  Then  it  will  have  to  be  in  the  by- 
laws. 
DR.  STUCKEY:   May  I  ask  a  question  then? 

Is    there    now    an    existing    committee    among    our 
various  committee  that  serves  a  similar  function? 
MR.  BARNES:  No. 

DR.  STUCKEY:  There  is  not.  All  right,  thank  you. 
PRESIDENT  ROSS:    There's  another  one  from  the 
Committee  on  Community  Health. 

This  has  to  do  with  a  physical  examination  for 
preschool  children. 

MR.  BARNES:  This  is  also  from  the  Committee  on 
Community  Health. 
PREMISE: 

Many  county  school  systems  and  school  districts 
require  the  routine  complete  physical  examination 
of  children  prior  to  their  entry  into  school.  The 
advantages  of  such  an  examination  are  obvious. 
State  law  requires  that  certain  immunization  be 
carried  out  prior  to  admission  of  a  child  to  school. 
It  is  felt  that  there  should  be  a  statewide  uniform 
requirement  that  all  preschool  children  should  be 
examined.  The  following  resolution  is  therefore 
submitted. 

WHEREAS,  many  school  systems  require  that 
preschool  children  have  a  complete  physical  ex- 
amination before  entering  school,   and, 

WHEREAS,  the  advantage  of  such  an  examina- 
tion is  obvious,  and 

WHEREAS,  it  is  felt  that  a  uniform  system  of 
physical  examinations  throughout  the  school  for 
individual  and  community  reasons  should  exist,  be 
it. 

RESOLVED,  that  the  State  Medical  Society  recom- 
mends that  regulations  become  uniform  throueh- 
out  the  State  that  all  preschool  children  be  physi- 
cally examined  before  entering  school,  and  further 
be  it, 

RESOLVED,  that  the  method  of  carrying  out  this 
physical  examination  be  a  concern  of  local  public 
groups  or  individuals  concerned  with  school  admini- 
stration. 
This  was   approved  by  the   committee   and   recom- 
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mended  to  the  Council  as  a  resolution  to  the  House 
of  Delegates,  on  April  21st. 

PRESIDENT  ROSS:  Is  there  a  motion? 

DR.  REYNOLDS:  I  move  it  be  adopted  and  trans- 
mitted to  the  House  of  Delegates. 

DR.  GLASSON:  Second. 

PRESIDENT  ROSS:  This  topic  is  part  of  our  pro- 
gram for  the  State  Medical  Society  meeting  and  I 
know  certainly  Dan  McLaurin  has  been  interested  in 
this. 

Any  discussion?    [No  response] 

He  didn't  say  anything  about  financing,  did  he? 

DR.  GLASSON:  Would  this  be  a  regulation  of  the 
Board  of  Health,  or  will  it  be  necessary  that  there 
be  a  law?  How  would  it  be  implemented? 

DR.  KOOMEN:  The  school  system  would  be  the 
controlling  influence. 

DR.  ROMM:  The  thing  that  worries  me  is  the 
thing  that  came  up  before,  that  is  the  uniform  system 
of  physical  examinations. 

Now,  they  passed  out  once  before,  a  year  or  two 
ago,  what  they  considered  a  uniform  system  form  and 
it  would  take  you  forever  to  do  that  thing. 

PRESIDENT  ROSS:  That  was  kicked  around.  Dan 
McLaurin  brought  that  up  with  forms  and  everything 
else.  Do  you  remember? 

DR.  ROMM:  Yes,  but  what  was  discussed  really 
scared  me  because  if  you  did  this  conscientiously,  you 
couldn't  examine  them  except  a  few  in  a  few  days 
time. 

DR.  STUCKEY:  May  I  ask  a  question? 

As  I  interpret  this  resolution,  it  really  amounts  to 
our  State  Society  requesting  the  school  system  to  re- 
quire or  provide  physical  examinations  by  their  own 
technique,  to  be  done  locally  by  the  proper  physician 
employed  by  the  school  system  or  clinic. 

We're  not  asking  for  legislation,  or  the  doctors,  or 
the  health  department. 

We're  asking  the  school  system  to  have  uniform 
requirements. 

May  I  request  the  motion  that  we're  going  to  be 
voting  on  read,  please? 

REPORTER:  The  motion  was  that  the  resolution  be 
adopted  and  transmitted  to  the  House  of  Delegates. 

DR.  KOONCE:  Wouldn't  it  be  wiser  to  say  ap- 
proved?  In  other  words,  we're  not  adopting  this. 

My  feeling  about  these  resolutions  is  that  the  county 
or  individual  has  gone  to  the  trouble  to  present  a  reso- 
lution and  unless  it  is  particularly  objectionable,  I 
think  that  person  or  that  county  society  has  the  right 
for  that  to  go  before  the  House  of  Delegates  and  be 
discussed  there  and  for  us  to  take  no  action.  We  can 
send  it  with  reservations  or  lack  of  approval  from  us, 
but  I  don't  think  it's  fair,  unless  it  is  extremely  ob- 
jectionable, not  to  send  it  to  the  House  of  Delegates. 

They've  gone  to  enough  trouble  to  work  on  the 
resolution  and  they  have  this  right. 

DR.  WELTON:  Mr.  President,  it  seems  to  me  in  the 
second  RESOLVE  there,  if  the  resolution  is  approved 
by  the  Reference  Committee  and  passed  by  the  House, 
we  may  leave  ourselves  wide  open  for  some  outside 
control. 


The  wording  is  that  the  method  of  carrying  out 
the  physical  examination  is  the  concern  of  local  public 
groups. 

It  doesn't  say  anything  in  there  about  physicians  do- 
ing them. 
DR.  REYNOLDS:  Question! 

PRESIDENT  ROSS:  All  in  favor  say  "aye";  opposed 
"no." 
[The  motion  carried  with  one  opposing  vote.] 
We  have  another  one  on  tuberculin  testing. 
MR.  BARNES:  This  is  also  from  the  Committee  on 
Community  Health. 

Resolution  on  tuberculin  testing. 
WHEREAS,   tuberculosis  continues  to  be  a  wide 
community  problem  in  North  Carolina,  and 

WHEREAS,  case  finding  remains  the  keystone  in 
the  problem  of  the  control  and  eradication  of  tuber- 
culosis, and, 

WHEREAS,  the  tuberculin  skin  test  of  an  approved 
type  is  a  valuable  screening  method,  and 

WHEREAS,  a  Governor's  Advisory  Committee  and 
Task  Force  Advisory  Committee  to  the  Surgeon 
General's  Office  had  recommended  routine  skin 
testing  of  preschool  children  and  children  at  ap- 
proximately the  ninth  grade  age,  be  it, 

RESOLVED,  that  the  Medical  Society  go  on 
record  as  recommending  that  preschool  children  and 
those  at  the  ninth  grade  age  level  be  skin  tested 
for  tuberculosis  on  a  uniform  statewide  basis,  and 
further,  be  it, 

RESOLVED,  that  the  North  Carolina  State  Health 
Department  be  advised  of  this  recommendation. 
This  resolution  was  approved  by  the  committee  to  be 
referred  to  the  House  of  Delegates  by  the  Executive 
Council 

DR.    GLASSON:    I   move   that   it   be   approved    and 
transmitted  to  the  House  of  Delegates. 
DR.  REYNOLDS:  Second. 

DR.  SHAFFNER:  May  I  ask  a  question  of  Dr. 
Koomen? 

What's  your  reaction  to  this?  Do  you  think  this  ought 
to  be  done? 
What's  your  reaction  to  the  proposal? 
DR.  KOOMEN:  Along  with  the  examinations,  by  no 
means  all,  but  a  great  many  children  are  being  skin 
tested  in  preschool  clinics. 

The  inclusion  of  the  ninth  graders  is  at  a  time  when 
a  large  proportion  of  the  school  population  is  still 
in  school.  After  that,  there's  dispersal  by  dropout  or 
marriage  and  that's  one  of  the  reasons  for  its  selec- 
tion. 

I  think  we  could  get  into  this  when  many  are  trying 
to  concentrate  effort  in  eradication  of  tuberculosis. 
I  support  it. 

DR.  SHAFFNER:  Do  you  think  this  is  an  important 
step  or  recommendation? 
DR.  KOOMEN:   Yes,  I  do. 

PRESIDENT  ROSS:  Further  discussion?  [No  re- 
sponse] 

All  in  favor  of  the  resolution  say   "aye":    opposed 
"no." 
Passed! 
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Next  is  traffic  safety. 

MR.  BARNES:  This  is  a  resolution  on  Traffic  Safety. 

PREMISE: 

Traffic  deaths  and  accidents  continue  to  be  a 
black  mark  on  the  health  and  safety  picture  in  North 
Carolina.  Through  April  7.  1968.  407  people  had  been 
killed  in  motor  vehicle  traffic  as  compared  to  381 
for  the  same  period  last  year;  an  increase  of  6.8 
per  cent.  Of  this  group  350  '86  per  cent)  were  killed 
in  rural  areas,  57  in  urban  areas.  This  does  not  speak 
of  the  suffering  injuries,  loss  in  money  through  med- 
ical treatment  and  hospital  bills  and  loss  of  pay 
due  to  loss  of  time;  it  does  not  speak  of  the  anguish 
in  families  which  have  lost  a  breadwinner  or  a 
dear  one:  it  does  not  speak  of  the  extra  drain  in 
medical  manpower  or  hospital  facilities  required 
to  treat  unnecessary  "sickness."  The  Committee 
on  Community  Health  'Rural  and  Urban*  feels  that 
the  Medical  Society  should  support  a  wide  ranging 
program  with  one  goal  in  mind— the  elimination  of 
most  of  our  traffic  accidents.  Many  factors  enter 
into  the  make-up  of  these  accidents:  speeding,  alco- 
hol, poor  education,  poor  motivation  towards  traffic 
safety,  inadequate  functioning  of  courts,  perhaps  in- 
adequate laws.  In  some  studies  and  in  each  case 
the  driver  was  killed  and  as  many  as  49  per  cent 
were  found  to  be  drinking.  Towards  this  end,  the 
Committee  on  Community  Health  submits  the  fol- 
lowing resolution: 

WHEREAS,  traffic  accidents  and  deaths  are  use- 
less and  are  the  result  of  many  factors  some  of 
which  are  listed  above,  be  it, 

RESOLVED,  that  the  Medical  Society  go  on 
record  as  recommending  the  following: 

'li  Education:  Provide  education  in  traffic  safety 
be  taught  throughout  student  tenure  in  public  schools 
so  that  our  children  get  in  the  habit  of  thinking  traf- 
fic safety  so  that  it  becomes  a  conditioned  reflex 
with  them.  The  driver's  education  program  should 
be  expanded  and  defensive  driving  be  taught  as 
part  of  the  regular  driver's  course  of  instruction. 

'2)  Licensing:  Provide  that  the  sixteen  year  old 
driver  should  receive  a  probational  license  until  he 
is  age  21  which  can  be  revoked  upon  his  conviction 
for  one  in  motion  traffic  violation. 

<3»  Alcohol:  Two  levels  of  alcoholism  in  drivers 
should  be  recognized.  Blood  levels  up  to  0.05  per 
cent  should  be  considered  as  impairing  one's  ability 
to  drive  and  one  so  discovered  driving  should  be 
adequately  penalized:  0.10  per  cent  should  be  consid- 
ered driving  under  the  influence  of  alcohol  and 
these  individuals  should  be  penalized  severely 
and  regulated. 

Further,  be  it, 

RESOLVED,   that  the  Medical  Society  undertake 
to  work  whatever  methods  are  available  to  mobilize 
the  resources  of  the  State  and  its  educational  re- 
sources to  abolish  this  epidemic  of  carnage  on  the 
highways  of  North  Carolina. 
This    resolution    was    formed    and    adopted    by    the 
Committee  and  recommended  to  the  Executive  Council 
on  April  21st. 


PRESIDENT  ROSS:  I'm  sure  Dr.  Moms  will  have 
another  one.  I  expect.  Dr.  Koonce,  there  will  be  several 
in  the  same  category. 

Is  there  a  motion? 

DR.  GLAS50N:  Mr.  President,  I  recommend  that  this 
be  transmitted  to  the  House  of  Delegates  with  the 
recommendation  of  the  Council  that  it  be  returned  to 
the  originating  committee  for  more  clarification  in  an 
effort  to  make  it  so  that  it  can  be  implemented. 

It's  a  little  difficult  to  see  exactly  what  the  Society 
does  as  a  result  of  this  resolution. 

I  think  it's  a  poorly  drawn  up  resolution.  I  don't  think 
it  can  be  implemented  and  I  think  it  needs  to  be  re- 
turned to  the  committee. 

Now,  whatever  the  mechanism  for  this  is,  I  don't 
know. 

DR.  KOONCE:  Well,  I  think  your  mechanism  would 
be  this  would  be  sent  in  to  the  Reference  Committee 
as  it  is  written  with  the  recommendation  that  the 
Reference  Committee  call  the  original  proposers  in  and 
have  them  change  it. 

DR.  JONES:  Has  there  been  a  second  to  this 
thing?  [No  response] 

Well,  in  order  to  keep  the  record  clear,  I  would 
like  to  second  that,  but  does  John  intend  for  this 
group  that  drew  this  up  to  get  a  new  resolution  and  dis- 
cuss it  before  the  Reference  Committee  because  the 
Reference  Committee  is  going  to  draw  up  the  final 
resolution  that  goes  in. 

DR.  KOONCE:  That's  correct. 

The  resolution  goes  to  the  Reference  Committee. 
They  have  several  avenues.  They  can  refuse  to  approve 
it,  and  they  can  come  back  with  a  recommendation  that 
the  resolution  be  defeated  on  the  floor,  or  they  can 
amend  it  and  propose  the  amended  resolution  to  the 
one  that  was  proposed,  or  they  can  group  three  or 
four  resolutions  together  and  bring  back  a  substi- 
tute resolution. 

DR.  WELTON:   Question! 

PRESIDENT  ROSS:  Are  you  ready  for  the  question? 
Is  there  more  discussion?   [No  response] 

All  in  favor  say  "aye";  opposed  "no." 

Passed! 

DR.  SHAFFNER:  Mr.  President,  may  I  ask,  after 
this  discussion  of  these  several  resolutions,  I  hope 
you'll  take  the  opportunity  when  you  refer  these  to 
the  Reference  Committees  to  make  the  comment  that 
each  of  these  were  considered  in  the  Council,  but  there 
were  some  reservations  about  many  of  them  and  all 
members  and  delegates  are  invited  to  go  to  the  Refer- 
ence Committees. 

DR.  KOONCE:  Not  only  delegates,  but  any  member 
of  the  State  Society  as  well.. 

I  think  it's  important  that  opponents  as  well  as  pro- 
ponents of  resolutions  be  present  at  these  Reference 
Committee  meetings,  whether  they're  members  of  the 
Reference  Committees  or  not. 

While  we're  talking  about  that.  Mr.  President,  if  I 
may,  I  think  we're  going  through  an  awful  lot  of 
business  right  here  and  there's  a  rule  in  our  by-laws 
which  states  that  no  resolution  can  be  presented  un- 
less it  has  been  sent  in  sixtv  davs  ahead  of  time. 
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Now,  we  had  three  little  resolutions  sent  in  sixty 
days  ahead  of  time.  All  of  this  volume  of  resolutions 
which  we  have  to  go  over  and  okay  to  go  to  the  House 
of  Delegates  is  wasting  a  lot  of  time  of  the  Executive 
Council. 

1  think  if  we  could  change  the  by-laws  to  read  two 
weeks  that  puts  a  burden  on  Mr.  Barnes,  but  he  could 
send  additional  resolutions  without  twoo  much  ex- 
pense and  all  of  these  additional  resolutions,  if  pre- 
sented in  time,  have  to  go  to  the  House  of  Delegates 
and  go  to  the  Reference  Committees  and  it  would 
save  us  in  the  Executive  Council  an  awful  amount 
of  time  in  its  meeetings  before  the  annual  meeting. 

I  think  it  would  be  a  good  recommendation  to  make 
to  the  Constitution  and  By-Laws  Committee  that  to- 
morrow, if  it  meets  the  approval  of  this  group,  that 
that  be  changed  from  sixty  days  to  two  weeks — four- 
teen days. 

The  more  resolutions  we  can  get  in  before  we  go 
to  the  House  of  Delegates,  the  more  the  delegates  are 
going  to  appreciate  it. 

MR.    BARNES:    Twenty-one   days   would   be   better. 

DR.  KOONCE:  You  know,  the  AMA  fought  that  thing 
if  they're  sent  in  before  noon  of  the  meeting  of  the 
House  of  Delegates  and  they  fought  that  and  tried 
to  extend  it  to  two  weeks  and  what  not  and  have  never 
been  able  to  get  it,  trying  to  get  out  of  that  twenty- 
four  hours  before  and  that's  for  the  purpose  of  seeing 
that  all  resolutions  get  before  the  House  and  we're  not 
doing   that   adequately. 

PRESIDENT  ROSS:  Now,  under  five,  special  reports, 
we  have  the  report  of  Dr.  Shaffner. 

DR.  SHAFFNER:  You  remember  at  the  last  Council 
meeting,  there  was  some  question  how  to  change  the 
Constitution  so  that  we  could  amend  it  and  take  some 
official  action  on  the  first  presentation. 

Our  original  committee  report  was  to  the  effect 
that  this  would  be  presented  and  discussed.  The  Council 
sent  it  back  to  our  committee  requesting  more  specific 
wording. 

We  have  come  up  with  this  recommendation.  This  is 
on  a  supplementary  report.  I  don't  know  whatever 
you  have  a  copy  in  your  folders  or  not.  I  didn't  have 
one  in  mine,  but  this  is  a  supplementary  report  to  the 
other  report  which  we  shall  give  about  you  already 
know  and  it  will  be  as  follows: 

Item  I: 

Provisions  in  the  Constitution  for  amending  the  Con- 
stitution. 

In  recent  meetings  of  the  House  of  Delegates,  there 
has  been  some  uncertainty  about  what  specific  action, 
if  any,  the  House  may  take  on  the  first  presentation  of 
a  proposed  change  in  the  Constitution.  The  Executive 
Council  has  asked  that  the  procedure  be  clarified  so  that 
the  House  may  have  a  specific  method  of  accepting  or 
rejecting  for  consideration  at  its  first  presentation 
any  proposed  amendment  to  the  Constitution. 

Our  Committee  presents  and  recommends  with  some 
reservationsthe  following  and  there's  a  change  of 
wording  in  this  recommendation: 

Amend  Article  XIII  (page  9>  of  the  Constitution  by 
inserting   in   subparagraph    '11    after   the  word    "pre- 


sented" the  following  words  ".  .  .  and  accepted  for 
consideration  by  a  majority  vote,"  so  that  subpara- 
graph (D  will  read  as  follows: 

<1>  that  such  amendments  shall  have  been  pre- 
sented and  accepted  for  consideration  by  a  majority 
vote  in  open  meeting  at  the  previous  annual  meeting 
and  that  it  shall  have  been  sent  officially  to  each 
component  society  or  printed  in  the  official  publi- 
cation of  the  Society  at  least  two  months  before 
the  Session  at  which  final  action  is  to  be  taken, 
or.  .  .  " 

Our  concern  about  this  change  is  this. 

There  would  be  the  possibility  that  a  proposed 
change  in  the  Constitution  could  be  defeated  on  initial 
presentation  before  the  membership  has  had  a  chance 
to  consider  it  for  a  year. 

If  an  amendment  did  not  receive  a  majority  vote  on 
the  first  reading,  it  would  be  killed  for  that  year  and 
could  not  come  to  a  final  vote  the  next  year. 

Our  Committee  does  not  say  this  is  undesirable,  but 
it  does  wish  to  draw  the  possibility  to  your  attention. 
Should  such  a  defeat  occur  on  the  first  reading,  a  pro- 
posal could  be  presented  again  as  a  "first  reading" 
the  following  year  and  if  passed  then  by  a  majority 
vote,  would  have  to  lay  on  the  table  for  an  additional 
year  before  the  final  two-thirds  vote  is  taken. 

Is  there  any  question  about  this  recommendation? 

DR.  KOONCE:  I'd  like  to  make  the  statement. 

If  you'll  remember,  this  was  my  "baby."  I  in- 
tended to  present  it  at  the  meeting  presented  and  ac- 
cepted by  a  majority  vote  at  the  first  reading  and 
the  House  of  Delegates  went  against  my  ruling,  as  they 
had  a  perfect  right  to  do  and  my  contention  was  that 
anything  that's  brought  to  the  House  certainly  has 
the  right  to  have  a  vote  and  it  just  wouldn't  be  pre- 
sented. 

According  to  our  by-laws,  anything  that  goes  before 
the  House  on  Constitution  and  By-Laws  has  to  be 
referred  by  the  Constitution  and  By-Laws  Commit- 
tee. That's  in  our  by-laws.  It  has  to  be  done  that  way 
as  a  safeguard.  Nothing  is  going  to  come  from  the 
floor  so  far  as  the  Constitution  and  By-Laws  that  isn't 
referred  to  your  committee. 

Now,  I  have  purposely  studied  three  or  four  dif- 
ferent books  on  parliamentary  procedure  and  I  have 
found  no  place,  no  reference  where  it  states  one  way 
or  the  other  whether  it  should  be  passed  on  the  first 
reading  or  not. 

I  can't  find  that  it  should  be  or  that  it  should  not  be. 

My  contention  is  that  it  should  be  but  it's  not  upheld 
necessarily  by  the  books  on  parliamentary  procedure. 
That  can  be  done  either  way  by  our  By-Laws. 

DR.  SHAFFNER:  Well,  this  wording  that  we  finally 
put  in,  rather  than  just  say  "passed  by  a  majority 
vote,"  which  was  our  original  thought,  we  changed 
it  to  ".  .  .  and  accepted  for  consideration  by  a  majority 
vote"  which  in  turn  would  mean  that  you're  willing 
to  let  it  lay  on  the  table  if  you  want  and  consider  it 
for  a  year  but  it  doesn't  mean  that  you  are  for  it,  or 
against  it,  but  that  you're  willing  to  let  the  Society 
think  about  it  for  a  year  and  then  the  vote  that  has 
some  teeth  in  it  is  the  following  year. 
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This  is  our  recommendation. 

DR.  WELTON:  Would  you  repeat  those  three  words 
there? 

DR.  SHAFFNER:  After  the  word  "presented"  we 
add  the  following  words:  ".  .  .  and  accepted  for  con- 
sideration by  a  majority  vote." 

That's  our  recommendation  and  the  way  we  present 
it  to  the  House  of  Delegates. 

Now,  this  is  a  change  in  the  Constitution  or  an 
amendment  in  the  Constitution,  but  the  old  rules  hold 
at  the  moment  so  Dr.  Koonce  may  still  have  this  prob- 
lem in  getting  this  one  on  the  floor! 

DR.  KOONCE:  I  can  assure  you  it  won't  be  any 
problem!    [Laughter] 

DR.  SHAFFNER:  The  second  item  in  the  supple- 
mentary report  is  one  that's  purely  technical,  and  that 
is  to  change  the  name  of  Blue  Cross  Association. 

Amend  Chapter  X,  Section  16  'page  34 1  of  the  By- 
Laws  which  refers  to  the  Blue  Shield  Committee  by 
deleting  the  words,  'Hospital  Saving  Association  and 
Hospital  Care  Association"  and  inserting  in  lieu  there- 
of the  words  "North  Carolina  Blue  Cross  and  Blue 
Shield,  Inc." 

That's  in  addition  to  the  other  reports  I've  given 
to  the  Council. 

PRESIDENT  ROSS:  What  action  do  we  take  on  this? 

The  only  action  the  Council  takes  right  now  is  to 
approve  this  as  going  before  the  House  of  Delegates. 

DR.  KOONCE:  It's  not  exactly  like  with  a  resolution 
because  this  doesn't  go  to  a  Reference  Committee. 

DR.  BEDDINGFIELD:  You  don't  have  a  Reference 
Committee  on  Constitution  and  By-Laws? 

DR.  KOONCE:  No,  everything  on  the  Constitution  and 
By-Laws  is  done  immediately  on  the  floor  when  the 
Chairman  of  the  Committee  makes  his  report. 

The  Constitution  is,  according  to  our  present  ruling 
—the  ruling  of  the  House  of  Delegates  last  year— he 
presents  it  and  that's  it! 

They  can  present  it  if  they  want  to.  but  then  it  lays 
on  the  table  for  a  year. 

DR.  BEDDINGFIELD:  Then  I  move,  Mr.  President, 
the  adoption  of  the  report  of  the  Committee  on  Constitu- 
tion and  By-Laws  with  its  supplementary  report,  with 
the  recommendation  of  the  Council  to  the  House  that 
it  be  adopted. 

DR.  GLASSON:  Second. 

PRESIDENT  ROSS:  Is  that  clear? 

Any  discussion?  [No  response! 

All  in  favor  say  "aye":  opposed  "no." 

[The  motion  carried  unanimously.] 

DR.  KOONCE:  Mr.  President,  before  we  leave  him, 
could  I  get  some  action  on  that  suggestion  that  I  made 
of  cutting  the  time  to  two  weeks,  or  is  Jim  going  to 
hold  me  down  to  twenty-one  days? 

Could  we  recommend  that  the  Constitution  and  By- 
Laws  Committee  bring  in  a  report  tomorrow? 

PRESIDENT  ROSS:  I  think  that's  in  order. 

DR.  KOONCE:  I'd  like  to  make  a  motion  that  the 
Constitution  and  By-Laws  Committee  bring  a  recom- 
mendation in  concerning  the  length  o  ftime  for  reso- 
lutions to  be  presented  before  the  meeting— and  he 
work  that  out  with  Mr.  Barnes. 


DR.   BEDDINGFIELD:    I'll  second  the  motion. 

PRESIDENT  ROSS:  You've  heard  the  motion.  You've 
heard  the  discussion. 

Is  there  further  discussion?   [No  response] 

All  in  favor  say  "aye";   opposed   "no." 

[The  motion  carried  unanimously.] 

So  this  is  another  one. 

Dr.  Chapman  called  early  this  morning  and  said  he 
was  held  up— this  is  the  report  of  Blue  Ribbon  No.  1 
and  addendum. 

DR.  SHAFFNER:  The  last  motion  referring-  to  the 
Constitution  and  By-Laws  Committee,  they  want  some 
report  to  the  House  of  Delegates  tomorrow,  or  can 
you  wait  a  year? 

DR.  KOONCE:  No,  tomorrow! 

DR.  SHAFFNER:  Well,  it  will  have  to  be  presented 
tomorrow  afternoon  in  order  to  get  voted  on  this  year. 

DR.  KOONCE:  Couldn't  you  make  that  as  a  supple- 
mentary report  and  present  it — 

DR.  SHAFFNER:  The  only  thing  we  could  do.  Dr. 
Koonce,  if  you  don't  mind— the  only  way  you  can 
amend  the  by-laws  is  by  sending  it  a  month  ahead  to 
the  delegates  before.  In  other  words,  it  could  be 
passed  at  the  first  reading. 

DR.  KOONCE:  Yes,  but  the  reason  I'm  interested 
in  it  is  to  get  resolutions  to  Reference  Committees 
and  working  officially  which  they're  not  doing  yet 
because  we  haven't  had  enough  experience  at  working 
at  it. 

We  could  work  it  out  so  that  next  year  all  resolu- 
tions presented  before  two  weeks  to  the  meeting  will 
automatically  go  to  the  House  of  Delegates  and  won't 
have  to  come  through  us. 

PRESIDENT  ROSS:  It'll  save  this  group  a  lot  of 
work. 

DR.  SHAFFNER:  From  the  logistics  of  it.  Mr. 
President.  I'll  do  my  best  to  try  to  have  this  other 
recommendation  if  I  can  find  some  other  members 
of  the  committee  by  tomorrow  afternoon,  but  it  might 
have  to  be  in  the  form  of  another  supplementary  re- 
port towards  the  end  of  the  afternoon  in  order  to  get 
it  to  you. 

DR.  KOONCE:  Any  way  you  want  to  work  it!  Of 
course,  if  you  can't  do  it,  you  can't  do  it! 

PRESIDENT  ROSS:  Dr.  Chapman  says  he  will  be 
here  later. 

Dr.  Cogdell  is  here.  Dr.  Cogdell,  will  you  make  your 
report? 

DR.  DAVID  M.  COGDELL:  I  have  a  copy  of  the 
original  report  which  was  made  before  we  went  on  the 
usual  and  customary  charge  schedule  of  fees.  I  have 
some  extra  copies  of  that  if  you  would  like  them  and  we 
have  a  little  addendum  here  which  I  would  like  to  read, 
but  I'm  wheezing  so  badly,  I  wonder  if  someone  might 
read  it  for  me. 

DR.  CUTCHIN:  This  is  an  addendum  to  Dr.  Cogdell's 
annual  committee  report. 

The  CHAMPUS  Claims  Review  Subcommittee  has 
scheduled  meetings  on  the  third  Wednesday  of  each 
month  to  provide  guidance  and  assistance  to  Blue 
Shield  in  establishing  initial  administration  of  the  us- 
ual, customary  and  reasonable  fee  concept. 


172 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


The  Subcommittee  has  made  specific  recommenda- 
tions of  maximum  reimbursements  for  several  high  in- 
cidence procedures  such  as  obstetrical  care,  D&C's 
tonsillectomies,  etcetera,  which  have  comparatively 
low  relative  unit  value. 

All  charges  that  exceeded  NCRVS  at  a  $5  conversion 
factor  were  refused  to  the  Committee  for  recommenda- 
tion. 

The  members  consult  with  other  physicians  both  in 
their  area  and  in  the  area  where  care  was  provided 
regarding  customary  and  reasonable  charges  before 
making  a  recommendation  and  have  available  computer 
compiled  statistics  based  on  the  last  three  months 
Blue  Shield  claims  experience. 

Prior  recommendations  are  used  as  a  basis  for 
paying  subsequent  claims  of  a  similar  nature. 

To  date,  North  Carolina  physicians  have  welcomed 
change  to  the  usual,  customary  and  reasonable  basis 
and  without  exception  have  accepted  allowance  de- 
terminations of  Blue  Shield  and/or  of  the  Committee. 

Physicians  not  desiring  to  accept  assignment,  or 
not  desiring  to  be  subject  to  maximum  reasonable  al- 
lowance determination,  are  privileged  to  bill  patients 
direct. 

In  such  cases.  Blue  Shield  is  authorized  to  reimburse 
the  patient  in  an  amount  not  to  exceed  that  which  would 
have  been  paid  the  physician. 

DR.  COGDELL:  Thank  you. 

Is  there  any  question  on  this?  [No  responsel 

We're  going  beyond  $5  coefficient  to  relative  value 
study  in  most  areas  because  the  information  we  had  in 
some  areas  this  was  not  added. 

Thank  you,  unless  you  have  some  questions. 

PRESIDENT  ROSS:  Do  you  have  any  further  com- 
ments concerning  this,  Dr.  Cogdell? 

DR.  COGDELL:  Not  with  reference  to  this.  I  do 
have  one  question  that  keeps  popping  up. 

About  three  years  ago.  the  Veterans  Administration 
came  down  to  Fayetteville  and  asked  for  this  $3  con- 
version factor  and  I  said  '"No."  I've  had  no  contact 
with  them  since  and  no  direction  from  this  body  as  to 
what  I  should  do. 

I've  just  sort  of  let  it  ride.  I  don't  know  what  has 
happened  to  it. 

PRESIDENT  ROSS:  We've  got  a  big  committee.  I 
know  you've  had  a  lot  of  dealing  with  them  there. 

DR.  COGDELL:  The  CHAMPUS  program  came 
through  and  it  was  fine.  We  had  sort  of  a  control  over 
it,  but  the  Veterans  Administration,  we  know  nothing 
of  what  to  do. 

PRESIDENT  ROSS:  Dr.  Cutchin.  do  you  want  to 
make  a  motion? 

DR.  CUTCHIN:  No  comment! 

DR.  BEDDINGFIELD:  Mr.  President,  I'll  move  that 
we  accept  and  approve  the  committee  report  with  its 
addendum. 

DR.   GARRARD:    Second. 

PRESIDENT  ROSS:  Discussion? 

DR.  BEDDINGFIELD:  I'll  make  the  observation  that 
the  committee  has  preserved  the  precepts  that  we 
try  to  preserve  in  dealing  with  third  parties  in  that 
it's   subject  to  review  and   allows   for   direct  billing, 


since  these  are  the  two  goal  principles  and  they  have 
preserved  them. 

PRESIDENT  ROSS:  All  in  favor  say  "aye";  op- 
posed "no." 

The  motion  carried. 

Item  id i  nominations  for  AMA  Boards  and  Councils. 

MR.  BARNES:  Dr.  John  Robert  Kernodle  for  a  posi- 
tion on  the  Board  of  Trustees  and  I  believe  the  Execu- 
tive Committee  of  the  Society  did  direct  some  effort 
being  made  to  introduce  him  about  the  country  through 
Ihis  device  here— [held  up  a  pamphlet!— and  that  has 
been  done  and  I  guess  it's  a  question  of  this  coming 
for  consideration  of  the  Council  and  maybe  the  House 
of  Delegates. 

PRESIDENT  ROSS:  How  about  Dr.  M.  D.  Hill  for 
AMA  Committee  on  Constitution  and  By-Laws?  Is  that 
part  of  the  picture? 

MR.  BARNES:  That  has  been  done. 

PRESIDENT  ROSS:    It  has  been  done. 

MR.  BARNES:  Yes,  and  conveyed  to  AMA  as  an  offi- 
cial action  from  the  Executive  Council. 

PRESIDENT  ROSS:  I  think  all  the  bases  have  been 
touched  and  Dr.  Kernodle's  curriculum  vitae— we 
took  out  the  sunbeams  and  the  golden  circle  part  of  it! 
ILaughterf    That's   the   only   deletion   we   took   out! 

It  was  very  impressive. 

This  had  a  good  working  over,  I  think,  so  this  requires 
no  action  I  think. 

DR.  JONES:  Mr.  President  or  possibly  Mr.  Speaker, 
is  there  an  item  on  the  agenda  of  the  House  for  en- 
doresment  of  John  Robert  Kernodle  for  the  Board  of 
Trustees? 

DR.  KOONCE:  I  don't  know. 

DR.  JONES:  I  move  that  this  Executive  Council  en- 
dorse the  candidacy  of  John  Robert  Kernodle  for  a 
vacancy  upon  the  Board  of  Trustees  of  the  American 
Medical  Association  and  <2>  that  this  be  made  an 
agenda  item  in  the  House  of  Delegates  with  the  recom- 
mendation of  the  Council  that  he  be  endorsed. 

DR.  JAMES  S.  RAPER  [Second  Vice  President  of  the 
Society]:  Second  the  motion. 

PRESIDENT  ROSS:  Discussion?   [No  response] 

AH  in  favor  say  "aye";  opposed  "no." 

[The  motion  carried  unanimously.] 

DR.  CUTCHIN:  Should  a  statement  be  made  so  far 
as  Dr.  Hill  is  concerned? 

DR.  KOONCE:  What's  that  position? 

MR.  BARNES:  That  is  for  membership  on  the  Con- 
stitution and  By-Laws  Committee  of  the  American 
Medical  Association. 

MR.  BARNES:  The  Council  has  acted.  It  should  be 
brought  to  the  House  of  Delegates. 

DR.  KOONCE:  I  think  that  can  be  left  to  the  dis- 
cretion of  the  Speaker  of  the  House.  I  mean  the 
Council  has  already  approved  it. 

I  can  bring  it  up  to  the  House  of  Delegates  for  their 
approval  and  action  of  the  House. 

[There  followed  a  twenty  minute  recess.] 

PRESIDENT  ROSS:  The  Council  is  reconvened. 

Dr.  Chapman  is  with  us  and  we  will  proceed  with 
his  report  under  section  (b). 

DR.  JESSE  P.  CHAPMAN:  Thank  you,  Dr.  Ross 
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I  might  bring  you  up-to-date  on  our  initial  report 
concerning  the  annual  meeting.  Perhaps  you  have  heard 
more  and  will  be  able  to  present  more  information 
concerning-  the  reaction  of  the  members  of  the  So- 
ciety. 

I  have  only  two  letters  since  the  report  was  sent  out 
to  the  presidents  of  the  county  societies:  one  from 
the  Haywood  County  Society  and  one  from  the  Pitt 
County  Society. 

Both  of  them  state  that  they  feel  they  are  good 
recommendations  and  approved  steps  for  the  adoption  of 
the  recommendations. 

This  is  in  no  way  to  be  construed  as  an  attempt 
to  qualitate.  This  is  the  report  of  the  only  two  let- 
ters I've  received  and  certainly  we  realize  that  the 
annual  meeting  is  a  very  complex  thing  and  these  two 
letters  are  simply  for  your  information. 

Having  concluded  as  far  as  we  were  concerned  at  this 
point  our  studies  of  the  annual  meeting  and  dumping 
it  in  your  lap,  we  next  decided  that  perhaps  we  should 
investigate  or  study  the  function  of  the  headquarters 
office  operation. 

To  that  end,  we  met  in  Raleigh  on  March  16th 
with  President  Ross  and  President-elect  Welton  and 
Mr.  Barnes  and  we  had  an  afternoon  long  discussion 
about  headquarters  operation. 

After  discussing  many  facets,  we  came  to  the  con- 
clusion that  the  last  in-depth  study  of  headquarters 
operation  had  been  done  in  1957  which  means  that 
eleven  years  have  passed  and  things  have  gotten  by 
pretty  well  in  that  length  of  time. 

It  was  our  feeling  that  a  detailed  study  of  head- 
quarters operation  once  every  ten  years  should  not 
be  considered  an  extravagant  waste  of  Medical  So- 
ciety funds,  but  indeed  would  be  a  worthwhile  invest- 
ment and  therefore  this  is  our  recommendation  that  the 
Executive  Council  be  requested  to  employ  a  profes- 
sional management  consultant  to  study  headquarters 
operation  and  to  submit  an  appropriate  report  to  the 
Executive  Council,  with  copies  to  be  distributed  to  the 
Blue  Ribbon  Committee  No.  I  in  order  that  that 
committee  might  incorporate  the  consultant's  findings 
in  their  own  study  and  the  final  report  on  the 
headquarters  facilities. 

That's  the  end  of  our  report. 

PRESIDENT  ROSS:  Would  anybody  like  to  direct 
questions  to  this  Chairman  of  this  excellent  Committee? 

I  think  the  item  there  is  news  and  certainly  concerns 
Wayne  Benton. 

DR.  SHAFFNER:  Shouldn't  this  be  a  recommenda- 
tion was  worthwhile  enough  to  recommend  it  to  the 
House  of  Delegates. 

DR.  CHAPMAN:  It  was  our  understanding  that  our 
committee  was  to  recommend  it  to  the  Council  and  it 
was  up  to  you  to  decide  whether  this  recommendation 
was  worthwhile  enough  to  recommend  it  to  the  House  of 
Delegates. 

PRESIDENT  ROSS:  Will  some  member  of  the  Coun- 
cil care  to  make  a  recommendation? 

DR.  GLASSON:  Is  there  any  indication  of  how  much 
such  a  survey  would  cost? 


DR.  CHAPMAN:  No,  we  have  not  sought  any  informa- 
tion on  that  score  at  all. 

DR.  GLASSON:  What  did  it  cost  last  time,  ten  years 
ago? 

MR.  BARNES:  About  $7500  and  it  will  be  about  25 
per  cent  more  these  days,  but  that  was  in  the  days 
when  this  undertaking  was  a  little  of  an  innovation. 

Pennsylvania  had  a  survey  a  short  time  before  and 
it  was  $10,000.  I  doubt  that  you  would  get  it  for  $7500 
now. 

DR.  WAYNE  J.  BENTON  [Chairman,  Commission 
I]: 

Jim  what  was  your  impression  of  the  last  survey 
we  had? 

As  I  remember  it,  most  of  the  survey  had  to  do  with 
calling  in  you  people  and  talking  to  you  one  at  a 
time,  trying  to  find  out  from  you  all  what's  going  on 
in  headquarters  and  then  after  that's  all  put  down,  then 
it  comes  back  to  make  a  recommendation. 

MR.  BARNES:  No,  this  particular  survey  took  into 
consideration  its  own  choice  of  leaders  in  the  member- 
ship and  they  were  interviewed  in  depth,  on  schedule, 
one  by  one,  over  a  period  of  two  to  three  weeks. 

So,  it  was  more  than  staff. 

DR.  BENTON:  That's  what  I'm  talking  about— the 
Councilors,  the  committee  chairmen,  are  the  ones  who 
spent  most  of  the  time,  wasn't  that  it? 

MR.  BARNES:  Don,  do  you  remember?  You  were 
President  at  that  time. 

DR.  KOONCE:  Yes.  I  remember  it  very  well. 

I  thought  it  was  invaluable. 

DR.  BENTON:  It  certainly  changed  the  structure 
for  us. 

DR.  RHODES:  Mr.  President.  I  would  like  to  second 
that.  I  was  a  member  of  the  committee  and  I  think  it 
was   an    invaluable    asset    to   this   organization. 

DR.  KOONCE:  There  were  several  little  crevices 
that  we  were  in  that  we  could't  have  gotten  out  of 
without  that  survey. 

DR.  WELTON:  May  I  comment,  Mr.  President? 

PRESIDENT  ROSS:  Yes.  I  think  we  can  discuss  this. 

DR.  WELTON:  Having  had  the  privilege  of  sitting  in 
on  this  committee  at  several  of  its  meetings,  I  would 
like  to  endorse  this  proposal. 

There  have  been  great  improvement  made  in  man- 
age techniques.  It's  a  specialty  in  its  own  right  now  in 
the  management  field  and  many  organizations  are  now 
having  a  study  such  as  this  done  periodically,  I  think 
every  five  or  ten  years. 

This  is  necessitated  by  a  lot  of  things — manpower 
shortage,  personnel  problems,  rising  costs  and  so  on. 

But,  mostly,  to  get  an  objective  view  of  the  most 
efficient  utilization  of  time  of  the  personnel  that  we 
have.  I  think  this  is  very  essential. 

PRESIDENT  ROSS:  This  is.  of  course,  being  done. 
I've  participated  in  one  for  the  American  College  of 
Obstetrics  and  Gynecology. 

The  matter  of  expense  is  how  much  in  depth  and 
how  many  you  want  to  do.  I  mean,  a  job  description 
and  things,  but  I  do  feel  that  the  persona  interviews 
with  the  people  concerned  is  most  important:  that  one 


174 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


person's  opinion  and  it  can  be  as  expensive  as  you 
want  to  make  it. 

DR.  JONES:  The  philosophy  behind  the  Blue  Ribbon 
No.  I  was  one  of  evaluation  and  a  reconsideration  of 
position,  the  position  the  Society  has  with  respect  to  the 
changing  times  and  the  changing  customs  and  the 
changing  mechanisms. 

The  question  that  would  of  course  come  up  would 
be  the  expense. 

The  only  question  that  I  would  have  in  my  mind  at 
all  is  how  much  would  it  entail  in  the  matter  of  raising 
dues. 

There  are  other  proposals  that  I  think  are  going  to  be 
made  that  will  entail  a  raise  in  dues  and,  generally,  I 
think,  it  would  be  certainly  of  value,  just  as  we  in  our 
own  offices  have  people  come  and  point  out  little 
errors  we're  making.  Sometimes  it  will  save  us  that 
much  money. 

PRESIDENT  ROSS:  That's  quite  correct  and  not 
pointing  out  things,  but  more  a  looking  in  the  mirror 
and  I  know  AM  A  has  been  concerned. 

They've  backed  away  from  this,  doctor.  Do  you 
know  what  the  feeling  is  at  homfe  office  now  concerning 
this  sort  of  thing?  At  one  time,  they  promised  they 
might  have  the  mechanism  to  help  with  this. 

MR.  BLANCHARD:  Well,  I  have  only  a  brief  tenure 
with  the  AMA  but  many  times  we  refer  to  it  as  a 
restructuring  of  the  AMA. 

At  the  time  that  Dr.  Blasingame  came  on  the  job, 
part  of  his  job  was  this  and  there  have  been  tremen- 
dous strides  since  then  and  they  are  constantly  looking 
at  it  with  the  idea  that  it  may  be  necessary,  but  they 
haven't  up  to  this  time. 

PRESIDENT  ROSS:  I  think  what  Dr.  Chapman  wants 
is  the  impression  and  the  advice  and  the  feeing  conl- 
cerning  this,  and  the  authority — is  that  correct? 

DR.  CHAPMAN:  Yes. 

My  understanding  of  our  committee's  function  was 
not  to  do  anything  more  than  to  study  it  as  impartially 
as  we  knew  how  the  various  functions  of  the  State  So- 
ciety and  it's  up  to  this  group. 

It's  not  the  idea  that  we  go  any  further  with  this. 

In  other  words,  our  suggestion  is  that  a  professional 
study  of  headquarters  operation  is  the  first  step  in  the 
evaluation  of  our  headquarters.  This  would  be  the  basis 
for  any  alteration  in  headquarters. 

PRESIDENT  ROSS:  Your  committee  investigated  the 
possible  cost  in  terms  of  figures,  did  it? 

DR.  CHAPMAN:  No,  this  we  have  not  done. 

DR.  WELTON:  May  I  make  a  suggestion  here? 

If  I  understand  Dr.  Chapman  correctly  now,  it  is  not 
this  committee's  function  to  carry  out  such  a  thing  or 
have  it  done.  You  merely  make  a  recommendation,  is 
that  it? 

DR.  CHAPMAN:  Merely  recommend. 

DR.  WELTON:  And,  either  the  Council  or  the  Blue 
Ribbon  No.  2  were  the  implementing  organization. 

DR.  CHAPMAN:  If  we're  charged  to  do  so,  we  will 
be  glad  to  assume  the  responsibility  if  this  Society 
wants  to  do  it. 

DR.  KOONCE:  Your  recommendation  theoretically  is 


also  based  on  whether  we  can  afford  it  or  not.  That 
would  be  the  first  thing  to  determine. 

DR.  CUTCHIN:  Are  you  studying  just  the  head- 
quarters operation  in  Raleigh,  or  are  you  studying  the 
organization  of  the  whole  Society? 

DR.  KOONCE:  The  organization  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina. 

DR.  BENTON:  When  you  say  the  headquarters  of- 
fice, that  means  Jim  Barnes  and  his  staff  and  that  s 
a  sort  of  a  slap  in  the  face  in  a  way. 

DR.  BEDDINGFIELD:  I  move,  Mr.  President,  that 
the  report  be  changed  as  follows: 

In  the  report  of  Blue  Ribbon  Committee  No.  I  re- 
port number  two,  page  28  in  this  1968  Compilation  of 
Reports. 

In  the  third  line  of  their  recoammendation  to  delete 
the  word  "headquarters"  and  to  insert  in  lieu  thereof 
following  the  word  "operations"— to  study  operations 
of  the  Medical  Society  of  the  State  of  North  Carolina. 
Then,  that  that  amended  report  be  endorsed  in  principle 
by  the  Council  and  that  Blue  Ribbon  Committee  No.  I 
be  directed  to  proceed  with  a  study  of  the  feasibility 
and  the  cost  of  such  a  study  and  report  back  to  Council. 

DR.  WELTON:  I  second  the  motion. 

DR.  CUTCHIN:  This  changes  this  report  some  be- 
cause they're  recommending  they  employ  a  professional 
man  right  off  the  bat. 

DR.  JONES:  This  is  a  recommendation  of  the  com- 
mittee. This  committee  does  not  take  action.  This  is 
the  action  body  of  the  Medical  Society  of  the  State  of 
North  Carolina  here  and  the  House  of  Delegates  and 
this  committee  cannot  make  a  motion. 

This  is  purely  their  report.  If  this  Council  chooses 
to  differ  a  litte  bit  in  their  recommendation  then  there's 
not  necessarily  anything  wrong  operational-wise  from 
that  standpoint,  so  a  motion  transmitted  to  the  House 
from  this  Council  saying  this  is  the  Council's  opinion, 
taking  into  account  what  Blue  Ribbon  has  said,  it 
dosen't  go  against  them,  but  it  says  what  we  feel  as 
a  result  of  their  recommendations. 

PRESIDENT  ROSS:  Is  there  a  second  to  the  motion 
of  Dr.  Beddingfield? 

DR.  WELTON:  Yes.  Second. 

PRESIDENT  ROSS:  Right! 

Is  there  further  discussion? 

I  think  it's  important  to  have  Blue  Ribbon  Commit- 
tee's report  approved  and  passed  on,  but  broken  down 
in  doses  and  they  have  other  investigations  in  the  mean- 
time but  I  do  think  it's  important  to  get  backing  of 
their  work  as  of  now  by  the  Society. 

DR.  CHARLES  W.  STYRON  [Secretary  of  the  So- 
ciety] : 

Mr.  Chairman,  as  I  understand  it,  the  Blue  Ribbon 
Committee  has  a  list  of  items  which  they  intend  to 
investigate  in  depth  over  a  period  of  time. 

DR.  CHAPMAN:  Yes. 

SECRETARY  STYRON:  This  is  simply  the  first  of  a 
group  of  items — 

DR.   CHAPMAN:    Second! 

DR.  BEDDINGFIELD:  The  annual  meeting  was  the 
first  one. 

SECRETARY   STYRON:    Second— in  which,   for  ex- 
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ample,  is  the  investigation  of  the  NORTH  CAROLINA 
MEDICAL  JOURNAL— 

DR.  CHAPMAN:  Publications! 

This,  I  don't  think,  will  be  a  very  lengthy  project. 

SECRETARY  STYRON:  But  the  difference  here,  as 
I  understand  it,  Ed,  is  that  you  want  the  investigation 
made  so  that  it  will  encompass  all  of  the  items  that 
they  have  listed  for  investigation. 

DR.  JONES:  No! 

PRESIDENT  ROSS:   No! 

DR.  JONES:   Operations— 

DR.  BEDDINGFIELD:  Not  to  limit  the  investigation 
to  the  operations  of  the  headquarters  office  or  Raleigh. 

The  intent  of  my  motion  is  basically  approval  of  the 
Blue  Ribbon  Committee's  report  for  action,  but  I  don't 
think  this  Council  or  the  House  of  Delegates  could 
preceed  to  endorse  it  exactly  as  it  is  without  getting 
some  idea  of  what  it's  going  to  cost  and  how  it  fits  in 
and  this  is  the  reason  for  my  motion,  to  endorse  it  in 
principle  and  to  implement  a  feasibility  study  and  come 
back  and  let  us  know  what  the  price  tag  is  on  this 
thing. 

A  lot  of  people  think  this  has  merit  and  ought  to  be 
done. 

DR.  WELTON:  And,  this  means,  if  I  may  ask  a 
question,  Mr.  President,  before  such  a  arrangement  is 
made  the  cost  must  be  approved  by  the  next  meeting 
of  the  Council? 

DR.   BEDDINGFIELD:   That's  right. 

PRESIDENT  ROSS:  Is  everything  crystal  clear  now? 

DR.  GILBERT:  I'd  like  to  raise  the  question,  it's 
still  somewhat  confused  with  Ed's  amendment  and  with 
what  Dr.  Benton  said — 

PRESIDENT  ROSS:  Well,  that  has  to  do  with  money, 
Dr.  Gilbert! 

DR.  GILBERT:  No,  the  implication  of  this  amend- 
ment was  the  major  purpose  of  this  committee  is  in- 
volved with  all  phases  of  Society  operations.  That's 
already  implied  and  sure  enough,  their  recent  study 
has  had  to  do  with  nothing  but  the  headquarters  of- 
fice. 

This  is  one  of  the  things  they  decided  to  study  and 
this  particular  facet  of  their  work  has  involved  itself 
with  just  that  one  thing,  and  already  they  are  going 
from  one  major  operation  of  the  State  organization 
to  another. 

So,  that  I  would  be  confused  with  that  part  of  the 
amendment  changing  the  wording  here  because  their 
goal  is  already  implied  in  this  report. 

DR.  KOONCE:  But  if  you  limit  it  to  headquarters 
office,  wouldn't  we  be  throwing  money  away  to  bring 
a  man  down  here  and  investigate  nothing  but  that 
when  ther  are  so  many  other  facets  that  this  committee 
would  certainly  work  with  that  man,  or  whoever  he 
is— an  agency— and  come  to  our  next  step  which  is  pub- 
lications. He  can  step  a  little  ahead  of  them  and  help 
them  with  that. 

But,  I  think  we  would  be  wasting  money  to  study 
this  one  phase  of  headquarters  operations. 

DR.  GILBERT:  Yes,  I  see  the  point. 

DR.  RAPER:  I  think  we  are  asking  for  professional 
help  before  we  are  finished  with  our  own  help  and  I 


want  to  compliment  Blue  Ribbon  Committee  No.  I  and 
I  think  it's  worthwhile  to  give  them  a  little  more  com- 
ment before  we  ask  for  professional  paid  help. 

These  boys  don't  get  anything  for  it.  Let's  use  them 
for  all  we  can! 

DR.  CHAPMAN:  Could  I  say  a  little  bit  in  rebuttal 
to  that? 

I  don't  want  to  prolong  things,  but  our  feeling  is 
this,  that  whereas  we  know  doctors  fairly  well,  we 
think,  and  we  can  tell  something  about  publications 
and  cost  sheets  and  what  not  and  maybe  we  have  some 
of  our  own  opinions  about  the  way  things  should  be  done 
in  other  fields,  the  headquarters  operation  is  a  fairly 
good  size  business  venture  and  the  people  in  it  are 
already  professionals  in  doing  their  job,  just  as  we're 
professionals  in  doing  ours,  and  we  felt  it  might  be  a 
better  thing  for  many  reasons  to  have  other  profes- 
sionals who  are  best  equipped  to  evaluate  what  our 
professionals  are  doing,  in  the  first  place. 

In  the  second  place,  it  would  not  make  anybody 
either  in  the  headquarters  office  or  in  the  State  Society 
feel  like  we  were  witch  hunting  anywhere  and  this  was 
the  thing  we  didn't  want. 

Our  job,  as  I  understand  it,  is  improvement,  not 
tearing  down  anything. 

We  thought  perhaps  a  professional  group  could  give 
us  the  information  on  an  unbiased  basis,  without  caus- 
ing any  ill  feeling  or  question  about  it  in  anybody's 
mind. 

This  is  the  reason  for  it. 

We  still  would  like  to  try  and  investigate,  on  our 
own,  publications  and  various  other  items  that  we 
outlined  in  our  initial  report. 

Suppose  we  do  this,  suppose  we  come  up  with  a  re- 
port on  feasibility  and  cost  and  then  at  a  later  date, 
figure  out  the  rest  of  it! 

DR.  BEDDINGFIELD:  Implied  in  my  motion  would 
be  in  your  negotiating  with  the  various  professional 
management  group  you  could  delineate  the  areas,  but 
simply  not  limit  it  to  Raleigh  office,  that's  all! 

PRESIDENT  ROSS:  They're  going  to  take  up  pub- 
lications soon  and  then  they're  going  on. 

DR.  BEDDINGFIELD:  If  you  want  to  exclude  pub- 
lications, that  would  be  all  right. 

DR.  JONES:  May  I  ask  a  question? 

Is  it  not  possible  with  these  management  groups  to 
do  a  phased  investigation  wherein — or  survey  would  be 
a  better  word— to  say,  well,  look  we  might  want  to 
hold  back  for  the  whole  package  but  we  want  to  see 
how  much  it's  going  to  cost.  How  much  would  this 
part  of  it  cost?  How  much  would  the  other  part  cost? 

All  right,  we're  going  to  buy  part  "A"  and  if  you 
think  it's  necessary  to  go  into  part  "B"  and  part  "C" 
as  a  part  of  "A",  then  we'll  see  whether  we  can  buy 
that  or  not.  but  it  still  has  to  come  back  to  this  group 
to  determine  whether  or  not  the  Society  can  afford  it. 

PRESIDENT  ROSS:  Is  that  clarified.  Dr.  Gilbert? 

DR.  GILBERT:  Yes,  I  think  so. 

DR.  SHAFFNER:  Dr.  Beddingfield,  would  you  con- 
sider not  changing  their  report  to  us,  to  the  House  of 
Delegates,  but  moving  that  we  ask  the  Blue  Ribbon 
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Committee  to  come  back  with  a  feasibility  and  cost 
estimate  on  studies? 

Therefore,  that  would  not  change  their  report. 

I  don't  think  we  ought  to  change  their  report.  We 
can  recommend  or  request  them  to  get  other  informa- 
tion. 

PRESIDENT  ROSS:   Any  other  discussion? 

DR.  BEDDINGFIELD:  May  I  reply  to  Dr.  Shaffner? 

I  don't  feel  strongly  about  it.  I  was  trying  to  pick 
up  the  hint  that  Dr.  Benton  dropped,  to  drop  my  im- 
plication of  "witch  hunting"  in  the  headquarters  office 
and  I  suppose  if  you  study  the  operations  of  the  head- 
quarters it  would  involve  people  with  whom  the  head- 
quarters touch  base  which  is  all  of  us. 

If  it  can  speed  action  on  the  thing,  I  think  if  we  all 
feel  the  same  way  about  it,  we  can  arrive  at  some 
wording.  I  don't  feel  strongly  about  it,  if  it  would  make 
it  more  aceptable  to  the  group  to  change  my  motion 
by  deleting  the  amendment  and  by  leaving  the  rest  of 
it  in  about  the  fasibility  study,  I  would  say  that's  all 
right. 

Because  when  they  begin  dickering  with  the  profes- 
sional management  groups,  they're  going  to  get  var- 
ious sorts  of  proposals  anyhow  .depending  upon  what 
segment,  how  big  the  study  is.  just  like  Frank  said. 

DR.  JONES:  Mr.  President,  I  think  we're  talking  at 
loggerheads  to  some  extent  here. 

This  Council  cannot  change  any  committee's  report. 
This  is  what  they  say,  this  is  what  they  bring  to  us 
and  as  a  result  of  bringing  a  report  to  us,  this  Council 
would  say  in  view  of  having  listened  to  this  report, 
it  is  the  Council's  recommendation  that — then  go  ahead 
with  this. 

You  know,  you  can't  change  a  committee's  report. 
That's  printed  and  I  don't  think  Ed  had  any  intention 
of  changing  it. 

DR.  BEDDINGFIELD:  But  I  can  create  an  Execu- 
tive Committee  report  by  amending  a  committee  report 
which  I  was  trying  to  do. 

Just  to  get  it  on  the  books,  I'm  going  to  let  it  stand 
as  it  is  and  not  withdraw. 

PRESIDENT  ROSS:  Any  further  questions? 

DR.  RAPER:  Question! 

PRESIDENT  ROSS:  All  in  favor  of  the  motion  say 
"aye";  opposed  "no." 

The  motion  is  defeated. 

DR.  SHAFFNER:  I  move  the  Executive  Council  ac- 
cept the  report  number  two  of  Blue  Ribbon  Committee 
No.  I  and  recommend  to  the  House  of  Delegates  that 
this  Blue  Ribbon  Committee  No.  I  be  requested  to  esti- 
mate the  feasibility  and  cost  of  having  the  professional 
management  firm  survey  the  operations  in  Raleigh  of 
the  Medical  Society  and  report  back  to  Executive  Coun- 
cil. 

DR.  BEDDINGFIELD:  I'll  second  the  motion. 

DR.    WELTON:    May    I    discuss    that? 

Could  you  add  to  that,  "for  action?" 

DR.  SHAFFNER:  Certainly,  I'll  add  to  that,  "for 
action." 

DR.  WELTON:  It  seems  to  me  that  it  would  be 
advisable  if  the  committee  can  obtain  this  information 


of  the  cost  for  that  to  be  given  to  the  Finance  Commit- 
tee when  it  meets  in  September. 

PRESIDENT  ROSS:  There's  no  reason  why  Dr.  Chap- 
man's committee  can't  make  any  study  they  want,  and 
perhaps  luckily  they  might  come  up  with  this  informa- 
tion. 

PRESIDENT  ROSS:  Any  further  discussion  of  Dr. 
Shaffner's  motion?  [No  response] 

All  in  favor  of  Dr.  Shaffner's  motion  say  "aye"; 
opposed  "no." 

[The  motion  carried  unanimously.] 

The  next  order  of  business  <e>  under  special  reports, 
I'd  like  to  ask  Dr.  Welton  if  he  would  present  this. 

DR.  WELTON:   Thank  you,  Mr.  President.. 

I  would  call  your  attention  first  to  meetings  of  the 
Executive  Committee,  minutes  of  its  meeting  which 
were  presented  at  the  last  Council  meeting— of  Nov- 
ember 19th. 

In  this  report,  it  was  stated  that  the  Executive  Com- 
mittee authorized  Dr.  Welton  and  Mr.  Barnes  to  ex- 
plore the  possibilities  of  a  field  representative  being 
employed  jointly  by  the  Medical  Society  and  the  Reg- 
ional Medical  Program  for  a  trial  program  of  one 
year. 

Unfortunately,  these  were  not  officially  approved 
by  action  of  the  Council  the  last  time  and  that's  why  I 
wanted  to  read  this  to  you  now. 

It  was  also  my  recollection  that  Dr.  Styron  proposed 
that  I  be  authorized,  with  Mr.  Barnes,  to  proceed 
with  this.  Is  that  right,  do  you  remember? 

SECRETARY  STYRON:  Correct,  it's  in  the  minutes. 

DR.  WELTON:  No,  it's  not  in  the  minutes.  I  beg 
your  pardon.  It  may  be  in  the  complete  version. 

Now,  we  have  gone  ahead  and  explored  this,  Mr. 
Barnes  and  I,  and  we  have  a  happy  report  to  give  you. 

A  candidate  who  is  suitable,  competent  and  satis- 
factory to  Mr.  Barnes  and  to  Dr.  Musser,  has  been 
found  and  is  available. 

His  credentials,  references,  have  been  thoroughly 
checked.  His  past  experience  includes  visiting  physi- 
cians in  the  state  as  pharmaceutical  detail  man. 

He  has  a  personality  which  is  mature  and  pleasing, 
and  he's  interested  in  the  position. 

He  has  been  interviewed  several  times,  both  by  Mr. 
Barnes,  Dr.  Musser  and  some  of  the  other  members  of 
the  Executive  Committee  of  the  RMP. 

The  starting  salary  is  anticipated  to  be  $12,000  per 
year;  traveling  expenses  will  be  paid  in  addition  to  that. 

He  will  be  an  employee  of  our  Society  under  the 
supervision  of  our  Executive  Director. 

The  understanding  with  the  Regional  Medical  Pro- 
gram is  that  during  the  first  year  we  will  share  this 
man's  time,  approximately  fifty-fifty,  and  they  will 
share  the  expense  accordingly.. 

But  I  have  obtained  without  any  difficulty  in  writing 
an  agreement  with  Dr.  Musser  that  we  may  want 
and  may  have  one  hundred  per  cent  of  his  time  during 
the  period  of  the  General  Assembly. 

Now,  when  I  spoke  of  this  previously,  I  explained 
this  matter  was  a  subject  of  considerable  discussion  at 
a  workshop  last  summer  of  the  State  Society  Presidents, 
Presidents-elect  and  Past  Presidents  and  those  states 
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which  had  such  a  field  man  were  enthusiastic,  unani- 
mously, about  the  great  value  of  a  field  man  provid- 
ing communication  to  the  headquarters,  to  the  county 
societies  and  back. 

The  one  employed  in  Georgia,  for  example,  and  they 
have  approximately  the  same  number  of  county  units 
which  we  do,  was  able  to  get  around  and  see  each 
county  group  twice  a  year.  This  doesn't  mean  he  neces- 
sarily attends  their  county  society  meetings,  but  he 
meets  with  their  officers  and  so  on  and  has  some  time 
left  after  that. 

I  would  like  to  ask  Terry  Blanchard  if  he  would  be 
kind  enough  to  do  so,  to  comment  on  the  idea  of  us 
having  a  field  man. 

MR.  BLANCHARD:  Dr.  Welton  discussed  this  with 
me  in  some  detail  at  the  time  of  the  ast  Council  meet- 
ing at  your  Officers'  Conference  and  I  can  only  say 
to  you  what  I  said  to  him,  that  organized  medicine  is  as 
strong  as  the  grassroots  movement  and  the  grassroots 
movement  in  organized  medicine  is  the  county  societies. 

We  find  a  very  great  desire  on  the  part  of  the 
county  society  officers  to  improve  their  county  societies 
to  become  more  effective,  both  at  the  local  level  and  in 
relationship  to  the  state  organization. 

It  was  my  pleasure  for  two  days  to  ride  with  Bill 
Hilliard  previous  to  your  County  Officers'  session  to 
visit  some  of  the  county  society  officers.  We  rode  for 
two  days.  I've  ridden  with  Doug  Wallace,  the  man  in 
Georgia,  on  two  different  occasions  for  two  days  each 
time  and  I  can  only  say  the  reception  by  the  individual 
physicians  and  by  the  county  society  officers,  the  part- 
time  secretaries  of  the  county  societies  and  the  full- 
time  secretaries  of  the  county  societies  where  they're 
large  enough— in  both  instances  have  been  exceptional. 

We  were  welcomed  with  open  arms  and  I'm  sure, 
as  a  result  of  these  visits,  there's  a  much  better  under- 
standing of  the  relationship  between  the  county  socie- 
ties, the  state  organization  and  the  AMA  which,  of 
course,  was  my  primary  interest  in  the  movement. 

I  hope  you  realize  this  is  reflected  in  your  previous 
action  which  you  just  took  of  a  study  of  the  policies 
and  programs  of  the  organization,  that  in  both  of  these 
committees  you  recognize  the  changes  that  are  com- 
ing about  not  only  in  the  practice  of  medicine,  but  in  the 
organization  of  organized  medicine. 

The  more  direct  contact  between— if  Jim  Barnes 
had  the  possible  time  and  the  physical  stamina  to  do 
all  these  things  by  himself,  this  would  be  the  ideal 
thing,  but  just  the  management  of  the  office  by  itself 
and  the  affairs  of  the  organization  is  still  more  than 
Jim  can  possibly  have  time  to  do  and  I  don't  think— 
and,  Jim,  you're  here  but  I  want  to  say  it  plainly— I 
don't  think  there's  a  better  qualified  man  in  the  nation 
in  the  contacts  that  I've  had,  than  Jim  Barnes,  but  he 
just  can't  do  it  all,  you  see. 

In  this  set-up,  the  man  you're  going  to  hire,  will  be 
looking  at  this,  under  Jim's  direction,  is  real  important 
that  although  this  is  jointly  with  the  Regional  Medical 
Program  the  activities  of  this  man  will  be  under 
the  direction  of  Jim  Barnes  and  the  first  responsibility 
is  to  the  Medical  Society.  This  is  real  important. 

I  have  a  feeling,  Dave,  that  as  this  program  pro- 


gresses, you  people  here  with  whom  the  man  will  be 
working,  and  the  county  officers  with  whom  he  will  be 
working,  will  soon  realize  you're  going  to  have  to  find 
the  money  to  make  him  a  full-time  employee  of  your 
Society  and  that  Regional  Medical  will  have  to  look 
for  their  own  man. 

This  is  how  important  I  think  it  is. 

I  looked  over  the  young  man's  qualifications.  Dave 
had  them.  I  didn't  meet  him  personally,  but  I  did  look 
over  his  qualifications.  He  sounds  like  a  very  well  quali- 
fied person  and  you're  very  fortunate  in  being  able  to 
find  somebody  who's  willing  to  go  to  work  for  this 
kind  of  money  and  do  the  job  you  want  done. 

We  just  as  of  the  first  of  May  got  our  field  staff 
to  full  strength.  We've  been  trying  to  get  it  up  to  full 
strength  for  two  years. 

The  availability  of  personnel  for  these  kinds  of  posi- 
tions is  very,  very  limited. 

If  you  have  any  questions,  I'll  try  to  answer  them. 

DR.  WELTON:  Thank  you.  very,  very  much,  Terry. 

Now,  we  have  been  able  to  keep  this  candidate  wait- 
ing several  months  and  it's  necessary  to  give  him  a 
definite  answer,  so  I  would  like  to  have  official  authori- 
zation from  this  Council  to  proceed  with  his  employ- 
ment under  the  plan  and  terms  which  I  stated. 

PRESIDENT  ROSS:  You  remember  this  matter  was 
discussed  at  some  length.  I'm1  talking  now  before  the 
motion  is  made. 

I  think  there  was  the  feeling  with  some  justification 
against  the  sharing  of  an  individual  by  other  people, 
particularly  where  money  was  concerned. 

I  think  Dr.  Shaffner's  experience  and  that  of  Dr. 
Jones  and  Mr.  Barnes,  and  what  little  experience  I've 
had  and  Dr.  Koomen  with  the  Regional  Medical  Pro- 
gram, there  are  a  whole  lot  of  doctors  in  North  Carolina 
that  are  being  paid  by  the  Regional  Medical  Program. 

I  think  one  of  the  things  we  must  know  is  that 
this  fellow  will  be  in  the  headquarters  office,  under 
Mr.  Barnes,  as  I  understand. 

Now,  I  think  if  anyone  has  any  doubts  it  would  be 
worth  it  to  put  one  lick  in  for  the  Medical  Society  and 
two  licks  for  the  Regional  Medical  Program,  I  don't 
think  so  because  after  all  this  is  a  one  year  approval 
deal,  isn't  that  true? 

DR.  WELTON:  Yes. 

DR.  KOONCE:  I  move  the  recommendation  of  Dr. 
Welton  be  accepted. 

SECRETARY  STYRON:   Second. 

PRESIDENT  ROSS:  Any  discussion? 

DR.  GLASSON:  Mr.  President,  what  action  did  we 
take  on  this  before,  as  a  Council — this  proposal? 

PRESIDENT  ROSS:  Actually,  it  was  approved,  isn't 
that  right.  Dr.  Styron? 

SECRETARY  STYRON:  It  was  moved  that  the 
Executive  Committee  be  empowered  to  seek  out  such 
a  man  without  disturbing  the  present  budget.  The  Coun- 
cil passed  it  at  that  time  and  this  is  what  Dr.  Welton 
has  done. 

PRESIDENT  ROSS:  I  think  it's  well  to  discuss  this 
fully. 

I  think  the  value  of  the  man  is  unquestioned. 

But  the  only   angle  that  I   can  see   is  just   simply 
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that,  in  my  own  mind,  I  can  reconcile  this  but  I  do 
think  we  should  have  full  discussion. 

DR.  DEATON:  It  was  my  thought.  Dr.  Koonce, 
weren't  you  against  this  the  last  time? 

DR.  KOONCE:  I  don't  think  so. 

I've  said  a  lot  of  things  I  don't  remember,  but 
so  far  as  working  with  the  Regional  Medical  Program, 
I've  had  quite  a  bit  of  contact  with  that  group  and 
I  don't  think  we'll  have  any  trouble  whatsoever,  be- 
cause I've  never  met  a  man  more  qualified  than  Dr. 
Musser. 

DR.  SHAFFNER:  Let  me  say  a  little  bit,  being  on 
the  Regional  Medical  Board  of  Directors. 

The  Medical  Society  is  part  of  this  Regional  Medical 
Program  and  we  have  representatives  on  the  Board  of 
Directors,  the  State  Society  does,  and  yet,  as  everyone 
knows,  a  lot  of  doctors  out  in  the  communities  don't 
know  about  it  so  that  if  we  can  use  this  can  to  know 
about  the  Regional  Medical  Program  while  he's  also 
visiting  and  helping  with  the  State  Society  work,  then 
he's  to  the  Medical  Society  what  Musser  is  to  the 
Regional  Medical  Prog-ram. 

In  other  words,  he's  a  liaison  man  who  gets  to  our 
membership  and  works  with  the  Regional  Medical  Pro- 
gram knowing  what's  going  on,  so  I  think  that  it  gets 
the  word  out  to  our  group  and  he's  working  for  us 
and  the  Regional  Medical  Program  is  interested  be- 
cause they  want  to  get  all  the  doctors  to  understand 
what's  going  on. 

That's  why  they'll  cooperate.  I  think  he'll  fit  in  well 
and  will  be  working  for  the  Society,  not  for  the  Regional 
Medical  Program,  so  far  as  actually  doing  this  activity. 

PRESIDENT  ROSS:  I'm  sorry  Dr.  .Paschal  is  not 
here  because  he's  Chairman  of  the  Advisory  Commit- 
tee on  the  Regional  Medical  Program  and,  as  you 
know,  our  State  Society  brought  it  into  being— not 
only  brought  it  into  being,  but  made  it  possible. 

But,  I  think  everybody  should  express  their  opinions 
concerning  this. 

DR.  KOONCE:  My  statement  at  that  time  was  "as 
long  as  it  doesn't  infringe  on  the  budget." 

DR.  DEATON:   On  the  budget!  What  page  is  that? 

DR.  BEDDINGFIELD:   93,  Executive  Council! 

DR.  SHAFFNER:  Will  this  require  action  by  the 
House  of  Delegates? 

DR.  KOONCE:  It  will  have  to  be  brought  up  before 
the  House  of  Delegates. 

DR.  SHAFFNER:  In  our  by-laws  we  have  a  right  to 
hire  and  fire. 

PRESIDENT  ROSS:  That's  correct. 

DR.  RAPER:  We  have  the  resolution  number  two 
which  essentially  covers  it. 

DR.  GLASSON:  And,  carries  with  it  an  increase  in 
dues! 

DR.  RAPER:  Right! 

DR.  BEDDINGFIELD:  It's  related,  but  it's  not  the 
same. 

DR.  KOONCE:  Question! 

PRESIDENT  ROSS:  You've  heard  the  motion.  It  has 
been  seconded. 

All  in  favor  of  the  motion  say  "aye":  opposed  "no." 

The  motion  is  carried. 


Now  we  have  the  situation  at  Tryon,  Dr.  Gilbert! 

DR.  GILBERT:  After  consultation  with  officers  this 
morning  and  John  Anderson,  it  was  thought  best  that 
all  of  this  go  off  the  record — [The  following  discussion 
was  held  off  the  record.] 

DR.  RAPER:  I  move  we  accept  this  as  information. 

DR.  WELTON:  I  second  the  motion. 

PRESIDENT  ROSS:  The  motion  has  been  seconded. 

Any  further  discussion? 

[The  discussion  that  followed  was  also  held  off  the 
record.] 

Any  further  discussion  of  Dr.  Raper's  motion? 

All  in  favor  of  Dr.  Raper's  motion  say  "aye";  op- 
posed "no." 

The  motion  is  accepted. 

We're  going  to  adjourn  at  one  o'clock,  but  Dr.  Bed- 
dingfield,  will  you  give  your  report,  sir? 

DR.  BEDDINGFIELD:  Mr.  President,  I  think  most 
of  you  have  received  copies  from  the  State  office  of  a 
letter  dated  25th  April  to  me  from  Mr.  Barnes. 

We  thought  this  was  important  enough  to  send  it 
out.  I  believe  it  went  to  members  of  the  Council  and  to 
other  physicians. 

This  letter  to  which  I  refer  has  to  do  with  the  receipt 
by  the  State  office  of  a  memorandum  from  the  Legis- 
lative Department  of  the  AMA  conveying  a  printed 
guideline  which  was  entitled,  "Incentive  Reimburse- 
oment  Experiments  Under  the  Medicare,  Medicaid  and 
Maternal  and  Child  Health  Programs." 

In  the  Social  Security  Amendments  of  1967,  a  pro- 
vision which  I  judge  was  relatively  unnoticed  in  Sec- 
tion 402  of  the  1967  Amendments  authorized  the  Secre- 
tary of  HEW  to  develop  and  engage  in  experiments 
under  which  physicians  would  otherwise  be  entitled  to 
receive  payments  on  the  basis  of  reasonable  charges 
for  services  provided. 

He  could  experiment  with  different  ways  of  physi- 
cian reimbursement:  to  develop  a  method  of  payment 
or  reimbursement  as  may  be  selected  by  the  Secre- 
tary and  may  be  based  on  charge  or  cost  adjusted  by 
incentive  factors;  and  may  include  specific  incentive 
payments  or  reductions  of  payments  for  the  perform- 
ance of  specific  actions  through  determinations  and 
through  experiment  as  determined  by  demonstration; 
or,  have  an  effect  of  increasing  the  economy  of  health 
service  without  adversely  affecting  the  quality  of  such 
service. 

Now,  I  have  studied  this  very  thoroughly,  I  think,  and 
have  talked  about  it  and  in  my  judgment,  what  is  be- 
hind this  is  this. 

First  of  all,  there  is  the  concern  in  the  country,  par- 
ticularly in  the  Congress,  with  the  mounting  cost  of 
health  care  and  I  will  not  attempt  to  analyze  all  the 
reasons  for  all  of  this  cost,  but  all  of  you  know,  there 
are  many  reasons — the  law  of  supply  and  demand — the 
mounting  labor  costs  because  most  of  the  increased 
health  costs  is  in  the  hospital  realm,  not  in  the  realm 
of  physician  fees,  although  we  all  know  there  has  been 
a  significant  uptrend  in  physician  fees— and  this  is  the 
history  of  governmental  health  care  programs  all  over 
the  world. 
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They  always  cost  more  than  the  proponents  had  pro- 
jected they  would  cost  and  you  get  into  a  situation 
where  you've  either  got  to  raise  taxes  to  pay  for  it,  or 
you've  got  to  cut  the  services,  both  of  which  are  un- 
popular solutions  with  the  electorate  or  you  cut  the 
remuneration  to  the  providers,  which  we  obviously 
would  not  like. 

Now,  under  this  Section  402.  there  is  a  mechanism 
here  whereby  that  type  of  health  care  financing  which 
has  been  espoused  for  twenty  years  by  the  group 
health  people  advocating  prepaid  comprehensive  group 
practice,  this  gives  a  legitimate  vehicle  for  getting 
away  from  the  statutory  requirement  of  paying  phy- 
sician providers  usual,  reasonable  and  customary  fees. 

There  is  one  difference  here. 

Under  Section  402,  this  has  to  be  voluntary. 

As  I  understand  it,  under  Section  402,  the  Secretary 
can  design  an  experiment  but  you  don't  have  to  par- 
ticipate in  any  experiment  unless  you  want  to,  unless 
you  agree  to. 

There  are  groups  who  want  to,  who  want  to  follow 
this  concept  of  closed  panel,  prepaid  group  practice. 

However,  in  the  present  session  of  Congress,  under 
the  Child  Health  Act  of  1968,  Senate  Bill  33-23.  It's  an 
administration  bill  introduced  by  Senator  Long  of 
Louisiana  and  this  is  one  of  the  omnibus  bills.  It  has 
three  titles  in  it. 

Title  I  is  the  Child  Health  Act  which  I  will  not  dis- 
cuss at  this  time. 

Title  II  has  to  do  with  drug  costs  which  is  an  axe 
which  Senator  Long  has  been  grinding  for  a  long  time 
which  would  control  the  prescribing  and  cost  of  drugs. 

But.  Title  III  is  completely  unrelated  to  the  main 
section  of  the  bill  and  it  was  introduced  at  the  request 
of  the  administration  and  this  takes  away  the  volun- 
tary part  of  Section  402  which  is  in  the  1967  Amend- 
ments. 

This  is  a  very  short  paragraph  of  Title  III  and  I'd 
like  to  read  this  and  comment  a  little  bit.. 

Title  III:  The  bill  would  amend  the  provisions 
of  the  Social  Security  Amendments  of  1967  which 
authorize  experiments  to  providing  incentives  for 
economy  while  maintaining  quality  under  Medicare 
and  Medicaid  programs:  to  provide  it  whenever  the 
Secretary  determines  that  a  particular  method  of 
payment  or  reimbursement  is  effective  in  providing 
incentives  in  increasing  the  economy  and  efficiency 
without  adversely  affecting  the  quality  of  such  ser- 
vices. 

He  could  "not  withstanding  any  other  provisions  of 
the  law"  make  arrangements  for  the  method  of  pay- 
ment or  reimbursement  for  the  purpose  of  Medicare, 
Medicaid.  Maternal  and  Child  Health  programs  in  such 
cases,  in  such  geographic  areas  and  with  such  ser- 
vices for  maintaining  the  programs  and  what  this 
means  is  this. 

This  contravenes  the  intent  of  Congress  of  Public 
Law  89-97.  At  the  discretion  of  the  Secretary  of  HEW. 
he  can  set  up  a  fee  schedule  to  do  away  with  usual, 
reasonable  and  customary.. 

I  will  say  for  Senator  Long  in  reading  his  comments 
in  the  Congressional  Record  when  he  introduced  this 


bill,  he  made  it  plain  that  he  was  introducing  it  by  re- 
quest of  the  administration,  that  he  did  not  support  it 
and  introduced  it  rather  apologetically,  that  he  felt 
this  was  an  abrogation  of  the  responsibilities  and  auth- 
ority of  the  Congress,  that  he  could  go  along  with  the 
experiments  under  Section  402  in  the  present  law,  but 
that  because  this  is  on  a  voluntary  basis  and  these 
experiments  that  were  intended  under  Section  402 
were  supposed  to  be  reported  back  to  the  Congress 
who  would  then  have  the  rightful  responsibility  of  de- 
ciding whether  the  present  system  of  Medicare  reim- 
bursement is  right  or  wrong. 

I  don't  know  that  there's  any  action  that  we  can 
take  on  this.  I  think  it's  very  unlikely  that  the  present 
bill,  that  Title  III  of  the  Child  Health  Act,  will  be  imple- 
mented. 

We  will  certainly  register  our  protest,  with  your 
approval  and  I  feel  certain  that  you  will  approve  that 
we're  not  in  favor  of  allowing  the  Secretary  of  HEW 
to  change  the  method  of  reimbursement  under  the 
Medicare  law,  but  with  the  introducer  of  the  bill  dis- 
claiming any  interest  in  it  and  with  him  being  against 
its  introduction,  it  would  be  unlikely  that  anything  will 
come  to  Congress. 

However,  I  thought  you  ought  to  be  alerted  to  that 
and  I  think  Mr.  Barnes  was  very  much  on  the  job  in 
seeing  through  the  possible  range  of  experiments  that 
could  be  carried  through  under  the  existing  law,  under 
the  Section  402,  of  the  Social  Security  Amendments. 

We  have  other  copies  of  this.  This  could  be  designed 
to  fit  into  certain  specific  pilot  projects  anywhere. 

I  mean,  I  could  envision  this  in  something  that  was 
set  up— I'm  not  trying  to  pick  on  them,  but  in  a  geo- 
graphic area  that's  picked  up  by  the  State  of  Franklin, 
something  like  this,  this  would  be  a  natural  for  the 
Secretary  offering  an  experiment  saying,  "We're  going 
to  set  up  a  fee  schedule  in  here  and  run  it  for  a  year 
and  if  you  all  would  agree  and  if  we  find  this  cuts  down 
the  health  care  costs,  we  can  do  so  and  so  as  an  in- 
centive to  do  this  for  you." 

Already,  applications  are  being  received. 

I  attended  on  behalf  of  the  Society,  the  week  before 
last,  a  meeting  of  the  New  York  Academy  of  Medicine 
where  the  theme  for  discussion  this  year  was  "Group 
Practice." 

Now  this  was  an  interesting  meeting  because  the 
term  "group  practice"  means  different  things  to  dif- 
ferent people,  of  course. 

In  the  discussions  there,  there  were  presentations 
made  describing  the  single  specialty  private  practice 
group,  the  multi-specialty  private  practice  group  and 
then  closed  panel,  prepaid  group. 

Many  people  have  accepted,  without  question,  that 
medical  care  can  be  delivered  more  efficiently  by  a 
group  working  in  concert  than  by  several  separate 
practititioners. 

An  economist  from  California,  a  Dr.  Baylor,  pre- 
sented a  paper  at  this  meeting,  the  results  of  a  study 
he  had  made  in  San  Francisco  Bay  Area  of  a  hundred 
internists  working-  in  a  group  versus  a  hundred  in- 
ternists working  solo  and  measured  by  a  yardstick  that 
economists  use,  their  productivity,  and  had  concluded 
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that  the  solo  man  was  much  more  efficient  and  was 
delivering  more  health  care. 

At  this  point,  both  the  closed  panel  group  and  the 
multi-specialty  group  popped  up  and  most  of  the 
time  they  were  at  each  other's  throats,  but  by  and  large 
the  purpose  of  this  meeting  was  to  "beat  the  drums"  for 
the  development  of  the  subsidy  by  government  of  pre- 
paid group  practice. 

These  people  are  frustrated.  This  has  been  going 
on  since  Kaiser  started  in  the  shipyards  in  World 
War  II  and  in  the  years  since  then,  they  have  enrolled 
nationwide  a  total  of  five  million  subscribers  in  this 
comprehensive  prepaid  group. 

Some  of  the  subscribers  and  some  of  the  doctors 
are  very  happy  with  the  situation.  A  good  many  of 
them  are  not. 

I  have  visited  some  of  the  clinics  and  we  found  some 
of  the  subscribers  who  are  paying  the  subscription 
seek  a  good  part  of  the  medical  care  from  private 
practititioners  outside  the  group. 

They  have  difficulty  in  holding  physicians  there. 
They're  constantly  in  a  recruiting  effort.  Men  go  in 
for  two  or  three  years  and  go  out  in  private  practice. 

The  statement  was  made  that  one  of  the  difficulties 
in  implementing-  this  Section  402  to  have  these  novel 
and  innovative  experiments  in  colsed  panel  practice 
was  an  impediment  of  state  laws  prohibiting  the  cor- 
porate practice  of  medicine. 

In  New  York,  we  were  told  we  have  to  go  home  and 
in  a  systematic  effort  would  have  to  break  down  these 
state  laws  and  a  good  many  states  do  not  permit  this 
closed  panel  corporate  practice  at  this  time,  so  we  may 
or  may  not  see  something  on  the  horizon  from  this. 

This  is  for  information. 

I  think  we  will  see  this  trend  increasingly  reflected 
in  legislation  at  the  national  level,  perhaps  even  at- 
tempts at  the  state  level,  to  change  the  type  of  medical 
practice  on  who  can  or  who  cannot  practice  medicine. 

I  know  of  no  action  we  can  take  unless  you  want 
to  affirm  my  recommendation  that  we  go  on  record 
as  opposing  Title  III  of  Senator  Long's  bill  that  would 
allow  the  Secretary,  in  his  discretion,  to  change  the 
method  of  physician  reimbursement. 

DR.  DEATON:  I  so  move. 

DR.  GARRARD:  Second. 

PRESIDENT  ROSS:    Thank   you.    Dr.    Beddingfield. 

It  has  been  moved  and  seconded. 

Any  further  discussion? 

This  was  largely  centered  in  New  York,  wasn't  it, 
Dr.  Beddingfield?  I  mean,  opposing  the  thing— 

DR.  BEDDINGFIELD:   They  opposed  it  nationwide. 

MR.  BARNES:  Mr.  Chairman,  could  our  Counsel 
have  a  comment  about  another  thing? 

MR.   ANDERSON:   We  haven't  voted  yet. 

PRESIDENT   ROSS:    Any   further   discussion? 

DR.  RHODES:  Mr.  President.  I  would  like  to  make 
one  comment.  I  apologize  for  doing  so,  but  I  want  to 
point  out  that  in  the  record  of  the  minutes  of  this  meet- 
ing in  October,  of  this  Council,  I  brought  to  your 
attention  from  my  report  of  Med-Pac,  the  matter  of 
closed  panel  group  practice  which  at  that  time  was 
being  elaborated  on  by  Mr.  Wilbur  Cohen  at  a  meet- 


ing in  Miami  and  he  is  the  father  of  this  proposal  and 
is  the  man  who's  going  to  spearhead  it  and  he's  going 
to  be  in  a  position  to  do  that. 

PRESIDENT  ROSS:  Well,  you  know  Dr.  Lee  came 
from  one  of  the  largest  prepaid  groups  in  Palo  Alto. 

Is  there  further  discussion? 

Dr.  Kernodle,  do  you  maintain  a  discreet  silence? 

DR.  JOHN  R.  KERNODLE  [AMA  Delegate] :  I  have 
nothing  to  add,  "Daddy." 

PRESIDENT  ROSS:  Certainly,  we're  grateful  for  this 
information. 

All  in  favor  of  the  motion  say  "aye":  opposed  "no." 

[The  motion  carried  unanimously.] 

Mr.  Anderson! 

MR.  ANDERSON:  In  this  connection,  I'm  reminded 
by  Jim  Barnes  that  some  question  which  might  be 
raised  concerning  legislation  to  permit  physicians  and 
other  professional  men  to  organize  a  corporation — 

DR.  BEDDINGFIELD:  Also,  as  a  tax  shelter! 

MR.  ANDERSON:  I  have  looked  into  it  a  little 
further  and  have  some  more  information  on  that  sub- 
ject. 

I  don't  know  how  that  might  be  related  to  this  type 
of  thing  you're  talking  about. 

It  could  raise  a  question  in  the  Legislature,  that  is 
a  proposal  that  doctors  could  organize  a  corporation. 

It  reminds  me  that  it  could  lead  to  some  sugges- 
tion to  amend  the  laws  to  permit  this  type  of  practice 
you're  referring  to  and  whether  you  want  that  or 
not  should  be  considered  along  with  this  other — 

DR.  BEDDINGFIELD:  This  is  a  question  I  wanted 
to  direct  to  you,  if  there  was  any  possible  relationship 
between  these  two  concepts. 

It  would  be  a  different  motivation  but  still  both  would 
be  aiming,  in  a  sense,  to  legalize  the  corporate  prac- 
tice of  medicine  but  with  an  entirely  different  motiva- 
tion. 

MR.  ANDERSON:  I  can  see  there  could  be  a  rela- 
tionship. 

DR.  BEDDINGFIELD:  One  final  point  if  the  group 
will  permit  me — it's  important. 

Mr.  Barnes  has  attended  those  meetings  and  I've  been 
to  some  o  fthem  for  years,  of  the  Group  Health  As- 
sociation of  America  which  is  a  small  cadre  of  people 
promoting  closed  panel  practice,  merely  as  a  matter 
of  seeing  what's  going  on. 

I've  been  impressed  with  the  fact  that,  particularly 
the  commercial  insurance  industry  and  in  most  in- 
stances the  Blues,  have  sided  with  private  medicine 
and  against  this  concept  of  closed  panel  practice. 

I  was  disturbed  at  the  meeting  of  the  New  York 
Academy  of  Medicine  to  hear  a  spokesman  from  HIC 
saying  they  believe  this  was  the  coming  thing,  par- 
ticularly with  the  encouragement  of  the  federal  govern- 
ment, of  prepaid  group  practice,  that  they  were  pre- 
pared to  write  contracts  which  would  offer  the  policy- 
holder the  option  of  either  having  the  subscription  fee 
in  closed  panel  paid  or  paid  on  a  fee  for  service  basis 
to  the  private  practitioner. 

The  next  spokesman  on  the  program  was  from  the 
Blues  and  he  said  that  they  were  willing  to  write  con- 
tracts that  way  also. 
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So  I  gathered  what  was  going  on  here  was  this,  in 
the  closed  panel  action,  the  group  that  operates  in 
closed  panel  is  doing  two  things— it  sells  insurance  as 
its  practicing  medicine  and  I  think  they  think  this 
thing  is  going  to  spread  so  the  insurance  companies 
have  decided  that  if  you  can't  beat  them,  join  them  and 
relieve  them  of  the  responsibility  of  the  insurance 
function  because  a  good  many  of  these  groups  have 
their  own  rolls.  Weekly  payments  are  made  at  the 
clinic  which  charges  so  much  per  week,  so  much  per 
month,  to  care  for  your  medical  needs,  so  under  one 
roof,  they're  actually  running  an  insurance  program 
and  at  the  other  door,  providing  health  care. 


I  think  the  interest  of  the  insurance  group  is  in  the 
potential  insurance  angle  of  it. 

PRESIDENT  ROSS:  All  this  is  terribly  important 
and  terribly  interesting. 

DR.  BEDDINGFIELD:  But  there's  nothing  we  can 
do  about  it  right  now. 

PRESIDENT  ROSS:  We'll  have  lunch  at  one  o'clock 
and  reconvene  at  two.  Is  that  all  right,  Jim? 

MR.  BARNES:   I  think  so. 

PRESIDENT  ROSS:  If  that's  satisfactory,  we'll  ad- 
journ for  lunch. 

[The  meeting  adjourned  at  twelve-fifty  o'clock.] 
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The  meeting  oaf  the  Executive  Council  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina  reconvened 
at  two-fifteen  o'clock,  President  Robert  A.   Ross  pre- 
siding. 
PRESIDENT  ROSS:  The  Council  is  reconvened. 

Next  is  Dr.  Beddingfield  continuing  to  discuss  several 
items  under  the  headings  of  legislation. 

DR.  BEDDINGFIELD:  Mr.  President,  this  is  an 
addendum  under  item  5  Cg)  and  this  has  to  do  with 
the  monies  that  were  appropriated  by  the  1967  General 
Assembly  to  the  State  Board  of  Public  Welfare  to  in- 
stitute a  program  of  payment  to  physicians  for  services 
rendered  to  welfare  clients. 

As  al  of  you  know,  this  has  been  discussed  many 
times  in  previous  sessions  of  this  Council  and  the  posi- 
tion of  the  Medical  Society.  I  think,  has  been  made 
clear. 

But,  because  of  the  relatively  limited  amount  of  funds 
that  were  appropriated,  the  officials  in  our  State  Gov- 
ernment have  not  implemented  this  program  and  spent 
this  money. 

Mr.  Barnes  wrote  to  me  on  the  3rd  of  May,  a  week 
ago,  telling  me  that  he  had  been  informed  by  Dr.  Bruce 
Blackmon  who  is  a  member  of  the  State  Board  of 
Welfare,  of  two  stated  actions  of  the  Welfare  Board 
at  a  very  recent  meeting. 

These  two  are  unrelated  but  since  Dr.  Blackmon  re- 
ported both  of  them  I  shall  report  them  both  here. 

First,  the  Welfare  Board  passed  a  resolution  asking 
the  physicians  on  staff  of  State  Board  of  Welfare  and 
medical  review  teams  to  communicate  with  the  State 
Medical  Society  and  develop  a  statewide  plan  for  each 
county  to  periodically  review  the  medical  qualifications 
of  welfare  recipients  for  various  categories  of  welfare 
aid. 

From  the  report,  it  was  the  sense  that  this  might 
be  referred  by  Dr.  Nelson  Thompson  who  heads  the  staff 
of  M.D.'s  at  the  State  Department  of  Public  Welfare. 

Dr.  Blackmon's  interpretation  is  that  the  resolution 
of  the  Board  involved  a  permissive  system  of  review  at 
the  county  level,  designed  for  about  three  physicians  to 
serve  in  any  interval  and  perhaps  on  a  rotation  basis. 

This  sort  of  brings  back  the  concept  that  they  started 
years  ago  in  our  county.  A  statute  was  passed,  I 
think  by  the  '63  General  Assembly,  allowing  any  county 
Board  of  Public  Welfare  to  set  up  a  medical  review 
team. 
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I  don't  think  any  action  by  the  Council  is  needed. 
It's  simply  a  matter  of  waiting  further  word  from  the 
Department  of  Public  Welfare  before  we  can  do  any- 
thing else  about  this  part. 

But  the  second  part  about  the  money— the  State  Board 
of  Public  Welfare  recognizes  that  the  $500,000  1967  ap- 
propriation was  still  dormant,  and  recognizes  the  gov- 
ernment's idea  to  delay  implementation. 

The  matter  has  been  referred  to  the  Department  of 
Administration  under  Mr.  Wayne  Corpening  and  Dr. 
Charles  Cameron.  However,  it  was  an  expressed  view 
of  the  Welfare  Board  in  session  there  should  be  a 
move  on  the  part  of  the  Welfare  Department  to  pro- 
ceed to  implement  a  system  of  physician  services  and 
this  was  recommended. 

It  is  thought  we  can  clarify  it  here.  This  was  to  be 
referred  to  the  Inter-Agency  Committee  which  had 
been  chairmanned  by  Dr.  Koomen  to  look  into  this  and 
to  advise  on  the  matter. 

Upon  receipt  of  this  letter  from  Mr.  Barnes,  I  have 
done  a  little  checking  and  found  out  that  the  State 
Board  of  Public  Welfare  had  taken  action  and,  as  a 
matter  of  fact.  Dr.  Cameron  of  the  Department  of  Ad- 
ministration has  contacted  Mr.  .Barnes  and  advised 
him  they  would  like  to  meet  with  the  representatives  of 
the  Medical  Society  and  see  if  we  can  develop  a  means 
of  properly  expending  these  funds  in  a  way  which  the 
General  Assembly  intends. 

Dr.  Koomen  is  here  of  course  and  I  talked  briefly  to 
him  about  this  this  morning. 

Dr.  Koomen,  am  I  correct  in  that  Dr.  Cameron  now 
chairs  the  Inter-Agency  Committee  to  consider  this 
matter  relative  to  their  needs? 

DR.  KOOMEN:  Yes. 

DR.  BEDDINGFIELD:  We're  not  certain  yet,  but 
Dr.  Cameron  has  suggested  that  representatives  from 
the  Medical  Society  meet  with  representatives  from 
State  Government  on  May  16th,  which  just  happens 
to  be  next  Thursday,  the  day  after  we  all  get  over  the 
State  meeting  and  have  a  very  full  appointment  sche- 
dule back  home. 

Mr.  Barnes  made  some  representation  to  Dr.  Cameron 
that  this  might  not  be  the  best  day  they  could  choose 
for  us  and  give  us  a  few  days  of  grace  and  we're  wait- 
ing to  hear  from  him  now.  I  Ultimately  May  26,  1968 
was  set.) 

The  people  present  at  that  meeting,  Mr.  President, 
have  been  the  President.  Dr.  Paschal,  as  Chairman  of 
the  Title  XIX  Task  Force  and  the  program  relates  very 
directly  to  Title  XIX  and  I've  been  there  as  Chairman 
of  the  Committee  on  Legislation,  and  the  President- 
elect, so  this  is  basically  the  group,  I  suppose,  that 
would  be  involved. 

I  think  the  group  ought  to  know  that  this  area  was 
being  reopened  and  apparently  some  sort  of  program 
is  going  to  be  developed. 

I  don't  know  what  kind  of  services  will  be  provided, 
to  whom,  for  what  fees,  but  I  think  the  necessary  policy 
is  clear  and  we'll  be  guided  by  that,  unless  there  are 
questions  or  comments  somebody  would  like  to  raise. 

MR.  BARNES:  Dr.  Cameron  did  convey  to  me  that 
it  was  prospective  that  they  would  approach  it  on  a 


basis  of  Medical  Society  relative  value  scale,  estab- 
lishing agreeable  units  to  be  applicable — some  unit 
value  which  would  be  applicable. 

DR.  BEDDINGFIELD:  Mr.  President,  I  think  that 
Dr.  Paschal,  since  this  is  his  committee,  he  is  Chairman 
of  Title  XIX  Task  Force,  would  like  to  be  recognized 
and  to  comment  at  this  time. 

PRESIDENT  ROSS:   Dr.  Paschal! 

DR.  GEORGE  W.  PASCHAL:  Mr.  President,  Mem- 
bers of  the  Council: 

I  can  only  just  confirm  what  Dr.  Beddingfield  has 
just  said  in  regard  to  this  proposed  meeting.  I  was 
alerted  to  the  prospect  of  this  meeting  the  night  be- 
fore last. 

I  made  an  effort  yesterday  to  get  in  touch  with  Mr. 
Corpening  in  Raleigh,  but  they're  having  a  State  holi- 
day and  he  was  not  available.  I  called  him  and  talked 
with  him.  He  was  a  little  bit  vague  about  just  what 
this  meeting  was  about,  but  he  was  interested  in  hav- 
ing representation  of  the  Medical  Society  there  at  the 
time  of  the  meeting  and  he  hoped  that  we  would  be  able 
to  come. 

I  talked  to  him  yesterday  and  he  was  apparently  of 
the  impression  that  this  meeting  was  going  to  be  held 
next  Thursday,  the  16th  of  May. 

It  is  an  Inter-Agency  Committee  meeting.  He  indi- 
cated that  this  was  the  beginning  of  a  planning  phase 
on  the  part  of  the  Deartment  of  Administration  in  try- 
ing to  work  out  some  feasible  means  of  implementing 
Title  XIX  and  he's  aware  of  the  need  of  the  medical 
profession's  help  and  he  is  hopeful  that  he  can,  with 
them,  work  out  a  program  that  will  be  satisfactory  to 
the  doctors,  as  well  as  the  recipients  of  the  services 
doctors  render. 

I  think  that  we  have  an  opportunity— the  door  is  open, 
to  meet  with  these  agencies  and  to  present  our  view  and 
I  think  if  we  do  not  take  an  active  part  in  developing 
this  program,  then  we're  going  to  find  ourselves  being 
told  how  it's  going  to  be  run. 

There  are  many  factors  to  be  considered,  of  course, 
and  it's  going  to  take  a  long  time  to  work  out  all  of 
these  areas. 

Mr.  Corpening  indicated,  as  Ed  has  told  you,  that 
he  is  inclined  to  accept  the  relative  value  schedule, 
the  relative  value  concept  in  coming  to  some  decision 
about  how  much  funds  should  be  requested. 

Now,  of  course,  we  must  bear  in  mind  it  is  relative 
and  has  relativity  to  the  concept  and  what  we  decide 
upon  I  hope  is  going  to  be  satisfactory  to  the  entire 
constituency. 

I  think  we've  already  received  directions  from 
the  House  of  Delegates  in  that  we  will  request  usual, 
and  customary  charges. 

I  think  that  that  is  something  we  will  have  to  ad- 
here to  unless  we  have  other  instructions. 

Secondly,  the  development  of  these  programs  and 
going  into  law,  when  it  is  to  the  effect  what  is  to  be 
done  in  inter-state  participating  Title  XIX,  cannot  be 
less  than  what  was  done  the  preceding  year  and  this 
poses  a  problem,  but  these  are  things  that  I  think  our 
representatives  at  the  Inter-Agency  Council  can  work 
out  satisfactorily  with  these  people. 
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Dr.  Koomen  may  know  something  more  about  this 
that's  more  recent  than  I  do,  but  if  they  meet  we'll  go 
to  the  meeting  with  the  same  attitudes  we've  held  up 
until  this  time. 

If  there  are  questions.  I'll  be  glad  to  answer  if  you 
have  any. 

This  is  largely  a  matter  of  information. 

DR.  BEDDINGFIELD:  Mr.  Anderson  has  a  comment, 
I  think. 

MR.  ANDERSON:  The  problem  right  now,  imme- 
diately, is  it  not,  is  what  the  State  is  going  to  do  with 
the  sum  which  has  been  appropriated  for  this  bien- 
nium,  $1,100,000? 

I  thought  and  understood  from  talking  with  every- 
body that  that  seems  to  be  the  immediate  subject  of 
conversation  whenever  you  meet— how  to  use  it  and 
whether  or  not  to  use  it. 

DR.  PASCHAL:  I  understand,  Mr.  Anderson,  they 
have  $500,000  'first  year)  which  is  going  to  be  matched 
with  county  funds  and  that  this  is  a  part  of  what  is 
to  be  discused  at  the  time  of  the  meeting  and  whether 
or  not  it's  to  be  spent.  I  don't  know. 

You're  right,  I  think,  this  is  the  thing  that  makes 
it  somewhat  urgent  because  time  on  this  is  short,  but 
they're  concerned  with  long  range  plans  as  well. 

PRESIDENT  ROSS:  Certainly  I  think  its  necessary 
for  the  Medical  Society  to  be  represented  and  it's  short 
notice  of  course  because  we  don't  get  through  until 
Wednesday  and  I  think  the  members  who  should  go 
are  the  ones  suggested  by  Dr.  Beddingfield  as  they  are 
the  people  who  have  had  the  most  experienc  in  talk- 
ing with  them  and  this  is  where  we  come  in.  We've 
gone  over  this  so  many  times. 

But  I  do  think  we  should  be  represented  and  Dr. 
Welton  will  be  President  on  Thursday — 

DR.  KOOMEN:  The  problem  of  urgency  is  the  one 
John  and  you  all  cite  and,  you  know,  the  year  has 
nearly  run  out  and  this  has  not  yet  been  implemented, 
and  this  will  follow  the  sequence  of  meetings  that  we 
were  involved  in  this  past  summer  and  so  on. 

It's  not  a  question  of  when  they  meet:  it's  a  ques- 
tion of  when  we  meet  and  the  date  selected  was  the 
first  one  that  the  bulk  of  the  agencies  could  get  to- 
gether and  the  hope  was  that  this  could  be  settled  as 
soon  as  possible. 

No  meeting  is  going  to  take  place  unless  the  Society 
is  there,  so  it  will  be  a  matter  of  selecting  a  date  that's 
mutually  agreeable  to  all. 

Nothing  will  be  done  because  it's  being  held  around 
the  Society. 

DR.  BEDDINGFIELD:  I  don't  think  that  requires  any 
action. 

That  ends  that  particular  agenda  item  and  you  asked 
me  to  go  ahead  with  5  'hi  which  is  on  a  different  topic 
and  I  hope  we  can  dispose  of  it  quickly. 

On  March  31st  and  April  1st,  Duke  University  Medi- 
cal Center  had  a  Conference  regarding  their  program 
on  physician  assistants. 

Attendance  at  this  was  by  invitation. 

Dr.  Ross  Dr.  Welton,  Dr.  Julius  Howell  and  myself 
were  there. 

Of  course,   this  program   at  Duke,  the   training  of 


physician  assistants,  is  probably  attracting  more  pub- 
licity than  anything  that  has  happened  in  North  Caro- 
lina in  medicine  for  a  long  time  because  articles  have 
been  written  in  all  sorts  of  journals  all  over  the  coun- 
try and,  of  course,  the  truth  of  the  matter  up  until  now 
is  they've  been  free  gratis. 

But,  I  believe  there  will  be  ten  that  will  graduate  next 
September  and  twenty-one  the  next,  but  many  medical 
schools  across  the  country  are  looking  at  this  new  pro- 
gram at  Duke. 

They've  arrived  at  the  point  where  they  think  they 
know  what  the  training  of  this  person  should  be,  what 
type  of  person  they  should  have,  but  very  serious  prob- 
lems are  readily  apparent. 

What  shall  the  physician's  assistant  be  permitted 
legally  to  do  and  what  does  the  law  say  he  should  do? 

What  about  the  ethics  of  the  matter? 

What  about  the  relationship  to  nurses  and  to  other 
professional  personnel? 

With  these  problems  in  mind,  Duke  called  this  con- 
ference and  I  must  say.  I  was  tremendously  impressed 
personally  with  the  caliber  of  the  people  that  they  had 
there  from  across  the  country  to  discuss  this  in  depth. 

It  is  obvious  that  these  people  who  came  from  across 
the  country— physicians,  attorneys,  educators — regard 
this  as  a  very  important  national  experiment  that 
happens  to  be  taking  place  in  North  Carolina  and  the 
results  of  the  experiment  are  just  becoming  apparent. 

In  fact,  the  only  physician's  assistant  who's  working 
outside  a  medical  center  has  been  working  for  Dr. 
Ernest  Ferguson  down  in  Plymouth  and  Dr.  Ferguson 
who  was  on  the  program  related  his  experience  with 
this  first  one  that's  gone  out  into  the  cold,  cruel  world! 

The  other  two  graduates  are  still  at  Duke. 

To  be  brief,  the  discussion  centered  around — Dr. 
James  Davis,  the  President  of  the  State  Board  of  Medi- 
cal Examiners  was  there — some  thought  was  given  as 
to  whether  a  special  licensing  act  would  need  to  be 
required  to  license  these  people. 

The  people  at  Duke  felt  that  this  was  not  desirable 
and  would  be  premature  because  the  experience  after 
they  turn  out  more  graduates,  you  might  find  out  you 
hav  the  wrong  kind  of  licensing  made  or  the  wrong 
type  of  training  requirements  and  these  people  didn't 
fit  in  as  happily  as  it  would  be  anticipated  at  this 
moment  and  once  you've  licensed  a  couple  of  hundred 
people,  it's  kind  of  hard  to  change  your  licensing  act 
and  change  what  this  first  hundred  or  two  can  do. 

I  must  say  that  I  think  the  people  at  Duke  are  ap- 
proaching this  very  cautiously.  They're  not  trying  to 
turn  out  any  half-baked  physicians.  They  want  to  feel 
he's  a  useful  sort  of  medical  personnel  and  they  want 
to  do  it  with  the  cooperation  and  support  of  the  medi- 
cal profession  and  the  Medical  Society. 

The  consensus  was  after  this  thing  was  hashed  around 
for  a  couple  of  days  that  for  the  present  time  this  should 
result  in  a  proposal  to  come  forth  from  Duke— they 
promised  to  have  it  in  draft  form  for  this  Council  meet- 
ing today— that  this  would  be  conducted  sometwhat 
along  the  lines  of  a  new  drug  permit  from  the  Food 
and  Drug  Administration  and  the  mechanics  of  that 
would  be  this. 
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If  the  Medical  Society  accepts  this  proposition  and  if 
the  State  Board  of  Medical  Examiners  did,  that  we 
would  not  license  at  this  time  physician's  assistants. 
We  would  license  the  institution  who  was  training  physi- 
cian's assistants  or  we  could  license  or  give  a  permit 
to  the  physician  who  was  employing  a  physician's  as- 
sistant. 

So  these  things  could  readily  be  recalled. 

They  view  this,  as  I  say,  as  an  experiment  and  it 
would  be  just  like  the  new  drug  protocol.  Duke  could 
apply  if  such  enabling  statute  was  passed— and  if  the 
State  Board  of  Medical  Examiners  would  accept  this 
responsibility,  we'll  have  a  simple  enabling  statute 
saying  that  the  State  Board  of  Medical  Examiners  may, 
regardless  of  other  licensing  acts  now  existing,  be 
allowed  to  engage  in  experimental  work  by  licensing 
each  experiment. 

One  of  these  experiments  would  be  the  utilization  of 
physician's  assistants. 

Duke,  with  their  program,  would  then  come  to  the 
State  Board  of  Medical  Examiners  and  say,  "Here's 
what  we  have!  Here's  what  we're  training!  Here's  what 
the  admission  requirements  are!  Here's  the  curriculum! 
The  hours  of  training!  Here's  what  we  think  they're  able 
to  do!  Here's  what  we  think  they  should  not  do!" 

Under  the  purview  of  the  State  Board  of  Medical 
Examiners,  a  limited  number  of  these  people  could 
be  fed  out  into  different  situations,  just  as  you  have  to 
have  informed  consent  when  using-  a  new  drug,  Food 
and  Drug  and  Helsinki  regulations  would  pertain  to  this. 
Patients  would  know  exactly  what  this  physician's  as- 
sistant was. 

Periodic  and  frequent  reports  on  the  progress  of  the 
experiment  would  have  to  be  made  to  the  State  Board 
of  Medical  Examiners. 

It's  envisioned,  of  course,  that  this  work  would  not 
fall  directly  on  the  individual  members  of  the  Board, 
but  w  ecould  have  an  advisory  committee  composed 
of  health  educators  and  so  forth,  but  it  would  be  under 
their  control  and  if  they  though  the  thing  was  getting 
out  of  hand  they  could  stop  it. 

That  is  the  bare,  and  I  admit,  somewhat  jumbled 
outline  of  the  proposal  that  I  think  we  will  get  from 
Duke. 

After  hearing  it  discussed,  I  personally  am  of  the 
opinion  it  has  merit. 

I  do  not  know,  Mr.  President,  if  it  would  require  any 
action  because  we  haven't  received  the  proposal  yet 
but  I  think  there  will  be  a  proposal  emanating  from 
Duke  to  the  Medical  Society  that  will  require  some  legis- 
lative action. 

I  must  say  in  preparation  of  this  meeting,  in  trying 
to  do  some  homework,  I  got  in  touch  with  the  AMA  and 
asked  for  everything  they  had  on  policy  relating  to 
physician's  assitants  and  there  is  no  policy,  but  there 
are  several  things  touching  on  it,  but  everybody  seems 
to  be  agreed  that  we  are  in  the  midst  of  this  manpower 
shortage  and  that  it  is  a  good  possibility  to  train  people 
to  do  something  that  physicians  do  now  and  can  do  just 
as  well  as  physicians,  which  will  free  up  the  physician's 
time. 

It's  a  concept  we've  heard  bandied  around  so  much. 


I  also  got  in  touch  with  the  Federation  of  State  Medi- 
cal Boards  of  the  United  States  and  told  them  about 
this  conference  and  I  got  some  information  from  them 
and  they,  like  the  AMA,  have  no  established  policy,  but 
they  realize  this  is  coming  and  they  said,  "We  know 
we're  going  to  have  to  do  sometihng.  How  about  you 
people  in  North  Carolina  telling  us  how  to  handle  it?" 

So,  everywhere  we  write  for  information,  they  say, 
"Well,  you  all  work  it  out  at  Duke  and  let  us  know 
how  to  handle  it!" 

PRESIDENT  ROSS:  I  share  Dr.  Beddingfield's  feel- 
ing of  the  cautious  and  temperate  approach  that  these 
people  are  taking.  The  matter  of  manpower,  of  course, 
we  get  that  from  all  corners. 

Later,  of  course,  they  will  ask  for  some  sort  of  state- 
ment or  endorsement  of  something  else  and,  at  the 
present  time,  what  Dr.  Beddingfield  has  summarized 
is  the  summary. 

They  realize  all  these  rocks  and  shoals  and  the  things 
that  are  inherent  in  such  a  policy. 

We  have,  as  you  know,  operating  room  assistants 
in  so  many  of  these  places,  a  program  for  them  and 
this  is  going  farther  and  I  think  it  is  regarded  through- 
out the  country  as  a  pilot  project. 

DR   BENTON:  Two  questions  I'd  like  to  ask  him. 

What  are  they  going  to  be  called? 

Number  two,  I  understand  Russia  has  had  similar 
help  like  that  all  these  years  and  I  wondered  what  our 
Constitutional  Secretary  and  John  Kernodle  can  tell 
us  about  their  experience  with  this  same  sort  of  thing. 

DR.  BEDDINGFIELD:  Well,  I  can  answer  the  first 
question. 

They're  going  to  be  called  physician's  assistants  and 
in  the  matter  of  semantics,  they  try  to  make  it  clear 
that  they  were  not  training  assistant  physicians,  but 
these  were  physician's  assistants. 

DR.  BENTON:  Will  they  be  doctor  so  and  so? 

DR.  BEDDINGFIELD:  No.  Mr.  so  and  so. 

Mr.  President,  I  cannot  answer  for  the  other  side 
of  the  Iron  Curtain,  but  I  think  that  since  Dr.  Howell 
who's  next  on  the  agenda  anyway,  and  was  at  this 
meeting  both  as  an  attorney  and  as  a  physician,  was 
very  much  interested,  I  think  we  might  like  to  invite 
him  to  comment  on  this  same  thing. 

PRESIDENT  ROSS:  Dr.  Howell,  would  you  care  to 
comment? 

DR.  JAMES  HOWELL:  I  went  to  this  meeting  on 
March  31st  somewhat  of  a  skeptic.  I  came  away  much 
less  of  a  skeptic  than  when  I  went. 

I  think  it  has  a  great  deal  of  merit,  as  has  already 
been  mentioned.  I  see  problems  right  away.  We  see  the 
malpractice  problem  will  go  along  with  this:  lots  of 
problems  that  can  be  worked  out. 

But,  I  believe  this  is  the  coming  thing.  I  think  it 
will  be  worked  out. 

It  just  happens  that  we  here  in  North  Carolina  are 
going  to  be  the  first  state  virtually  to  try  it. 

PRESIDENT  ROSS:   Dr.  Jones! 

DR.  JONES:  The  group  that  I  believe  Dr.  Benton  is 
referring  to  was  the  so-called  Felcher  group  which  is, 
actually,   as  I  remember,  involved  a  field  man  in  a 
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sense  and  was  used  originally  in  Germany  and  went 
to  Russia  and  is  being  used  there. 

The  difficulty  that  I  understand  that  they've  had 
there  has  been  the  usurping  of  the  prerogative  of  the 
physician  by  the  Felchers  in  certain  parts  of  the  Soviet 
Union  and  that  some  of  the— I  use  the  word  "licensed 
physician",  because  I  don't  know  what  the  Russian  term 
for  it  is,  have  somewhat  objected  to  it. 

Just  speaking  generally  within  the  context  of  the  dis- 
cussion, it  is  very  obvious  that  we're  going  to  need 
some  assistants.  We  can't  do  it  all  and  it's  a  question  of 
whether  we  as  M.D.'s  become  the  high  priests  and  have 
some  lower  priests  to  take  on  some  of  our  functions 
which  can  be  readily  done. 

I  think  it's  up  to  us  to  lead.  If  we  don't,  then  some- 
body else  is  going  to  lead  for  us  and  I  think  this  is 
the  whole  concept  of  the  idea. 

PRESIDENT  ROSS:  Here's  a  corollary,  the  nurse/ 
midwife.  We  now  have  a  national  organization  and 
they  have  been  working  under  the  sponsorship  of  the 
doctors  and  in  the  hospitals  under  jurisdiction  and  they 
are  well  contained. 

I  don't  think  anyone  is  too  happy  with  some  of  the 
aspects  of  it,  but  nevertheless  this  sort  of  thing  is 
underway  and  I  have  an  idea  that  perhaps  this  pilot 
project  at  Duke  has  some  virtue. 

DR.  WELTON:  May  I  add  to  that.  Dr.  Ross? 

PRESIDENT  ROSS:  Yes. 

DR.  WELTON:  At  every  meeting  I've  attended  around 
the  country,  I've  been  asked  about  this  program. 
There's  a  great  deal  of  interest,  as  I've  indicated,  and 
there's  a  great  deal  of  misconception  about  it. 

I  think  most  of  you  will  have  the  same  experience 
when  you  go  off  to  meetings  in  other  parts  of  the 
country.  They  will  expect  you  to  know  what's  going  on 
and  what  it  is. 

One  of  the  points  which  I  could  add— all  of  the  can- 
didates presently  being  taken  are  from  the  Medical 
Corps  of  the  Armed  Services  so  they  have  had  some 
technical  training  and  most  of  them  are  pretty  mature 
and  the  length  of  training  at  present  is  two  years. 

They  do  get  some  pay  during  that  time,  some  stipend 
which  is  through  a  grant,  and,  there  have  been  drop- 
outs and  there  have  been  some  scratched. 

DR.  WELTON:  But,  they've  got  a  tremendous  wait- 
ing list  of  Medical  Corpsmen  who  have  come  out  of 
Service  waiting  and  anxious  to  go  into  this. 

But,  these  people  also  want  to  know  what  their  legal 
status  is  when  they  get  out,  so  there  is  concern  about 
this  on  both  sides  of  the  training  fence. 

DR.  DEATON:  Is  this  two  year  training  the  only 
formal  education?  I  mean,  is  that  the  only  thing  that 
they  formally  have  to  have? 

DR.    BEDDINGFIELD:    That's   right,    at    this   point! 

DR.  DEATON:  Do  they  have  to  be  a  highschool 
graduate? 

DR.  BEDDINGFIELD:  No,  they  have  to  have  ex- 
perience in  the  Armed  Forces  in  the  Medical  Corps. 

PRESIDENT  ROSS:  That's  the  present  thing,  but 
they'll  set  up  standards  later. 

DR..  BEDDINGFFIELD:  They're  afraid  if  they 
didn't  handle  it  in  this  way,  that  with  this  demand  for 


health  manpower,  you  would  see  the  community  col- 
leges wanting  to  get  into  the  business  of  training  phy- 
sician's assitants  and  they  feel,  and  I  personally  am 
inclined  to  agree  with  them,  that  at  this  point  in  time 
this  has  to  be  a  very  carefully  controlled  thing  in  a 
university  type  setting,  and  a  medical  center  type  set- 
ting like  Duke. 

I  could  perhaps  summarize  from  one  paragraph  here 
what  I  tried  to  say  awhile  ago  as  to  what  they  want 
to  do  legally. 

They  say: 

We  need  to  devise  ways  to  allow  for  the  develop- 
ment of  experimentation  in  methods  of  delivery  of 
health  care.  The  purpose  of  this  meeting  at  Duke  is 
to  discuss  a  way  in  which  innovation  can  be  tried 
without  violating  the  rights  of  any  person.  We  be- 
lieve that  a  review  of  the  ways  in  which  clinical  in- 
vestigation has  been  controlled  may  serve  as  a 
useful  place  to  start.  We  need  freedom  to  plan  for 
health  care,  freedom  to  carry  out  the  experiment 
when  it  has  been  properly  reviewed  and  freedom 
to  eliminate  our  failures  and  protect  our  successes. 

That's  the  reason  they  didn't  want  to  write  a  license 
on  that  because  they  realize  the  type  of  product  pro- 
duced now  might  not  turn  out  to  be  the  type  of  product 
later  and  it  will  be  easy  to  rescind  that  if  it's  to  be 
under  the  purview  of  the  State  Board  of  Medical  Ex- 
aminers. 

DR.  KOOMEN:  I  was  going  to  add  for  those  of  you 
who  have  access  to  the  NEW  ENGLAND  JOURNAL 
OF  MEDICINE,  there  recently  have  been  a  couple 
of  articles  on  the  Felcher  system  and  it's  very  interest- 
ing reading. 

PRESIDENT  ROSS:  Well,  this  is  information  and 
I  think  pertinent  information. 

Are  you  through? 

DR.  BEDDINGFIELD:   Yes,  sir. 

PRESIDENT  ROSS:  We'll  go  on  to  the  next  item 
which  is  item  (j>  the  report  of  the  Committee  on  Head- 
quarters Facility.  Dr.  Rose! 

DR.  HEWITT  ROSE:  Gentlemen,  I've  made  progress 
since  the  last  meeting. 

There  has  been  the  hiring  of  Mr.  Ford  Worthy  as  a 
development  consultant.  This  was  done  after  a  due 
polling  of  my  committee  members  and  by  far  the  ma- 
jority of  these  agreed  completely. 

Mr.  Worthy  has  been  hired  and  one  of  the  provisions 
that  we  talked  about  last  time  was  that  he  be  hired  to 
consult  with  a  single  authorized  representative  of  the 
Society. 

I  have  however  prevailed  upon  Mr.  Worthy  to  come 
with  me  today  to  meet  the  group.  We  have  run  into 
some  problem  about  which  he  has  been  talking  with 
our  legal  counsel  and  that  is  on  the  matter  of  financing. 

He  will  talk  to  you  more  about  that  in  a  moment. 

We  have  talked  to  several  different  organizations 
about  leasing  from  us,  the  major  ones.  The  one  de- 
manding the  most  space  is  the  North  Carolina  Hospital 
Association.  Their  committee  on  building  have  been 
instructed  to  build  their  own  building  and  they  have 
expressed  an  interest  in  either  taking  a  part  of  our 
building  as  theirs  such  as  under  a  condominium  and 
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they  have  not  decided  as  of  now  whether  they  would 
be  interested  in  leasing. 

They're  interested  in  about  10,000  square  feet  and 
they're  also  interested  in  building  a  building  large  so 
tha  they  can  expand  in  the  future  just  as  we  are. 

Before  introducing  Mr.  Worthy,  I  would  like  to  request 
that  we  proceed  with  this  building.  We  have  some  addi- 
tional property  which  I'll  show  you  on  this  map — 
I  held  up  a  large  illustrated  map] — and  I  certainly  would 
not  like  it  to  get  out  that  we  are  interested  in  this 
property  because  I'm  sure  the  price  will  rise  it  it  did. 

There  is  a  long  lot  here  going  into  Bloodworth  Street 
which  will  be  a  main  north/south  thorough-fare,  and 
give  us  an  additional  outlet. 

This  is  particularly  important  for  us,  I  think,  because 
since  our  last  meeting,  they've  decided  to  run  Lane 
Street  the  wrong  way  so  that  we  can't  cut  off  at  Person 
Street,  turn  right  and  turn  in  to  our  parking  lot  but 
another  access  here  will  give  us  additional  parking  and 
an  outlet  from  our  parking  facility. 

This  is  11,000  square  feet  and  we  are  dickering  with 
the  price  of  $13,000  for  it,  so  we  are  getting  it  consider- 
ably cheaper  than  we  got  the  other  lot,  if  we  do  ac- 
tually get  it. 

SECRETARY  STYRON:  Do  you  have  an  option  on 
this  land? 

DR.  ROSE:  I  think  that  we  do. 

The  option  depends  on  the  relatives  involved  and  we 
haven't  heard  from  the  relatives  yet.  That's  what's 
holding  the  option  up. 

The  man  from  Raleigh  who  owns  half  of  it  has  agreed 
to  it,  so  probably  we'll  get  the  option. 

We  want  to  proceed  with  the  purchase  of  the  property, 
we  want  to  proceed  with  the  selection  of  the  architect 
and  we  want  to  proceed  with  the  arrangements  for 
financing. 

Now,  Mr.  Worthy  will  have  more  to  say  about  the 
financing  dificulties,  several  different  ideas  of  how  it 
can  be  financed. 

Mr.  Ford  Worthy! 

MR.  FORD  WORTHY:  Thank  you.  Dr.  Rose. 

This  is  certainly  a  pleasure  to  come  down  and  meet 
with  you  gentlemen  today.  I  almost  felt  like  I  was  in- 
cluded in  the  discussion  when  you  started  talking  about 
doctor's  assistants  or  assistant  doctors.  It  sounds  like 
a  great  program. 

We  have  run  into  a  problem  and  I'm  sure  many  of 
you  in  your  private  investments  in  the  last  year  have 
run  into  the  same  problem. 

The  usury  law  in  North  Carolina  limits  to  six  per 
cent  the  amount  of  interest  that  an  individual  or  a 
corporation  that  is  not  designed  primarily  for  pecuniary 
gain  can  pay,  so  what  has  happened  since  our  interest 
rates  in  our  state  have  moved  on  up  above  the  six  per 
cent  level,  it  has  excluded  the  possibility  of  allowing  in- 
dividuals to  borrow  money  and  the  Medical  Society  is 
one  that  enjoys  the  tax  exempt  status  in  that  it  is  not 
chartered  primarily  for  pecuniary  gain. 

I've  had  a  talk  with  Lee  Smith  who  is  your  tax  counsel 
in  the  firm  of  Smith,  Leach.  Anderson  and  Dorsett  in 
Raleigh  and  we  have  concluded  we  would  have  a  plan 
that  would  permit  us  to  go  in  two  directions:  really  the 


plan  I'm  thinking  of  would  call  for  three  different 
points. 

One,  that  when  the  legislature  next  meets  in  January 
1969  we  would  get  a  bill  introduced  into  the  legislature 
which  would  scratch  out  this  part  about  for  pecuniary 
gain  so  that  organizations  like  the  Medical  Society, 
like  the  Farm  Bureau,  like  any  other  organization 
which  is  a  corporate  entity  but  which  is  not  designed  to 
make  a  profit,  could  go  into  the  market  place  and 
borrow  money,  pay  the  rate  that  is  necessary  in  order 
to  get  the  funds. 

So  we  have  decided  that  it  would  be  very  desirable 
first  to  get  a  bill  introduced  to  do  this.  . 

We  think  the  pressures  that  are  now  on  our  economy 
are  going  to  cause  a  general  feeling  in  the  legislature 
that  would  call  for  a  change  in  our  usury  laws  so  that 
we  think  we  will  not  be  alone  in  this  attempt,  but 
many  other  people  who  are  involved  in  this  problem 
will  be  assisting  to  get  the  usury  law  changed. 

Now,  unfortunately,  legislators  are  prone  to  depend- 
ing on  how  the  people  back  home  are  going  to  think 
about  it  and  they  hate  to  think  the  people  back  home 
think  he  voted  to  increase  interest  rates  from  six  to 
eight  per  cent. 

So,  while  we  think  it  looks  logical  that  we  will  get  it 
changed,  we  may  not. 

Our  other  alternate  plan  is  to  try  to  arrange  what 
is  commonly  known  as  a  sale  leaseback  arrangement 
with  an  institutional  investor. 

By  "institutional  investor"  I'm  talking  about  a  com- 
pany like  a  life  insurance  company  or  a  mortgage 
banking  concern  or  some  concern  interested  in  invest- 
ing their  money.  They  don't  want  to  build  the  building. 
They  don't  want  to  lease  the  building.  They  don't  want 
to  have  anything  to  do  with  it  except  own  it. 

So  this  possibility  offers  a  way  out  of  this  dilemma 
that  we're  now  in  and  that  would  be  to  find  a  life 
insurance  company  that  would  like  to  purchase  our 
land  and  who  would  then  build  the  building.  Actually 
they  would  put  the  burden  on  us  to  build  the  building 
the  way  that  we  wanted  it  and  we  would  then  lease  the 
building  and  the  land  from  the  institutional  investor 
and  at  some  time  in  the  future,  the  Society  would  have 
a  purchase  option  to  buy  the  property  back,  subject  to 
a  mortgage  or  buy  it  back  after  we  can  get  the  part 
of  the  total  cost  amortized. 

This  will  involve  some  negotiation  with  one  or  more 
institutional  investors,  but  it  does  offer  a  possibility 
because  an  institutional  investor  is  interested  in  the 
depreciation  that  he  would  get  from  the  write-off  of 
this  building. 

This  would  not  benefit  the  Society. 

The  Medical  Society  would  have  no  real  reason  to  be 
able  to  use  this  depreciation,  so  this  is  an  idea  that 
we  feel  we  should  explore. 

Our  time  limit  is  this. 

With  the  blessings  of  this  group,  we  are  proposing 
to  go  ahead  and  engage  an  architect  and  develop  the 
plans  and  then  get  everything  ready  to  get  our  build- 
ing built,  but  we've  got  to  get  the  funds  before  we 
can  pull  through. 

So  we  are  proposing  now  that  you  would  authorize  us. 
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to  look  into  this  idea  of  sale  leaseback  arrangement 
and  in  the  meantime,  it  could  be  that  we  could  de- 
velop plans  to  have  the  legislature  take  some  action 
to  change  the  interest  rate  picture  and  let  us  borrow 
the  money  on  a  conventional  mortgage  basis,  paying 
the  six  per  cent  which  is  the  original  idea  that  was 
proposed. 

I  do  not  have  any  details  on  the  proposed  sale  and 
leaseback  arrangement.  If  any  of  you  have  any  specific 
auestions  that  might  be  bothering  you  along  this  line, 
I'll  be  glad  to  attempt  to  answer  those.  [No  response] 

If  there  are  no  comments  regarding  this,  this  is  all 
I  will  say  at  this  time. 

PRESIDENT  ROSS:  I'm  sure,  Mr.  Worthy,  there 
will  be  some  questions  that  will  be  directed  to  you. 

DR.  WELTON:  Yes,  I'd  like  to  ask  a  question,  Mr. 
President. 

It  seems  to  me  and  I  would  like  to  be  corrected  if 
I'm  worng,  a  year  or  two  ago  when  we  were  discussing 
this  problem,  some  mention  was  made  that  one  or  two 
companies  were  interested  in  our  property  near  the 
airport  at  the  Research  Triangle  and  that  possibility 
might  be  explored  of  a  trading  of  "x"  number  of  acres, 
in  return  for  their  putting  up  a  building  for  us. 

MR.  WORTHY:  This,  I'd  not  heard  of,  but  this  is 
a  possibility  I  think. 

DR.  WELTON:  Is  this  worth  exploring? 

MR.  WORTHY:    Certainly. 

The  land  that  you  have  in  the  vicinity  of  the  airport— 
I  don't  know  how  long  you've  had  it,  but  I  know  there 
has  been  what  I  call  a  land  speculation  in  that  area 
and  I  would  guess  that  you  have  land  that  certainly 
is  worth  more  than  what  you  paid  for  it. 

So  you  may  have  a  profit  there  to  establish  your 
mortgag-e,  but  I  don't  think  you  have  enough  money 
there  to  completely  build  your  building  that  you're 
proposing,  but  I  think  you  would  be  able  to  cut  down 
the  amount  that  would  be  required  by  using  that  asset. 

DR.  ROSE:  There  was  some  talk  about  either  trad- 
ing our  land  for,  specifically,  Carolina  Builders'  Supply 
Co.  property.  Our  land  was  appraised  at  $163,500  and 
this  wouldn't  go  a  very  long  way  towards  building  a 
building  of  the  size  we're  talking  about  at  the  present 
time. 

Certainly  I  would  think  that  Wayne  Benton  would 
want  to  get  rid  of  this  property  in  some  way  to  help 
pay  for  the  building,  but  it  certainly  would  not  pay 
for  all  of  it.  It'll  about  equate  for  the  land  that  we 
bought  downtown. 

PRESIDENT  ROSS:  Does  any  other  member  of  the 
committee  have  further  opinions? 

Dr.  Kernodle! 

DR.  KERNODLE:  Mr.  President.  I  would  like  to  ask 
wht's  the  expected  price  of  the  building  at  the  moment. 

MR.  WORTHY:  We  would  estimate  that  we'll  run  in 
the  neighborhood  of  $600,000  to  $700,000,  somewhere  in 
that  neighborhood. 

PRESIDENT  ROSS:  Dr.  Jones! 

DR.  JONES:  A  question  I'd  like  to  ask  of  Mr.  Worthy 
and  possibly  I  misunderstood  him— I've  had  a  little 
experience  with  this  usury  law  once  before. 

Did  I  understand  in  your  statement  that  banks  are 


not  now  loaning  money  at  above  six  per  cent  interest? 

MR.  WORTHY:  You  may  have  understood  that,  but 
let  me  tell  you  what  the  rule  is  that  permits  corpora- 
tions to  borrow  money  and  pay  more  than  six  per 
cent. 

It's  on  the  basis  of  a  mortgage  that  would  be  in 
excess  of  $30,000  and  it  would  run  for  a  term  of  more 
lhan  five  years. 

Now,  I  just  got  a  notice  from  my  bank  the  other 
day  and  they  say,  "Due  to  the  increase  in  the  prime 
rate  we're  going  to  start  charging  you  as  of  May  1st 
a  serivce  charge  of  $5  per  $1,000"  and  I  looked  at  that 
thing  and  I  said  why  don't  they  say  they're  going  to 
start  charging  me  a  half  a  per  cent  more  interest? 

This  was  just  a  matter  of  wording  really,  but  this 
was  a  notice  I  got  two  weeks  ago,  so  they're  actually 
charging  me  six-and-a-half  per  cent  interest  on  an  open 
note  that  I  currently  have  at  the  bank  and  I'm  sure 
you  got  the  same  notice  and  they  call  it  a  service 
charge. 

Now,  the  legislature  passed  a  law  in  1967  which 
provided  that  on  a  long  term  mortgage  that  involved 
a  home  loan  that  seven  per  cent  was  permitted  and 
some  banks  currently  tell  you  on  the  side  that  they 
will  make  you  a  loan  of  you  will  keep  on  deposit  with 
them  a  compensating  balance,  so  that  they  get  six 
per  cent  which  is  the  maximum  they  can  charge  you, 
but  they  get  a  little  more  by  having  you  keep  more 
money  back  in  the  bank. 

In  fact,  there  was  a  usury  case  about  a  year  ago 
down  in  Southeastern  North  Carolina  which  involved 
something  like  this. 

DR.  JONES:  Just  two  days  ago,  I  happened  to  be 
chatting  with  my  banker  and  he  was  telling  me  that 
he's  charging  seven  now  for  some  practically  prime 
loans  and  talking  about  six  and  eight  on  a  reloan  basis 
and  this  wasn't  institutional  investors  and  that's  the 
reason  I'm  asking  you. 

Just  a  pure  question,  not  an  argument! 

MR.  WORTHY:  No.  the  limitation  is  now  six  per 
cent  and  they  get  by  it  by  charging-  a  service  charge. 

For  instance,  on  an  installment  loan,  they  charge 
you  six  per  cent  and  after  they  figure  that  out,  it's 
something  like  eight-and-a-half  or  twelve  per  cent. 

MR.  ANDERSON:  There's  another  reason  why  that 
won't  work  simply  because  they  add  on  the  principal 
which  is  illegal  for  the  banks.  They  do  it,  but  the 
institutions  buying  the  mortagages  won't  accept  that. 

Is  that  right,  Mr.  Worthy? 

MR.  WORTHY:  That's  true. 

MR.  ANDERSON:  So  that  has  been  explored. 

MR.  WORTHY:  I'll  tell  you  of  a  case  that  I  recently 
ran  into  where  a  client  of  mine  attempted  to  borrow 
some  money  as  an  individual  and  they  got  a  turn-down 
and  they  told  me  to  go  back  to  this  life  insurance 
company  and  see  if  they  could  incorporate  immediately 
and  apply  on  the  same  line  and  the  life  insurance  com- 
pany said  no,  they  would  not  even  look  at  the  loan  on 
that  basis  because  if  the  law  should  later  decide  to 
jump  on  them  for  the  usury  law.  it  would  show  in  the 
file  that  this  was  dictated  to  them  by  the  letter  and 
so   that    these   people,    the    institutional    investor,    the 
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life  insurance  compnay,  that's  whom  weve  got  to  deal 
with.  .They're  very  meticulous  about  this  usury  prob- 
lem. 

DR.  KERNODLE:  I'd  like  to  ask  another  question. 
What  percentage  do  you  think  that  this  type  of  building 
would  ride  for  on  this  leaseback  agreement  on  the  land 
and  the  building? 

MR..  WORTHY:  I  would  say,  if  I  was  going-  to  pull  a 
figure  out  of  the  air,  you're  talking  in  terms  of  a  return 
in  the  neighborhood  of  probably  eight  per  cent  to  nine 
per  cent. 

Now,  you  can  sell  this  land  that  we  hold— you  might 
sell  it  at  a  bargain  price  to  an  institutional  investor 
wouldn't  have  as  large  an  investment  in  the  Medical 
Society  property,  you  see,  that  he  might  otherwise 
have  and  he  wouldn't  get  the  benefit  from  some  money 
we  left  in. 

But,  you're  talking  about  if  we  had  a  contract  to  buy 
it  back,  I  think  you  would  all  throw  it  out  the  window. 
This  is  what  our  tax  counsel  seemed  to  think. 

That  if  we  had  an  option  to  buy  it  back  say  within, 
in  negotiation  with  an  institutional  investor— I  would 
say  what  we  were  tryng  to  do  is  to  come  up  with  as 
close  to  the  same  end  result  as  we  would  have  done  if 
we  had  made  a  mortgage  and  just  try  to  skin  the  cat 
another  way — a  twenty  year  loan  for  instance. 

I  happen  to  recall  this  figure — a  twenty  year  loan  at 
six  per  cent  interest  requires  a  constant  payment  at 
8.6  per  cent  of  the  total  amount  of  the  loan,  so  I'd  say 
to  give  you  a  quick  answer,  8.6  per  cent  somewhere 
around  this  figure. 

PRESIDENT  ROSS:  Dr.  Benton,  have  you  got  any 
questions  you  want  to  ask? 

DR.  BENTON:  Not  right  now. 

PRESIDENT  ROSS:   Dr.  Paschal! 
DR.  PASCHAL:   Mr.  President,  as  a  member  of  this 
committee  I  would  make  a  plea  here  on  the  request 
of  Dr.  Rose,  our  Chairman,  it  be  approved  here  so  that 
we  can  go  forward  with  this  project! 

First:  I  think  the  acquisition  of  this  additional  piece 
of  property  is  sound  and  would  be  helpful. 

Second:  I  think  that  the  selection  of  an  architect,  if 
we're  going  to  make  any  progress  at  all,  needs  to  be 
done  soon. 

And,  I  would  hope  that  the  Council  would  authorize 
the  committee  to  proceed  on  these  things,  in  addition 
to  arranging  for  financing  of  the  building. 

PRESIDENT  ROSS:  Is  there  any  other  question  for 
Mr.  Worthy  that  anyone  would  like  to  ask  because  we 
are  grateful  for  his  presence  and  especially  grateful 
for  the  fine  critique  that  he  presented  last  year. 

Are  there  any  other  questions  for  Mr.  Worthy? 

[No  response] 

Thank  you,  Mr.  Worthy,  for  being  with  us. 

DR.  SHAFFNER:  As  I  understand  it,  Dr.  Rose  does 
not  necessarily  want  us  to  commit  us  on  the  financing 
but  being  able  to  figure  out  a  leaseback  sale  arrange- 
ment and  bringing  that  back  to  the  Council  in  com- 
parison to  what  he  might  do  on  the  strength  of  borrow- 
ing if  he  could. 

Is  that  right? 


DR.  WELTON:  He  also  wants  authority  to  purchase 
additional   land   and  select  an  architect. 

DR.  SHAFFFNER:  So  he  wants  those  three  things 
but  he  doesn't  want  us  to  commit  ourselves  on,  say, 
a  leaseback  at  the  moment. 

DR.  JONES:  To  get  things  going,  I'm  going  to  move 
this  Council  that  they  authorize  the  headquarters  facility 
to  buy  the  additional  land  which  would  be  better  de- 
scribed by  Dr..  Rose  at  the  most  reasonable  price. 

DR.  ROMM:  I  second  the  motion. 

PRESIDENT  ROSS:  All  right,  to  buy  it  at  the  most 
reasonable  price  and  Dr.  Romm  has  seconded  that 
motion. 

Any  discusison? 

DR.   GLASSON:    Question! 

PRESIDENT  ROSS:  Is  the  wording  of  the  motion 
acceptable  to  you? 

DR.  ROSE:  Yes. 

DR.  BEDDINGFFIFELD:  Before  we  vote,  could  I 
ask  Dr.  Rose  a  question? 

Hewitt,  does  Mr.  Worthy's  firm  offer  architectural 
services  per  se? 

DR.  ROSE:  No,  sir,  they  do  not. 

DR.  BEDDINGFIELD:  Would  the  committee  select 
the  architect,  or  would  he,  or  jointly  or  what? 

DR.  .ROSE:  Well,  the  way  his  contract  is  worded 
is  that  he  would  help  in  the  selection  of  an  architect 
and  a  builder. 

Now,  I  fully  expect  him  to  do  most  of  the  selection 
because  if  we  allow  him  this  prerogative,  then  he  will 
make  up  the  fee  he's  charging  us  by  arranging  with 
architects  and  builders  because  he's  going  to  be  doing 
a  lot  of  the  architect's  work.  He's  going  to  be  doing  a 
lot  of  the  builder's  work. 

PRESIDENT  ROSS:  Dr.  Benton! 

DR.  BENTON:  I've  got  a  question  I  want  to  ask. 

As  a  means  of  getting  this  money,  that  figures  out 
to  $200  for  every  member  of  the  State  Medical  Society 
for  a  headquarters  building  at  $700,000  assuming  you 
held  to  that,  and  3500  next  year. 

MR.  BARNES:  We've  got  3355  paid  members  this 
year. 

DR.  BENTON:  Well,  $250  let's  say. 

Would  it  be  silly  to  think  of  it  as  a  possibility  of 
selling  a  bond  to  every  member  of  the  Medical  Society 
for  $250  and  let  him  own  that  much  of  this  building  and 
if  it  ever  did  ameliorate  itself,  that  that  could  be  left 
to  his  family? 

DR.  ROSE:  We  discussed  this  method  of  financing  al- 
so and  I  didn't  bring  it  up  as  one  more  thing  we  talked 
about,  but  I  certainly  think  this  should  be  considered 
as  another  method  of  financing. 

PRESIDENT  ROSS:  Tha:t  has  been  discussed  for 
some  time  and  counselor  was  in  on  some  of  this  dis- 
cussion and  I  don't  know. 

DR.  JONES:  Mr.  President,  the  motion  was  to  author- 
ize this  committee  to  purchase  that  additional  land. 
It  did  not  include  anything  other  than  that.  I  de- 
liberately  split   the   recommendation.    .    . 

PRESIDENT  ROSS:  Any  other  discussion  on  the  mo- 
tion as  we  understand  it?  [No  response] 
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All  in  favor  of  the  motion  say  "aye";  opposed  "no". 

The  motion  is  passed. 

DR.  REYNOLDS:  What  would  Dr.  Rose  need  so  far 
as  finances  are  concerned  for  the  selection  of  the 
architect  and  so  forth?  Do  you  just  need  our  okay  or 
will  that  entail  any  funds? 

DR.  ROSE:  Well,  it  will  entail  funds  because  I  ex- 
pect to  have  the  architect  proceed  because  you  can't 
proceed  on  financing  without  getting  preliminary 
sketches.  The  financing  people  won't  talk  to  you  unless 
you've  got  something  to  show  them. 

SECRETARY  STYRON:  Dr.  Rose,  have  you  con- 
sidered the  possibility  of  making  bonds  available  with 
restriction  as  a  medical  group?  This  simply  wouldn't 
work  across-the-board. 

You  couldn't  get  an  individual  purchase  of  a  bond 
from  each  member  of  the  Medical  Society.  I  think  that 
would  be  impossible,  but  I  think  it  would  be  quite  pos- 
sible to  make  a  certain  number  of  issues. 

DR.  ROSE:  You  mean,  open  to  anybody  who  wanted 
to  buy  it? 

SECRETARY   STYRON:    Possibly. 

DR.  ROSE:  Yes,  I  certainly  think  this  is  one  to  think 
about. 

PRESIDENT  ROSS:  How  much  of  this  do  you  want 
to  talk  about?  I  mean,  in  what  order? 

Dr.  Jones  is  entirely  correct.  Shall  we  next  take  up 
the  matter  of  the  architect? 

DR.  BEDDINGFIELD:  Let  me  ask,  what  was  the  ac- 
tual action  of  the  House  of  Delegates  the  last  time? 
Wasn't  there  a  restriction  as  to  how  far  we  could  go 
to  this  year? 

Was  that  not  it,  that  we  could  proceed  up  to  the  point 
of  hiring  an  architect? 

So  if  we  endorse  Dr.  Rose's  request.  I  take  it  that 
that  would  then  be  transmitted  tomorrow  to  the  House 
of  Delegates  for  their  approval,  is  that  right? 

DR.  ROSE:  That's  why  I  want  it  approved  so  we 
can  get  it  through  the  House  of  Delegates. 

DR.  BEDDINGFIFFEFLD:  :I  move  we  accept  and 
endorse  the  report  of  the  Headquarters  Facility  Com- 
mittee, that  it  be  transmitted  to  the  House  of  Delegates, 
that  they  be  directed  and  empowered  to  go  ahead  and 
hire  an  architect  and  to  investigate  methods  of  fi- 
nancing. 

DR.  REYNOLDS:  Second  the  motion! 

SECRETARY  STYRON:  I  would  like  to  raise  a  point 
of  order.  The  first  important  matter  of  concern  is  the 
matter  of  financing. 

Most  architects  are  very  much  interested  in  how 
one  is  going  to  arrange  for  financing  and  I  should  think 
first  of  all  they  ought  to  settle  the  matter  of  the  way 
the  building  is  to  be  financed. 

DR.  ROSE:  That's  absolutely  right,  Charlie.  That's 
why  in  our  wording  it  was  to  arrange  for  financing 
and  if  you  arrange  for  finanicing.  you  don't  go  and 
talk  to  five  or  sLx  different  lenders  and  then  they  come 
back  to  you  and  say,  "Well,  just  a  minute,  I've  got  to  go 
back  and  nine  months  from  now,  to  see  if  this  is  ac- 
ceptable!" 

If  you  say  that,  they  don't  even  want  to  talk  to  you. 
In  nine  months  the  money  market  changes. 


DR.  BEDDINGFIELD:  Well,  I'll  leave  the  first  part, 
the  architect  the  way  it  is,  but  the  second  part  to 
authorize  the  Headquarters  Facility  Committee  with 
the  approval  of  the  Executive  Committee  and  con- 
sultation with  legal  counsel,  to  arrange  for  methods 
of  financing  the  building. 

DR.  ROSE:  To  arrange  for  financing! 

PRESIDENT  ROSS:  And,  this  is  what  you  will  sub- 
mit to  the  delegates. 

DR.  GARRARD:  Does  that  mean  financing  without 
employing  an  architect? 

DR.  BEDDINGFIELD:  No,  these  are  two  motions. 

DR.  GARRARD:  Well,  suppose  we  employ  the  archi- 
tect and  the  financing  falls  through? 

This  thing  is  in  a  state  of  flux  and  keeps  changing 
from  month  to  month  and  year  to  year.  How  much 
are  we  going  to  pay  the  architect?  How  much  are  we 
obligated? 

And,  another  chunk  of  money  gone  without  getting 
very  far  on  the  building. 

Are  we  going  to  guarantee  the  architect  a  certain 
amount? 

DR.  ROSE:  The  standard  architectural  fee  breaks 
down  into  preliminary  plans,  that's  one  step:  you  go 
with  your  preliminary  plans  and  talk  to  the  finance 
people.  That's  as  far  as  you  go,  you're  obligated  only 
for  the  architect's  fee  for  preliminary  plans. 

DR.  GARRARD:  That's  the  only  action  you  want  at 
this  time? 

DR.  ROSE:   Yes,  sir. 

PRESIDENT  ROSS:  The  Chair  would  appreciate  any 
words  of  wisdom  in  this  connection. 

MR.  ANDERSON:  I  don't  think  we  can  borrow  any 
money  on  that.  You've  got  to  have  it  more  specific, 
but  if  you  get  the  sense  of  it  in  there  we  can  put  it 
in  proper  words  for  the  House  of  Delegates. 

The  Council  will  probably  have  to  specifically  author- 
ize the  loan  by  resolution  to  satisfy  any  lender,  but 
those  details  could  be  worked  out  if  you  have  it  un- 
derstood that's  what's  going  to  be  done. 

You  can't  leave  it  to  the  Committee  to  borrow  money. 
You've  all  got  to  make  the  decision. 

MR.  BARNES:  Nor  to  the  Executive  Committee! 

MR.  ANDERSON:  Nor  to  the  Executive  Committee! 
I  think  the  Council  has  got  to  pass  on  the  details  of 
financing  unless  you  have  it  specifically  authorized  in 
so  many  spelled  out  terms  by  the  House  of  Delegates. 

Is  this  a  seconded  motion? 

PRESIDENT  ROSS:  Well,  that  needs  clarification  too, 
but  what  I'm  trying  to  do  is  to  get  everyone  under- 
stand what  we're  talking  about,  including  the  pre- 
liminary plans  of  the  architect  and  how  much  and 
when. 

This  is  the  Chair's  prerogative  to  keep  it  open  for 
discussion. 

DR.  JONES:  Then  may  I  ask  this  question. 

I  deliberately  split  my  motion.  There  were  three 
facets  to  the  original  proposition.  I  deliberately  split 
the  original  motion,  to  get  one  thing  off  and  done.  That 
was  acquisition  of  the  land. 

Someone  else  has  already  brought  up  here  that  when 
you   contract  with   an   architect,   you  can   either  con- 
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tract  with  him  for  preliminary  plans  or  you  can  contract 
with  him  for  more. 

I've  just  had  some  experience  and  have  been  finding 
out  that  sometimes  when  you  contract  with  them  and 
you  turn  down  his  bids,  you're  still  going  to  pay  him 
on  whatever  percentage  he  asked  for. 

Now.  the  point  that  I  would  like  to  submit  for  your 
consideration  is  this. 

Would  it  be  possible  to  authorize  the  Headquarters 
Facility  Committee  to  proceed  to  engage  an  architect 
for  the  preparation  of  preliminary  plans  in  order  that 
they  might  go  to  an  institutional  loan  group  or  some- 
thing of  that  type,  to  determine  then  the  means  of  fin- 
ancing, but  that  we  do  not  commit  ourselves,  except  to 
the  amount  which  the  architect  sets  forth  at  so  much 
per  cent  in  his  preparation  of  the  preliminary  plans. 

We  do  not  commit  ourselves  to  the  whole  gamut 
of  the  thing.. 

Then,  I  agree  with  Mr.  Anderson  that  we  will  have 
to  have  a  separate  motion  to  authorize  going  ahead  with 
any  borrowing  of  money.  This  would  be  an  entirely 
separate  thing  from  the  whole  shooting  match. 

Now,  to  sum  it  up,  one,  if  we  could  pass  a  motion 
to  authorize  preliminary  plans  by  an  architect  to  be 
used  with  the  idea  of  going  to  a  financing  organization 
to  determine  how  much  it's  going  to  cost  us  and  what 
the  rates  of  interest  and  terms  are,  this  in  essence 
would  give  the  committee  what  they're  asking  for. 

DR.  ROSE:  I  want  to  settle  the  question  of  borrow- 
ing the  money. 

DR.  WELTON:  You  mean,  how  much  do  you  want 
from  the  architect  right  now? 

DR.  ROSE:  All  we  need  from  the  architect  right  now 
to  talk  to  the  lenders  is  preliminary  plans  and  I  think 
that's  as  far  as  we  should  proceed  at  the  present 
time. 

DR.  BEDDINGFIELD:  Mr.  President,  may  I  with- 
draw my  motion?  It  hasn't  been  seconded. 

PRESIDENT  ROSS:  You  have  my  permission! 

DR.  JONES:  I  move  to  this  Council  that  the  Head- 
quarters Facility  Committee  be  authorized  to  engage 
the  services  of  an  architect  to  prepare  the  preliminary 
plans  for  the  construction  of  the  headquarters  building. 

DR.  BEDDINGFIELD:  Second  the  motion! 

PRESIDENT  ROSS:  Any  further  discussion  of  this 
motion?   [No  response] 

All  in  favor  say  "aye":  opposed  "no." 

That's  over  and  passed. 

Now,  Mr.  Anderson  has  a  definite  idea  as  to  how 
we  should  proceed  to  have  an  order  to  proceed  to  bor- 
row money  and  apparently  what  you  suggested  was  not 
good  enough  for  him! 

MR.  ANDERSON:  The  Chairman  of  the  committee 
needs  to  have — and  I  would  say  that  you  need  to  recom- 
mend to  the  House  of  Delegates  that  the  Society  be 
authorizezd  to  borrow  money  upon  such  terms  as  are 
available  up  to  a  certain  amount  of  money  with  the 
approval  of  the  Executive  Council. 

PRESIDENT  ROSS:  Well,  that  may  entail  calling  a 
meeting  of  the  Council  later  while  we  stay  here  to 
implement  this,  if  it  passes. 

MR.  ANDERSON:  You  would  do  that  when  you  get 


the  loan,  when  you  get  the  specific  amount.  You  might 
have  a  meeting  of  the  Council  to  satisfy  the  lender,  but 
that  can  be  arranged. 

PRESIDENT  ROSS:  Would  you  like  to  word  that  for 
someone  who  would  like  to  present  it  as  a  motion? 

MR.  ANDERSON:  That  would  be  to  move  that  this 
Council  recommend  to  the  House  of  Delegates  that  the 
Society  be  authorized  to  borrow  a  sum  of  money  not 
exceeding— whatever  amount  you  want  to  put  in— 
$750,000  for  the  purpose  of  constructing  a  headquarters 
building  upon  such  terms  and  conditions  and  amount 
as  may  be  approved  by  the  Executive  Council  of  the 
Society. 

PRESIDENT  ROSS:  Would  some  member  of  the 
Council  care  to  verbalize  that  so  that  we  can  get  it  offi- 
cial? 

DR.  ROMM:  I  so  move. 

DR.  REYNOLDS:   Second. 

PRESIDENT  ROSS:  Any  further  discussion?  [No 
response] 

All  in  favor  of  the  motion  say  "aye":  opposed  "no." 

That  passed. 

We  must  now  come  back  to  5  (i)  Medical-Legal 
Interprofessional  Code  redraft. 

Dr.    Howell! 

DR.  HOWELL:  Mr.  President,  as  all  of  you  know, 
the  present  Interprofessional  Code  that  we  have  came 
out  in  1962.  This  was  the  second  code..  The  first  one 
came  out  about  1955. 

After  this  '62  code  was  brought  out,  with  the  help 
of  the  bar  group,  we,  within  a  matter  of  a  few  years, 
came  to  realize  that  it  had  certain  faults.  It  was  too 
long.  Certain  paragraphs  were  not  clear. 

There  was  some  redundancy  and  some  repetition. 

A  good  many  physicians  told  us,  lawyers  too,  that 
it  was  so  long  that  before  they  read  through  it,  they 
would  relegate  it  to  the  waste  can. 

So  about  two  years  ago,  in  our  joint  meetings  with 
the  bar  group,  we  decided  to  explore  the  possibility  of 
rewriting  the  code  again. 

Last  December,  we  had  a  meeting  of  the  two  groups, 
the  Medical-Legal  Committee  of  the  Bar  and  our  own 
committee,  and  we  decided  to  go  ahead  with  this. 

We  appointed  a  subcommittee  from  each  of  these 
committees.  The  subcommittee  met  several  times  and 
they  came  out  with  a  revised  code  which  is  patterned 
very  much  after  the  National  Interprofessional  Code 
which  has  been  approved  both  by  the  ABA  and  the  AMA 
several  years  ago.  a  much  shorter,  much  more  stream- 
lined version  of  the  same  code  that  we  had. 

Incidently.  the  '62  code  was  patterned  after  the  Col- 
orado Code  and  our  committee  feels  this  is  far  better. 
The  Bar  Group  went  along  with  it.  There  were  a 
certain  number  of  changes  that  were  worked  out. 

The  final  redraft  was  prepared  on  January  5th,  1968 
and  we  would  like  to  submit  it  to  this  group  for  con- 
sideration and  approval. 

I  think  copies  have  been  passed  out.  I  think  each 
one  of  you  will  have  it  at  your  desk.. 

The  Bar  committee  was  to  present  this  to  their  parent 
group  for  approval.  Mr.  Warren  Stack,  Chairman  of 
the  Medical-Legal  Committee  of  the  Bar,  was  to  let  me 
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know   about   their   actions.    I   have   not   as   yet  heard 
from  him  about  it. 

If  you  have  any  questions  about  this  revised  draft, 
I'll  be  glad  to  try  and  answer  them. 

DR.  GLASSON:  Can  we  approve  it  or  does  the  House 
of  Delegates  have  to? 

[No  response] 

DR.  BEDDINGFIELD:  All  of  our  actions  in  the  end 
are  subject  to  the  action  of  the  House  of  Delegates. 

We  can  approve  it  and  as  a  part  of  the  proceedings 
of  the  Executive  Council,  that  would  be  incorporated  in 
the  report  of  the  Executive  Council  to  the  House  of 
Delegates. 

If  by  some  remote  chance,  they  chose  to  extract  that 
from  the  Executive  Council  report  and  to  contravene 
our  action,  they  have  that  authority.. 

DR.  GLASSON:  I  make  a  motion  that  we  approve 
the  report  and  submit  it  to  the  House  of  Delegates. 

DR.  GARRARD:  Second. 

PRESIDENT  ROSS:  Any  discussion?  [No  response] 

All  in  favor  say  "aye":  opposed  "no." 

Passed. 

Next  order  of  business— thank  you,  Dr.  Howell— is  the 
Councilors'  reports. 

First  report  by  Dr.  Romm! 

DR.  ROMM:  No  additional  report,  sir. 

PRESIDENT  ROSS:    Dr.   Larkin! 

DR.  LARKIN:  Nothing  further,  sir. 

PRESIDENT  ROSS:  Dr.  Reynolds! 

DR.  REYNOLDS:  No  addition. 

PRESIDENT  ROSS:   Dr.  Weathers! 

DR.  HARRY  H.  WEATHERS  [Councilor,  4th  Dis- 
trict] : 

No  additional  report. 

PRESIDENT  ROSS:  Dr.  Summerlin! 

DR.  SUMMERLIN:  No  additional  report. 

PRESIDENT  ROSS:  Dr.  Glasson! 

DR.  GLASSON:  No  additional  report.    . 

PRESIDENT  ROSS:    Dr.   Stuckey! 

DR.  STUCKEY:  As  reported. 

PRESIDENT   ROSS:    Dr.    Shaffner! 

DR.  SHAFFNER:  No  more  report. 

PRESIDENT  ROSS:  Dr.  Deaton! 

DR.  DEATON:  No  additional  report. 

PRESIDENT  ROSS:  Dr.  Gilbert! 

DR.  GILBERT:  I  have  two  items  that  I'll  make 
brief,  although  possibly  just  one. 

I  think  it's  also  on  the  agenda  ahead. 

Our  county  medical  society  president  has  gone  to 
quite  a  bit  of  work  on  the  multi-phasic  screening  ma- 
chine that  is  in  use  in  our  county,  and  I  have  letters 
from  doctors  and  so  on,  and  if  that  is  on  the  agenda, 
I'll  leave  it  off  now. 

MR.  BARNES:  Wake  County  resolution  requests  for 
approval  10  (b).  It's  under  Old  Business. 

Mr.  Chairman,  I  might  say  that  when  this  matter 
came  up  at  the  conclave  last  fall,  there  was  a  recom- 
mendation in  favor  of  Wake  County  undertaking  for  a 
period  of  time  multi-phasic  screening  process  and  be- 
fore the  thing  was  acted  on,  two  or  three  others  said 
more  or  less,  "Me,  too!"  and  that's  enunciated  in  that 
enumeration. 


DR.  GILBERT:  It's  my  understanding— and  we've 
read  the  minutes  from  that  meeting— that  all  that  took 
place,  there  was  no  official  approval  and  this  body 
elected  to  defer  action  until  the  thing  had  been  pre- 
sented. 

PRESIDENT  ROSS:  It  was  up  to  the  county  society 
in  each  area. 

DR.  GILBERT:  And  there  was  no  action  by  this 
body  at  that  meeting. 

MR.  BARNES:  Correct!  And,  there  was  to  be  some 
clarification  reported  back  to  the  January  meeting,  at 
the  January  Council,  which  was  not  done. 

DR.  GILBERT:  It  was  not  done? 

MR.  BARNES:  Right! 

PRESIDENT  ROSS:  I  think  Dr.  Thurston  made  that 
report. 

MR.  BARNES:  That's  right,  that  we  would  hear  from 
Buncombe  County  at  this  time. 

PRESIDENT  ROSS:  Was  your  understanding  the 
same? 

DR.  THOMAS  G.  THURSTON  [Chairman,  Commis- 
sion VI]: 

That's  right. 

PRESIDENT  ROSS:  Does  that  answer  your  ques- 
tion? 

DR.  GILBERT:  No,  should  we  go  into  it  now  or 
defer  it? 

Our  county  medical  society  rebelled  against  this. 
It  was  precipitated  dramatically  by  our  return  home 
from  this  meeting  and  found  a  feature  article  in  our 
local  newspaper,  Sunday,  of  the  meeting-  we  were  here 
promoting  it  as  one  of  the  greatest  things  that  had  ever 
hit  the  community  as  everybody  could  line  up  and  get 
the  benefits. 

The  Buncombe  Medical  Society  felt  strongly  enough 
about  this  that  at  one  of  our  quarterly  county  medical 
society  meetings,  where  they  try  to  keep  business  at  a 
minimum,  we  had  Dr.  Hamilton  Stevens  who  is  our  lo- 
cal county  public  health  physician  defend  himself  and 
defend  the  machine  and  he  was  put  on  the  carpet,  but  he 
is  a  very  good  talker  and  he  was  able  to  talk  down 
nearly  everybody,  although  several  very  seriously 
questioned  the  advisability  and  ethics  of  these  ma- 
chines. 

It  has  been  pointed  out  in  his  explanation  of  pre- 
sumed cooperation  with  the  doctors  that  everyone, 
every  individual  in  the  county  going  through  the  ma- 
chine, a  report  is  made  to  his  physician  as  to  the  re- 
sults obtained  so  that  private  practice  can  continue. 

On  the  other  hand,  on  the  other  side  of  the  thing, 
he  reported  that  most  of  the  people  that  went  through 
the  machine,  they  asked  them  if  they  had  a  private  phy- 
sician and  they  said  no.. 

In  any  event.  I  will  read  our  county  society's  four 
main  conclusions  which  were  in  a  letter  to  you.  Dr. 
Ross. 

1 1 )  We  consider  this  another  example  of  invasion  of 
the  field  of  private  practice  by  government  agents. 
i2>  Patients  think  they  are  getting  a  free  examina- 
tion, whereas  it  is  paid  for  by  tax  dollars  from 
some  source. 
1 3 'Results  of  any  test  are  worth  nothing  without  a 
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proper   interpretation    and   application   of   resultant 
information  of  clinical  therapy. 
(4)  Some   patients   are   neglecting   themselves   and 
postponing  treatment  for  real  illness  because  they 
have  had   an  examination   by  the  machine.. 
And,  then  I  will  read  one  letter  of  which  we  have  sev- 
eral that  have  been  solicited  from  doctors  whose  pa- 
tients went  through  the  machine. 
I'll  just  read  the  one  paragraph: 

"I  have  been  examining  this  patient  on  a  yearly  or 
every  eighteen  month  basis  with  the  complete  phy- 
sicial  examination  including  Pap.  smears,  CPC, 
analyses  and  EKG,  and  chest  plate.  The  complete 
study  was  performed  July  20,  1965;  July  14,  1966 
and  was  scheduled  for  January  4,  1968.  The  patient 
would  have  appropriate  office  calls  in  between  if 
there  was  a  specific  problem.  She  was  scheduled  as 
staled  for  a  complete  examination  of  January  4, 
at  which  time  she  arrived  starting  all  she  wanted 
was  a  Pap.  smear  done  because  she  had  been 
completely  tested  by  the  Buncombe  Health  Depart- 
ment. As  it  was,  I  was  unable  to  perform  a  physi- 
cal examination  and  electrocardiogram.  There  was 
no  question  in  this  case,  the  patient  who  was  a  regu- 
larly examined  private  patient  changed  her  plan 
to  examination  on  the  basis  of  her  best  studies  done 
on  the  multi-phasic  screening  program.  By  this 
battery  of  tests  done,  I  do  not  believe  it  can  ap- 
proach the  process  from  a  complete  history  and  a 
complete  physical  examination  performed  prop- 
erly." 
And,  I  have  promised  this  County  Society  of  Bun- 
combe to  report  this  feeling  for  what  it  is  worth  to 
this  group  as  part  of  my  10th  District  report. 

I  don't  believe  there's  any  action  because  it's  coming 
up  under  the  Wake  County  thing  anyway,  so  I'll  go 
ahead  with  my  one  other  item. 

PRESIDENT  ROSS:  This,  as  you  remember,  pro- 
voked quite  a  bit  of  discussion  and  it's  in  your  folder 
on  page  96  to  98,  as  originally  proposed  by  Dr.  Bethel 
that  he  said  he  had  a  grant  for  twelve  months.  Then 
other  counties  were  added  to  this,  but  on  page  100 
or  there  abouts,  it  was  the  request  that  they  report 
back  the  results. 

Dr.  Beddingfield  was  in  the  chair  and  this  has 
been  documented. 

DR.  BEDDINGFIELD:  Dr.  Glasson  made  the  motion 
and  the  motion  was  that  we  request  further  information 
from  the  proposer  of  these  tests,  that  he  come  back 
with  specific  information  on  what  they  propose  to  do 
and  that  we  defer  it  for  the  moment.  Seconded  by  Dr. 
Stuckey. 
And,  it  was  passed. 

SECRETARY  STYRON:    Mr.    Chairman,   may   I— 
PRESIDENT  ROSS:   Do  you  prefer  to  have  the  dis- 
cussion now,  as  we  have  this  coming  up  under  Wake 
County  item  10  (b)? 

SECRETARY  STYRON:  Well,  I  certainly  am  in 
agreement  with  most  of  the  members  of  the  Execu- 
tive Council;  namely,  to  have  patients  go  out  and  get 
piecemeal  studies  and  to  bring  these  studies  back  to  us 


is  a  very  poor  manner  in  which  to  practice,  or  to  im- 
plement medical  care. 

On  page  96  of  the  minutes  of  the  Executive  Council 
meeting  of  January  1968,  this  is  discussed  at  some 
length. 

I'm  personally  opposed  to  expansion  of  various  lab- 
oratory studies  on  patients  without  the  necessary  fol- 
low-up and  these  mean  nothing  to  the  patient  and 
spotty  laboratory  tests  are  of  very  little  value  to  the 
patient  unless  he  has  with  it  history  and  physical  ex- 
amination, as  Dr.  Gilbert  mentioned,  and  this  is  a  very 
good  case  in  point. 

His  patient,  although  she  may  feel  she  has  been 
examined,  she  has  been  inspected  without  really  her 
history  having  been  taken. 

It's  a  very  poor  way  to  expand  medical  care  and 
I'm  on  record  here  as  being  basically  against  this  type 
of  fragmented  treatment. 

Now,  it  seems  to  me  that  if  facilities  are  going  to 
provide  medical  care,  then  they  ought  to  do  it  in  a 
manner  that  we  know  to  be  satisfactory  and  reasonably 
standard,  but  this  fragmented,  piecemeal  type  of  infor- 
mation production  serves  no  worthy  purpose,  I  think. 

It's  very  interesting  as  far  as  data  is  concerned, 
but  as  far  as  taking  care  of  patients  is  concerned,  it's 
an  entirely  different  matter. 

No  patient  ought  to  feel  that  he  has  been  examined 
if  he  goes  to  a  facility  and  has  a  few  vaccines,  an 
x-ray  here  and  there,  a  few  laboratory  studies,  and 
whatever  the  purpose  of  these  various  examinations 
may  be.  The  fact  of  the  matter  is  the  patient  returns 
feeling  he's  been  examined,  when  in  fact  they  really 
haven't. 

This  is  discussed  at  some  length,  as  I  said,  in  the 
minutes  on  page  96  to  101.     . 

PRESIDENT  ROSS:  I  didn't  understand,  Dr.  Gilbert, 
does  Buncombe  County  have  a  resolution  or  a  motion? 
I'm  sorry,  I  didn't  pick  that  up. 

DR.  GILBERT:  Well,  I  think  this  was  presented  in 
the  spirit  of  wanting  consideration  of  the  evidence  they 
have  gathered  with  the  definite  hope  that  it  would 
lead  to  the  proper  use  of  the  machines.. 

They're  wonderful  machines,  but  some  change  in 
the  present  fashion  in  which  they  are  being  used. 

PRESIDENT  ROSS:  My  concern  is,  has  our  obliga- 
tion as  a  Society  been  fulfilled  and  whether  the  people 
who  have  been  running  these  tests  have  fulfilled  their 
obligations  to  us. 

DR.  GILBERT:  Well,  actually,  as  has  been  said,  this 
body  has  yet  to  take  any  action  on  it  one  way  or  the 
other,  that  it  was  deferred  for  further  follow-up  and  it's 
a  fait  accompli.  These  have  been  in  operation,  I  don't 
know,  close  to  a  year  now. 

But,  I  believe  my  constituents  would  be  heartily  in 
favor  of  a  resolution,  whether  it  does  any  good  or  not, 
that  the  State  Society  is  opposed  to  this  present  situa- 
tion. 

PRESIDENT  ROSS:  Well,  listening  to  the  discussion, 
in  the  back  of  the  room  which  went  on,  it's  my  under- 
standing— and  this  is  my  impression  from  the  discus- 
sion—that this  is  to  be  a  one  year  study  and  I  did  not 
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interpret  it  to  be  a  continuing  thing,  but  I  could  be 
wrong. 

That  is  my  feeling. 

DR.  GARRARD:  Mr.  President,  I'd  like  to  ask  Dr. 
Gilbert,  how  much  of  this  does  he  expect  to  bring  be- 
fore the  House  of  Delegates  and  what  action  does  he 
anticipate  or  want? 

DR.  GILBERT:  Well,  the  understanding  I  got  from 
the  group  in  Buncombe  County  was  the  immediate  goal 
was  just  what  I've  done — presented  this  feeling  to  the 
Executive  Council. 

PRESIDENT  ROSS:  Dr.  Jones,  what  was  your  feel- 
ing? You  participated  in  the  discussion.  Was  it  your 
feeling  that  it  should  be  a  continuing  thing,  the  multi- 
phasic tests  that  were  carried  out  in  Wake  and  Bun- 
combe Counties?  Weren't  you  there? 

Dr.  Burns  Jones! 

DR.  BURNS  JONES:  Yes. 

PRESIDENT  ROSS:  Yes! 

As  Dr.  Styron  has  indicated.  I  think  there  should 
be  feasibility  studies  on  the  economics  of  how  much, 
say,  per  patient  per  test  undertaken  and  the  thing  was 
to  get  some  data  on  blood  levels  to  see  if  a  screen- 
ing level  that  was  set  was  comparable  to,  I  think,  some 
of  the  other  figures  that  have  been  set. 

The  reason  I  asked  that,  I  think  there  has  been  some 
action.  I  mean,  I  don't  want  it  to  be  tactically  bad 
for  the  Society  to  come  out,  and  the  House  of  Delegates 
too,  and  withdraw  their  support. 

It's  my  understanding  that  this  was  something 
that  would  go  on  for  a  definite  length  of  time  and  then 
stop.  That  was  my  understanding. 

DR.  THURSTON:  That  was  true,  Dr.  Ross,  and  the 
one  in  Wake  County  they  asked  permission  to  run  the 
facility  for  one  year  when  they  had  the  facility  in  there. 

PRESIDENT  ROSS:  Well,  it  rains  on  the  just  as  well 
as  the  unjust! 

DR.  THURSTON:  So,  this  Society  wanted  to— as  I 
get  the  sense  of  the  group  that  they  did— and  we  could 
convey  that  back  to  the  group  in  Wake  County. 

PRESIDENT  ROSS:  Well,  my  point  is,  if  they're  un- 
happy with  it— but  I  think  it  would  be  tactically  an 
error  to  come  out  and  disapprove  of  something  that 
someone  is  doing.  I  think  there's  a  better  way  of  doing 
it,  but  that's  a  feeling. 

DR.  BURNS  JONES:  I  think  there's  little  defense 
for  a  failure  in  communication  to  lay  the  proper  ground- 
work as  I  think  was  not  done  in  this  case. 

There  are  actually  four  in  this  state  based  on  the 
same  lines  of  the  discovery  data,  referral  techniques 
and  this  sort  of  thing  and  they're  all  experimental  or 
demonstrational  type  programs. 

The  two  up  in  Wake  and  Buncombe  Counties  have 
been  obiviously  ill  prepared  which  is  our  fault.  On  the 
other  hand,  there  are  two  others,  one  in  Person  County 
and  the  other  in  Sylva  which  you  have  not  heard  from 
because  they're  getting  along  famously. 

The  physicians  have  been   obviously   involved   right 
at  the  beginning.  They  have  actually  directed  the  pro- 
gram and  some  of  the  physicians  are  involved  in  the 
ones  at  Wake  and  Buncombe  Counties. 
But  I  think  all  the  problems  are  in  this  failure  to  lay 


the  groundwork  and  to  have  an  adequate  basis  on 
which  to  see  that  it  would  involve  all  the  medical 
people  in  this  area. 

As  you're  indicating,  I  would  think  that  it  is  a  ques- 
tion of  misunderstanding  and  I  would  think  it  unfortu- 
nate if  misunderstanding  alone  was  to  cause  the  termi- 
nation of  a  program  that  may  have  some  public  bene- 
fit. 

DR.  JAMES  RAPER:  For  what  it's  worth,  I'd  like  to 
make  a  motion. 

I  think  there  has  been  a  lack  of  communication  in 
this  whole  thing  and  what  we  should  do  as  the  Society  is 
that  this  problem  should  be  brought  to  the  county 
in  which  it  was  done  and  approval  asked  from  the 
County  Society  and  in  keeping  with  our  original  motion, 
I  would  like  to  move  that  this  Council  go  on  record  as 
indicating  to  the  State  Board  of  Health  and  any  other 
agency  within  the  state  which  is  to  purvey  paramedical 
or  medical  information  that  before  anything  is  set  in 
motion  that  it  be  brought  to  the  attention  of  the  County 
Medical  Society. 

PRESIDENT  ROSS:  Is  there  a  second  to  Dr.  Raper's 
motion? 
DR.  GILBERT:   111  second  it. 
PRESIDENT  ROSS:  Is  there  any  discussion? 
DR.   GLASSON:    I'll  make   mine   under  the   discus- 
sion. 

Two  or  three  days  ago,  the  Director  of  a  Durham 
County  Department  of  Public  Health,  Dr.  Ehler,  pre- 
sented information  on  this  program  to  the  Watts 
Hospital  staff  and  I  have  the  material  that  he  pre- 
sented called  "Pilot  Programs  of  Multi-Phasic  Screen- 
ing, Chronic  Disease  Section  of  North  Carolina  State 
Board  of  Health."  Do  any  of  the  rest  of  you  have  this 
information?   [No  response] 

By  way  of  clarification,  I'll  read  what  it  says: 

Multi-phasic  screening  is  the  performance  of  a 
group  of  selected  measurements,  laboratory  deter- 
minations on  an  individual.  Abnormalities  in  the 
profile  of  results  provide  general  indicators  of  un- 
diagnosed diseases  or  risk  for  disease  and  when  in- 
terpreted by  and  individual's  physician  may  provide 
indication  for  diagnostic  study.  The  Chronic  Disease 
Section  has  undertaken  four  pilot  study  programs 
in  local  sites  to  determine  the  effectiveness  of  a 
specific  screening  profile  in  bringing  patients  with 
unknown  chronc  illnesses  to  early  diagnosis  and 
treatment.  The  program  is  designed  to  provide 
screening  assistance  to  physicians  performing  pe- 
riodic medical  evaluation,  but  it  must  be  emphasized 
that  it  does  not  purport  to  provide  definitive  diag- 
nosis or  treatment.  Approximately  2.000  patients 
have  been  screened  through  this  program  during 
its  initial  five  months  of  operation,  utilizing  meas- 
urement determinations  of  twelve  blood  chemis- 
tries of  the  Technicon  SM-12  autoanalyzer  here 
through  the  State  Board  of  Health  laboratory  di- 
vision. 
And,  they  go  on  with  a  program  outline  and  a  copy 
of  a  questionnaire  which  includes  a  history  and  other 
information,  as  to  height,  weight,  blood  pressure,  viable 
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capacity,  chest  x-ray,  urinalysis.  Pap.  smears,  in  addi- 
tion to  these  twelve  tests. 

I  just  bring  this  up  that  it  is  not  just  the  twelve 
tests  that  are  involved  in  the  program. 

PRESIDENT  ROSS:  What  was  your  county  board's 
action? 

DR.  GLASSON:  Watts  Hospital  staff  actually  was 
the  only  one  presented  with  it  and  they  had  no  objection 
to  the  program. 

They  felt  it  was  a  screening  program  and  accepted 
it  as  one  of  many  screening-  programs  which  had  been 
in  operation  for  some  time. 

DR.  BEDDINGFIELD:  Question! 

PRESIDENT  ROSS:  Further  discussion?  [No  re- 
sponse] 

All  in  favor  of  the  motion  say  'aye";  opposed  "no". 

(The  motion  passed  unanimously.] 

DR.  GILBERT:  At  our  last  meeting,  I  presented  in 
depth  what  I  thought  was  going  on  in  the  State  of 
Franklin  Health  Council  and  I  will  just  report  two 
things  with  their  continuing  activity. 

One,  pursuing  one  of  their  goals  with  the  Regional 
Medical  Program  after  going  through  due  process,  they 
have  been  approved,  not  for  a  planning  grant,  but  are 
going  into  operation  with  a  coronary  care  unit  in  all 
six  or  seven  of  their  small  hospitals. 

This  was  approved  after  Dr.  Musser  and  others  made 
an  inspection  of  the  whole  area. 

Second,  a  sort  of  major  project  with  their  Academy 
of  Medicine  and  the  rest  of  the  State  of  Franklin  is 
to  have  established  at  Western  Carolina  University  an 
official  school  as  part  of  the  university  for  training  in 
allied  health  professions  and  this  is  in  the  process  of 
having  been  submitted  to  the  Board  of  Trustees  of 
that  University  and  will  probably  go  through. 

PRESIDENT  ROSS:  A  recommendation  of  the  Com- 
mittee on  Children's  Services,  Mental  Health  and 
Mental  Retardation  Evaluation. 

Who  had  that  report,  Mr.  Barnes? 

MR.  BARNES:  This  is  a  report  of  the  Subcommittee 
on  Mental  Retardation  and  Children's  Services. 

PRESIDENT  ROSS:  You've  got  it  in  your  folders. 

Dr.  Scurletis,  are  you  here  to  represent  the  com- 
mittee? 

DR.  T.  D.  SCURLETIS:  Yes,  if  they  would  care  to. 

This  is  a  reflection  of  the  concern  by  many  phy- 
sicians across  the  state  which  has  been  expressed 
in  the  Council  on  Mental  Retardation  and  also  the 
psychologists  of  the  state  who  are  very  concerned 
about  the  type  of  examination  children  are  given  be- 
fore they're  placed  in  special  classes  in  school  system. 

The  problem  being  of  course  the  availability  of 
services  and  the  second  of  course  is  the  availability  of 
quality  service. 

And,  this  recommendation  is  actually  developed  by 
Dr.  Donald  Steadman  a  psychologist  at  Duke  and  he  is 
also  very  well  known  and  nationally  recognized  for 
his  work  with  children. 

It  boils  down  to  two  things. 

Basically,  that  physicians  speak  out  and  say  that  no 
child  should  be  placed  in  special  education  without 
an  adequate  psychological  evaluation. 


And,  secondly,  to  propose  a  mechanism  by  which 
such  evaluations  could  be  made  available  across-the- 
board. 

The  proposal  being  first  of  all,  the  child  should  be 
under  the  care  of  a  private  physician  wherever  pos- 
sible. 

If  the  child  is  not  under  medical  care  or  cannot  se- 
cure a  private  physician,  then  the  child  should  be  re- 
ferred to  the  local  health  department  for  the  purpose 
of  making  the  medical  examination  available. 

Secondly,  the  Department  of  Education  would  develop 
a  scheme  of  regional,  highly  qualified  psychologists 
to  give  direction  to  school  systems  and  to  be  respon- 
sible for  coordinating  the  information  from  the  medical 
examination  with  the  psychological  examination  to  the 
school  so  the  child  could  be  properly  placed. 

The  idea  being  that  the  present  psychological  services 
that  are  available  across  the  state  through  the  school 
system  are  not  of  the  quality  that  most  psychologists 
would  like,  nor  are  they  of  the  quality  that  most  people 
interested  in  the  field  of  retardation  feel  are  adequate 
for  placement  of  children  in  a  special  class. 

The  recommendation  really  revolves  around  the 
idea  of  the  State  Department  of  Public  Instruction 
having  twelve  psychologists  scattered  across  the  state 
and  affiliated  with  the  developmental  evaluation  clinics 
that  we  sponsor,  as  well  as  an  educational  institution; 
that  this  would  give  the  physicians  stature  so  that 
adequately  trained  people  could  be  obtained  at  the 
Ph.D.  level. 

These  people  would  then  have  underneath  them  psy- 
chologists, psycho-technicians,  actually  that  were  spe- 
cifically trained  to  deal  with  psychological  problems 
in  children  and  to  coordinate  with  the  child's  physi- 
cian in  making  an  adequate  recommendation  to  the 
school  district  for  proper  placement  of  the  child. 

This  is  the  essence  of  it  and  that  basically  the  com- 
mittee endorsed  the  concept  and  felt  that  it  ought  to 
be  proposed  to  the  Executive  Council  for  endorsement 
of  the  concept. 

PRESIDENT  ROSS:  Thank  you.  Dr.  Scurletis. 

Does  any  member  of  the  Council  want  to  make  a 
motion? 

DR.  GLASSON:  I'd  like  to  ask  a  question. 

What  the  size  of  the  problem  is.  How  many  of  these 
children  require  evaluation  each  year?  And,  do  we  have 
a  large  number  of  these  children  placed  in  these 
classes? 

DR.  SCURLETIS:  Yes,  sir. 

The  feeling  is,  when  this  came  up  in  the  Gover- 
nor's Commission  on  Education  that  there  is  definite 
evidence  of  very  bad  placement  of  children.  The  present 
law  says  the  school  superintendent  can  place  a  child 
on  the  basis  of  an  I.Q.  and/or  physical  examination  and 
there  are  approximately  20.000  to  30.000  children  in- 
volved per  year. 

DR.  GARRARD:  Mr.  President,  I  want  to  ask  a  ques- 
tion. 

On  page  2,  item  5,  you  say  there  is  about  20,000 
students  involved.  Each  psychologist  should  personally 
study  no  more  than  three  children  a  day.  Why  the 
limitation  to  three  children? 
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DR.  SCURLETIS:  No.  he  would  be  supplemented  by 
trained  people  underneath  him  that  would  do  the  mass 
of  examinations.  He,  the  psychologist,  would  review 
the  examinations. 

DR.  GARRARD:  Only  three  patients  a  day,  it  says! 

DR.  SCURLETIS:  Yes,  sir. 

DR.  GARRARD:  Well,  is  that  ever  going  to  get 
through  the  volume?  How  could  he  spend  a  whole  day 
on  three  patients? 

DR.  SCURLETIS:  Underneath  him,  he  would  have 
three  trained  people  to  do  the  mass  of  examinations 
and  he  would  only  deal  with  the  very  difficult  cases. 

In  other  words,  the  same  idea  of  using  lesser  trained 
people  to  do  the  mass  of  work,  the  highly  skilled  in- 
dividual to  supervise  them  and  to  deal  with  the  prob- 
lems they  face. 

I  wonder  if  the  Commissioner  concerned  with  this, 
has  anything  to  say. 

DR.  THURSTON:  No. 

DR.  BEDDINGFIELD::  I  have  talked  to  Dr.  McCain 
about  this  and  we  talked  at  some  length  about  this,  and 
I  personally  don't  see  anything  objectionable  about  it. 

I  think  it's  an  improvement  of  a  service  that  is 
needed  in  the  schools  and  I  think,  as  far  as  legislative 
implication,  if  the  Department  of  Public  Education  is 
making  a  budgetary  request,  we  might  be  asked  to  sit 
on  the  sidelines  and  say  amen,  but  I  don't  think  we 
have  to  sponsor  the  legislation. 

DR.  GARRARD:  Mr.  President,  problem  now  in  the 
clinics  is  getting  volume  through. 

The  clinic  of  sixteen  personnel  sees  one-fourth  as 
many  patients  as  a  doctor,  or  psychiatrist  in  private 
practice.  We  have  that  problem  now  of  trying  to  push 
more  volume  through 

If  you  limit  them  here  clown  to  three  patients  a  day, 
it  seems  to  me  that  it's  a  very  easy  schedule  for  some- 
one and  unless  there  are  other  duties  for  a  skilled 
fellow  to  take  up  the  day,  I  would  be  opposed. 

PRESIDENT  ROSS:  They  think  they  can  do  it. 

Is  there  a  motion  before  the  House? 

DR.  REYNOLDS:  I  move  we  endorse  this  report 
in  principle. 

DR.  SCURLETIS:  I  think  there's  a  point  that's  under 
question  here  and  this  is  the  fact  that  this  idea  was 
really  conceived  by  phychologists  who  feel  that  a  com- 
petent psychologist  cannot  do,  or  accomplish  more 
than  three  competent  evaluations  in  a  day's  time. 

There  is  something  even  more  basic  I  think  behind 
this  recommendation  and  that  is  the  fact  that  coming 
out  of  the  Governor's  Commission  with  the  school  sys- 
tems, they're  recommending  that  their  psychologists 
are  hired  for  every  1.000  school  children  in  the  school 
district. 

That's  1.000  psychologists  which  is  utterly  unfeasible 
and  untenable,  you  know,  in  this  day  and  age.  This 
lays  the  basis  of  having  highly  qualified  people  in  a 
sense  studying  the  problem  in  developing  better  tech- 
niques in  reaching  and  analyzing  children. 

This,  to  me.  is  really  the  important  concept  behind 
the  proposal. 

That  is  the  idea  of  the  committee,  not  to  have  this 
totally  endorsed,  but  endorse  the  concept  and  not  try 


to  concern  itself  about  whether  or  not  a  psychologist 
should   do  three   examinations   and   supervise  four  or 
five  people,  but  to  start  something  that  would  lay  the 
basis  for  constructive  development. 
DR.  BEDDINGFIELD:  I  second  it. 
PRESIDEINT  ROSS:  Any  further  discussion? 
DR.  AMOS  JOHNSON  [AMA  Delegate]:   Mr.  Chair- 
man. I  want  to  say  one  word! 

Dr.  Scurletis  said  the  Governor's  Commission  was 
going  to  recommend  that.  That  is  being  recommended 
to  the  Governor's  Commission.  The  Governor's  Commis- 
sion is  not  recommending  a  thousand  psychologists  for 
the  school  children  of  North  Carolina. 

That  is  going  to  be  a  recommendation  that  will  be 
made  from  a  committee  to  that  Comission,  but  in  order 
for  the  records  to  be  straight  and  in  order  for  you  not 
to  go  away  with  the  wrong  information,  that  has  not 
been  finalized  and  hasn't  been  through  the  Commis- 
sion, and  I  don't  think  it  will  come  out  that  way. 
DR.  SCURLETIS:    I  stand  corrected! 
I'm  sorry  I  didn't  make  it  clear. 
PRESIDENT  ROSS:  The  motion  is  to  endorse  in  prin- 
ciple, hopefully. 
Any  more  discussion?  [No  response] 
All  in  favor  say  "aye";  opposed  "no". 
[The  motion  passed  unanimously.] 
[A  five  minute  recess  followed.] 
Now,   to  get  on  with  our  busainess,  number  seven 
is  the  next  order,  the  annual  reports. 
You  have  a  Compilation  in  your  folder. 
The  first  is   the   Public   Relations  Commission.   Dr. 
Lymberis. 
DR.  LYMBERIS:   No  further  report. 
PRESIDENT    ROSS:    Professional   Service    Commis- 
sion, Dr.  Cutchin! 

DR.  CUTCHIN:  No  further  report.  Mr.  President, 
but  do  have  a  recommendation  in  here  that  I  would 
like  to  call  to  the  attention  of  the  Council. 
I'll  read  this  last  paragraph,  page  24,  second  column: 
Inasmuch  as  there  are  four  committees  under  this 
Commission  which  are  the  Committee  on  Blue  Shield, 
the  Committee  to  Work  with  the  North  Carolina  In- 
dustrial Commission,  the  Insurance  Industry  Com- 
mittee, and  the  Committee  on  OCHAMPUS  (Office 
of  Civilian  Health  and  Medical  Programs  Uniformed 
Services),  each  of  which  has  as  a  part  of  its  func- 
tion a  review  of  claims,  i.e..  Claim  Review  Service, 
it  is  recommended  that  this  subject  be  thoroughly 
studied  by  a  separate  body,  possibly  Blue  Ribbon 
No.  1  Committee,  with  the  idea  of  combining  this 
particular  function  into  one  claim  review  service 
for  the  Medical  Society  of  the  State  of  North  Caro- 
lina. Having  observed  these  various  committees  in 
their  deliberations,  it  is  felt  that  one  claim  review 
service  for  the  Society  might  function  more  effi- 
ciently and  arrive  at  more  equitable  decisions.  I 
feel  this  particularly  important,  as  with  continued 
"third  party  involvement"  with  the  practice  of 
medicine  and  the  use  of  "usual,  customary  and 
reasonable  fees",  one  claim  review  service  would 
lead  to  greater  unity. 
This  is  the  recommendation  for  study.  I  mentioned 
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Blue  Ribbon  No.  1  Committee,  but  any  committee  the 
President  so  designated  would  be  all  right. 

Personally,  at  the  present  time,  I  don't  know  whether 
I  would  be  in  favor  of  one  claim  review  service  or  not. 
There  are  pros  and  cons  and  I  would  give  you  a  list 
of  both,  but  I  do  think  this  idea  should  be  studied  by  an 
appropriate  body,  with  this  in  mind,  the  combining  of 
all  claim  review  services  that  we  have  at  the  present 
time  into  one. 

PRESIDENT  ROSS:  Do  you  present  that  as  part  of 
your  report? 

DR.  CUTCHIN:   Yes,  sir. 

I  can't  make  a  motion.  I  just  recommended  this  be 
done. 

PRESIDENT  ROSS:  What  action  does  that  require, 
Dr.  Koonce? 

DR.  KOONCE:  Unless  there  is  some  objection  to  it, 
I  don't  see  why  that  can't  be  accepted  here  and  turned 
over  to  the  House  of  Delegates  and  referred  to  a  Refer- 
nce  Committee  and  let  them  bring  back  a  recommenda- 
tion, so  it  does  require  a  motion. 

DR.  BEDDINGFIELD:  I  move  it  be  accepted. 

DR.  DEATON:   Second. 

PRESIDENT  ROSS:  All  in  favor  say  "aye";  opposed 
"no". 

[The  motion  carried  unanimously.] 

PRESIDENT  ROSS:  Keep  that  in  mind,  please. 

Next,  Annual  Convention  Commission,  Dr.  Maness! 

Does  anyone  have  that? 

MR.  BARNES:  Dr.  Maness  is  not  here. 

PRESIDENT  ROSS:  Advisory  and  Study  Commission, 
Dr.  Lindsey! 

DR.  MARK  M.  LINDSEY  [Chairman,  Commission 
III: 

Mr.  Chairman,  because  of  some  letters  recently 
written,  it  should  be  noted  on  page  113,  the  Cancer  Com- 
mittee did  appoint  a  subcommittee,  an  ad  hoc  com- 
mittee, to  study  the  question  of  cytology  in  reference 
to  the  Pap.  smears  being  done  in  the  State  Health  De- 
partment and  th  abuses  throughout  the  state. 

Since  this  is  an  ad  hoc  committe,  they  will  report  to 
the  Cancer  Committee  and  they  will  make  recommen- 
dations I'm  sure  at  a  later  date. 

This  is  for  information  and  there  is  no  other  addi- 
tional report. 

PRESIDENT  ROSS:  Thank  you,  doctor. 

PRESIDENT  ROSS:  Dr.  Wayne  Benton,  Administra- 
tion Commission! 

DR.  BENTON:  Should  I  report  that  insurance  thing 
under  that? 

MR.  BARNES:  The  action  on  professional  liability 
should  be  reported. 

DR.  BENTON:  John  Burnwell,  is  Chairman  of  that 
committee  and  he  was  on  safari  and  I  attended  and 
I'll  report  for  him. 

That  committee  is  in  the  position  in  the  raising  of 
our  premiums  on  our  liability  insurance  and  the  com- 
pany presented  evidence  to  this  committe  that  was 
sufficiently  impressive  to  them  that  the  committee  voted 
to  allow  them  to  raise  their  premiums  beginning  this 
next  renewal  when  you'll  get  a  bill  from  them. 

Is  that  approximately  right? 


MR.  BARNES:  In  the  fall.  All  that  has  to  be  ap- 
proved by  the  Insurance  Commissioner,  the  rate  propo- 
sition and  actuarial  use  of  the  insurance  in  the  state 
and  in  addition  to  what  you've  reported,  the  National 
Underwriters  in  this  field  have  reclassified  physicians 
and  our  company  is  obliged  to  adopt  that  new  classifi- 
cation, is  there  will  be  some  differential  in  certain  high 
risk  specialties. 

DR.  BENTON:   Five  categories. 

MR.  BARNES:  Originally,  it  was  two;  now  it's  going 
to  five. 

DR.  BENTON:  Suffice  for  this  group  here  that  this 
committee  felt  this  was  necessary  and  they  recommend 
to  you  that  you  approve  of  the  increase  and  even  with 
the  increase,  it's  still  much  cheaper  than  you  can  get 
anywhere  else. 

PRESIDENT  ROSS:  It's  a  good  buy  still! 

Do  you  have  any  other? 

DR.  BENTON:  That  concludes  my  report. 

MR.  ANDERSON:  Somebody  has  to  make  a  motion 
to  approve  the  recommendation  of  the  committee. 

DR.  WELTON:   I  so  move. 

DR.  GARRARD:  Second. 

PRESIDENT  ROSS:  Now  we're  back  on  the  tracks, 
all  in  favor  say  "aye";  opposed  "no". 

So  ordered. 

Dr.  Thurston! 

DR.  THURSTON:  No  further  report. 

PRESIDENT  ROSS:   Good! 

I  don't  know  whether  we  should  consider  each  report 
or  what,  but  in  our  infinite  wisdom,  we'll  finesse  through 
some  of  them. 

Suppose  we  go  down  the  list  and  if  anybody  has 
something,  we'll  talk  about  it. 

AMA-ERF!    [No  response] 

Anesthesia!   [No  response] 

Arrangements!   [No  response] 

Association  of  Professions!  By  the  way,  those  movies 
are  coming  through  good! 

DR.  WELTON:  There's  a  place  on  the  agenda 
where  Mr.  Hilliard  and  I  will  report  on  that. 

DR.  KERNODLE:  May  I  make  a  statement  at  this 
time?  I  know  it's  late  in  the  afternoon,  but  I  would  like 
to  say  this  about  the  Association  of  Professions,  that 
we're  the  largest  group  of  members  of  the  Association 
of  Professions. 

I'd  say  that  we're  lagging  way  behind  on  members 
in  this  particular  Association. 

The  dentists  have  only  been  in  one  year  and  they're 
already  outstripping  us  in  membership.  The  pharmacy 
group  doubled  its  membership  and  the  other  groups 
much  lower  in  total  numbers  in  North  Carolina  are 
closely  approaching  the  numbers  that  we  have  in  this 
Association. 

I  think  it's  a  very  good  position  for  use  to  work  to- 
ward with  these  folks  and  I  believe  that  probably  the 
lawyers  will  come  in  this  year  or  next  and  I  think  it 
would  be  worthwhile  for  us  to  consider  increasing  and 
doing  something  to  enhance  our  membership. 

John  Rhodes  has  probably  worked  closer  with  this 
than  I  have,  at  the  moment,  but  I  certainly  hope  to 
see  that  all  the  Council  members  join  the  Association 
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of  Profesisons  and  it's  only  $5  a  year  membership.  We 
at  least  have  done  a  terrific  job  on  this  movie  that 
you're  going  to  hear  about  later. 

PRESIDENT  ROSS:  Thank  you.  Dr.  Kernodle. 

Audio-Visual!   [No  response] 

Awards!    [No  response  1 

Auxiliary  and  Archives!   [No  response] 

Blue  Ribbon  No  1!   [No  response] 

Blue  Ribbon  No.  2!  [No  response] 

Blue  Shield!  [No  response] 

Cancer,  we  touched  on! 

Child  Health!  [No  response] 

Chronic  Illness!  [No  response] 

Community  Health!    [No  response] 

Constitution  and  By-Laws!  [No  response] 

Credentials!   [No  response] 

Disaster  Medical  Care!  [No  response] 

Exhibits,  Scientific!    [No  response] 

Eye  Care!   [No  response] 

Family  and  Marriage  Counseling!    [No  response] 

Finance!   [No  response] 

Headquarters  Facility!    [No  response] 

Hospital  and  Professional  Relations!    [No  response] 

Industrial  Commission!  [No  response] 

Insurance  Industry!   [No  response] 

Insurance,  Profesisonal !   [No  response] 

Legislation! 

Medicine  and  Religion,  no  further  report. 

DR.  DEATON:  Mr.  President,  I  would  like  to  make 
a  motion  that  all  the  reports  be  accepted  as  in  our 
Compilation  unless  someone  has  something  special  to 
bring  up. 

PRESIDENT  ROSS:  There's  no  report  on  Appalachia 
so  we  don't  have  to  worry  about  that. 

The  motion  has  been  made. 

DR.  ROMM:  Second. 

PRESIDENT  ROSS:  All  in  favor  say  "aye":  opposed 
"no". 

[The  motion  carried  unanimously.] 

Next,  miscellaneous  business,  consider  and  discuss 
problem  of  multiple  specialty  listing  in  roster. 

This  has  been  discussed  before. 

MR.  BARNES:  We  have  a  communication  from  Dr. 
R.  T.  Hood,  Jr.,  from  Kinston,  North  Carolina.  He  says: 
For  years,  my  name  has  been  listed  in  the  annual 
supplement  to  the  NORTH  CAROLINA  MEDICAL 
JOURNAL  as  in  the  enclosed  tear  sheet  for  1964  edi- 
tion. Since  such  a  large  volume  of  my  practice  con- 
sists of  allergy  patients,  I  wonder  why  my  designa- 
tion this  year  has  been  listed  without  the  allergy 
abbreviation.  I  would  appreciate  your  making  a  note 
to  have  my  designation  returned  as  they  always 
have  been  to  Pd  and  A  so  that  the  correction  will 
be  printed  in  the  next  edition. 

And,  our  understanding  from  the  Executive  Council 
is  to  list  only  one  specialty  for  a  member  and  allergy 
is  a  recognized  category  of  specialization,  so  is  pedia- 
trics, so  we're  inclined  to  list  both  though  we  assume 
his  primary  area  is  pediatrics. 

DR.  BEDDINGFIELD:  Mr.  President,  I  move 
that  we  reaffirm  our  policy  of  listing  only  one  specialty 
for  each  member  of  the  roster  and  anyone  sending  in- 


quiries to  the  headquarters  office  be  so  informed. 
DR.  RAPER:  Second. 

PRESIDENT  ROSS:  All  in  favor  say  "aye":  opposed 
"no". 
[The  motion  carried  unanimously.] 
Letter  communication  to  Dr.  Ross  from  Dr.  Rouse 
in  regard  to  PAC  movement  membership  and  partici- 
pation. I  think  you  have  a  copy  of  that,  which  is  very 
moving— 
MR.  BARNES:   I'll  be  happy  to  read  it. 
This  is  addressed  to  Dr.  Ross  from  Dr.  Milford  0. 
Rouse,  President  of  the  American  Medical  Association. 
Just  last  month  in  Washington,  AM-Pac  sponsored 
a  two-day  program  for  over  600  participants  from 
every  state  in   the  union.   I  came  away  from  the 
meeting  impressed— impressed  with  the  enthusiasm, 
dedication    and    sophistication   of    those    who    were 
there.  Also,  I  was  impressed  with  the  need  to  rein- 
force my  personal  visits  with  State  Presidents  with 
a  brief  note  reaffirming  my  dedication  to  State  Pac 
Am-Pac  membership  and  participation  and  so,  I  am. 
writing  to  ask  that  you  use  whatever  resources  are 
available  through  your  good  offices  to  bring  this 
same  important   message  to  your  colleagues.  The 
need   for    individual    participation    in    practical   bi- 
partisan activity  is  now  more  vital  than  ever.  Pac 
programs  and  Pac  membership  offer  the  physician 
a  chance  to  discharge  this  responsibility  and  to  be 
a  better  citizen  in  his  own  community. 

This  year  presents  unusual  challenges  for  which 
we  must  be  prepared.  Your  help  in  urging  Pac  sup- 
port will  be  a  substantial  contribution  to  this  prepa- 
ration. 

Sincerely,  Milford  0.  Rouse. 
PRESIDENT  ROSS:    I  didn't  mean  to  be  facetious 
about  this  because  certainly  at  every  meeting  I've  been 
to   someone   has   touched   on   this   topic   and   I   would 
certainly  think  we  should  keep  it  to  the  forefront. 

DR.  RHODES:  I'll  have  a  comment  to  make  when  I 
have  a  further  report. 

PRESIDENT  ROSS:  Letter  communication  from  Dr. 
A.  H.  Zealy  regarding  postgraduate  conference  in  the 
area  of  psychiatric  emergencies  in  private  medical 
practice. 

MR.  BARNES:  This  is  a  letter  directed  to  me  dated 
March  25  from  Dr.  A.  H.  Zealy,  Jr.,  Chairman  of  the 
Planning  Committee,  referring  to  the  conference  on 
such  an  emergency— it's  in  the  folder. 

PRESIDENT  ROSS:  Information  regarding  Gover- 
nor's designation  of  an  Advisory  Council  on  the  1970 
White  House  Conference  on  Children  and  Youth. 

MR.  BARNES:  This  is  simply  reported  action  of  the 
North  Carolina  Social  Service  Conference  that  the 
Governor  designated  it  the  Advisory  Council  in  North 
Carolina  to  represent  the  state  in  preparation  of  the 
1970  White  House  Conference  on  Children  and  Youth. 

Now,  ordinarily,  the  Medical  Society  has  representa- 
tion at  this  White  House  Conference  and  we  wanted  you 
to  know  the  Governor  has  put  this  in  the  hands  of  an 
Advisory  Council.  I  might  point  out  that  we  may  wind 
up  with  no  representation  at  the  White  House  Confer- 
ence, 
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PRESIDENT  ROSS:  Well,  that  would  not  be  a  real 
tragedy,   would   it? 

It's  always  nice  to  get  an  invitation  from  the  White 
House,  but  1970?  Well,  fine! 

Old  Business. 

Consider  adoption  of  the  "Unified  Personal  Health 
and  Medical  Record"  endorsed  by  the  Committee  on 
School  Health. 

MR.  BARNES:  Now,  this  is  the  thing  that  came  up 
in  the  House  of  Delegates  last  year,  this  uniform  report 
form,  for  examination  of  children  in  school.  Boys' 
Scouts,  Girls'  Scouts  and  what  have  you  and  because 
there  were  not  copies  of  the  form  in  the  dossier  of  the 
delegates,  someone  made  a  motion  that  this  be  put  on 
the  table  until  this  year. 

Now,  copies  of  this  will  be  distributed  to  all  dele- 
gates of  the  House  this  year.  I  don't  know  what  you 
want  to  do  with  it. 

PRESIDENT  ROSS:  This  was  recommended  to  the 
Council  who  approved  that  recomendation  to  the  House 
of  Delegates  and  because  of  the  absence  of  this  form 
in  the  House  of  Delegates,  someone  made  a  motion. 

We'll  have  to  pick  that  up. 

We  forgot  it  and  Dr.  McLaurin  called  attention  to  it 
from  the  floor  of  the  House  of  Delegates.  We  didn't 
have  the  form  for  review,  so  will  you  put  that  down 
as  something  we'll  have  to  take  up  this  year  in  the 
House  of  Delegates? 

MR.  BARNES:  There's  another  part  of  this  and  we 
should  recognize  Dr.  Glasson. 

DR.  GLASSON:  This  is  a  related  proposal  submitted 
by  Dr.  Bailey  Webb,  a  pediatrician  in  Durham,  for 
adoption  of  uniform  blanks  for  a  physicial  examina- 
tion for  applicants  to  college  entrance. 

It  has  been  pointed  out  it  would  be  simplified  if 
they  could  in  these  multiple  applications  simply  give 
the  patients  another  copy  of  the  examination,  but  this 
is  impossible  unless  there  is  some  uniformity. 

The  problem  has  been  they  could  get  somebody  to 
reproduce  the  blanks  in  black  print  which  is  repro- 
ducible on  a  Xerox  or  similar  machine  and  Dr.  Webb 
presents  a  resolution  which  I'll  not  read  the  details  of 
but  which  requests  the  backing  of  the  Council  and  the 
North  Carolina  Medical  Society  in  this  effort. 

This  has  the  approval  of  the  three  major  universities 
in  the  state  for  their  student  health  departments  and 
they  are  trying  to  get  this  done  throughout  the  state. 

As  far  as  general  insurance  forms,  all  of  us  have  had 
the  experience  of  submitting  the  standard  form  which 
has  been  devised  by  the  insurance  industry  and  most 
insurance  companies  accept  this. 

The  pediatiricians  are  hesitant  about  submitting  a 
standard  form,  which  is  not  accepted  by  the  college 
because  they  feel  in  a  borderline  situation  this  may 
jeopardize  the  chances  of  the  child  to  get  into  the 
school. 

DR.  LARKIN:  One  other  comment  along  the  line  of 
John's  first  report,  the  East  Carolina  people  looked 
over  this  form  of  Dr.  Webb's  and  felt  that  one  thing 
they  would  like  to  add  to  it  was  a  chest  x-ray,  if  the 
tuberculin  skin  test  was  positive  and  they  also  felt  the 
blood  titer  should  be  on  the  form. 


DR.  GLASSON:  I  understood  there  were  other  minor 
objections. 

There  was  one  from  Duke  requesting  that  the  part  on 
the  form  that  indicated  they  had  been  accepted,  be 
deleted,  too. 

PRESIDENT  ROSS:  Any  further  discussion?  fno  re- 
sponse] 
Is  there  any  further  action  to  ge  taken  on  it? 
DR.  GLASSON:  Well.  I  think  we  don't  have  to  imple- 
ment it,  but  if  we  approve  the  adoption  of  a  uniform 
form  that  it  would  be  appreciated  and  I  move  that  it  be 
adopted. 
DR.  REYNOLDS:   I  second  the  motion. 
PRESIDENT  ROSS:  All  in  favor  say  "aye":  opposed 
"no." 
Passed. 

Consider  and  discuss  nurse-obstetric  assistant  train- 
ing program  and  perinatal  mortality  deaths  in  North 
Carolina— Committee  on  Maternal  Health. 
Dr.  Thurston,  isn't  that  your  committee? 
DR.  THURSTON:  It's  nothing  new:  it's  brought  up 
for  your  attention.  It  has  already  been  discussed  under 
this  training  thing. 

PRESIDENT  ROSS:  This  is  somewhat  similar  to  what 
we  were  talking  about  awhile  afro  in  that  they  do  have 
an  organization. 

MR.  BARNES:  Dr.  May  is  not  here  and  he  has  indi- 
cated he  was  going  to  be  here  to  discuss  this. 

PRESIDENT  ROSS:  Well.  next,  letter  from  Dr.  Sam 
McPherson,  Jr.  expressing  appreciation  for  being  nom- 
inated "Physician  of  the  Year."  Do  you  want  to  read 
that? 

MR.  BARNES:  This  is  a  letter  addressed  to  me 
by  Dr.  S.  D.  McPherson,  Jr. 

I  want  to  write  and  ask  you  to  please  be  good 
enough  to  express  my  appreciation  to  the  officers 
and  Council  of  the  North  Carolina  State  Medical 
Society  for  nominating  me  for  the  "Physician  of  the 
Year"  for  dealing  with  the  handicapped. 

This  is  a  very  high  honor  and  I  am  most  appre- 
ciative to  the  Society  for  nominating  me  for  it.  It 
was  nice  to  see  you  and  Mr.  Hilliard  at  the  meeting 
and  I  hope  to  see  you  both  again  soon. 
Warm  regards,  Sam  D.  McPherson,  M.D. 
PRESIDENT    ROSS:    Consider    recommendation    of 
dues  increase  of  $25  as  per  discussion   at  Executive 
Council  meeting  October  1,  1967  page  148,  of  the  min- 
utes. 

MRS.  KING:  That  page  number  referred  to  is  the 
reporter's  transcript,  not  the  transactions. 

MR.  BARNES:  This  is  from  the  minutes  at  which 
point  Dr.  Lymberis  was  discussing  this  and  he  said, 
finally: 

So  I  think  that  we  might  as  well  right  now  face 
up  to  the  fact  that  next  year  there  should  be  a  $25 
raise  in  the  dues  and  if  adequate  explanation  is 
given  down  the  line,  it  will  be  understood.  It  won't 
be  liked:  No  one  will  ever  like  it,  but  at  least  it 
will  be  understood.  But  if  we  keep  postponing  the  in- 
evitable each  time  until  the  budget  is  presented, 
then  we  cannot  change  it.  This  budget  must  be 
adopted.  It  is  too  much  work  for  the  Finance  Com- 
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mittee    to    go    back    and    there    have    been    many 
excellent    suggestions    to    this    organization    which 
have  had  to  be  postponed  indefinitely  because  ac- 
tion is  never  taken  until  th  iteme  of  the  presenta- 
tion of  the  budget. 
DR.   CUTCHIN:   That  followed  discussion  that  Dave 
gave  about  the  field  man.  didn't  it,  Dave? 
DR.  WELTON:  Right! 

DR.  CUTCHIN:  What  does  the  Chairman  of  the  Fin- 
ance Committee  have  to  say  about  this? 
PRESIDENT  ROSS:   Dr.  Lymberis! 
DR.   LYMBERIS:    Dr.  Ross,  first  of  all.  Dr.  Welton 
called  my   attention  to  the  Constitution  and  By-Laws 
wherein  the  Finance  Committee  must  come  up  with  a 
budget  which  includes  the  dues  which  meet  the  finan- 
cial obligations  of  this  Society,  so  if  this  Council  or  the 
House  of  Delegates  votes  for  a  service  or  an  expendi- 
ture or  staff,  then  the  Finance  Committee  must  come 
up  with  a  budget  that  includes  this  as  a  line  item. 
It's  automatic. 

MR.   BARNES:    But   if  that  level  of  dues  does  not 
produce  that  revenue,  then  you're  in  a  real  dilemma. 
DR.  LYMBERIS:  Then  you've  got  to  raise  the  dues! 
MR.  BARNES:   And,  the  House  of  Delegates  is  the 
only  one  who  can  do  that. 

DR.  LYMBERIS:  Well,  it's  a  little  bit  off  this  sub- 
ject, but  that's  the  reason  for  the  resolution  which  is 
offered  with  that,  that  if  we're  going-  to  produce  the 
service  we  have  to,  there's  got  to  be  a  dues  raise. 

You  can't  continue  to  operate  on  increased  levels 
on  the  same  old  dues  in  an  inflated  society  and  I 
think  perhaps  the  resolution,  which  is  being  offered 
which  includes  the  dues  raise,  will  cover  this  item. 

PRESIDENT  ROSS:  Dr.  Benton,  do  you  have  a  com- 
ment? 

DR.  BENTON:  You  all  want  to  know  what  the  Fin- 
ance Committee  is  thinking  and  I  quote  from  a  re- 
cent article  in  the  Journal  of  the  AMA  which  in  turn 
quotes  from  Carlyle  on  the  French  Revolution,  which 
is  not  too  long  ago: 

How  singular  this  perpetual  distress  of  the  (so- 
ciety) treasury!  And,  yet,  it  is  a  thing  not  more 
incredible  than  undeniable:  a  thing  mournfully  true; 
the  stumbling  block  on  which  the  finance  chairmen 
successively  stumble  and  fall.  Be  it  want  of  fiscal 
genius  or  some  far  out  want,  there  is  the  palpablist 
discrepancy  between  revenue  and  expenditures;  a 
deficit  of  revenue:  you  must  choke  the  deficit  or  else 
it  will  swallow  you!  This  is  a  stern  problem;  hope- 
less seemingly  as  squaring  the  circle! 

[Laughter] 
PRESIDENT  ROSS:   He  went  to  the  quillotine,  too, 
didn't  he?  [Laughter] 

Dr.  Welton.  if  you  remember,  had  figures  on  this 
for  all  the  states.  Would  you  like  to  comment? 

DR.  WELTON:  They're  in  this  report.  The  average 
was  $80  a  year  dues,  so  we  were  $10  below  the  aver- 
age. 

There  was  a  significant  number  of  State  Societies 
with  over  $100. 

Thirty-two  of  the  fifty-two  societies  had  dues  higher 
than  us.  eleven  of  them  are  over  $100  a  year. 


PRESIDENT  ROSS:  What  is  the  will  of  the  Council 
concerning  this  matter  of  raising  dues? 

This  will  need  action  from  the  House  of  Delegates. 

DR.  KOONCE:  Yes. 

PRESIDENT   ROSS:    Dr.   Benton! 

DR.  BENTON:  The  budget  that  we've  got  this  year 
is  already  in  deficit  as  you  know. 

We  adopted  a  deficit  budget. 

The  answer  would  have  to  be  "yes." 

DR.  BEDDINGFIELD:  So  even  if  we  didn't  have  a 
field  man,  we've  still  got  to  find  some  more  money  or 
revenues? 

DR.  BENTON:  We've  either  got  to  spend  less  than 
we  have  budgeted,  or  collect  more  than  we  anticipate. 

DR.  BEDDINGFIELD:  Would  you  have  a  figure  that 
you  would  stress  other  than  the  $25  that  has  been 
mentioned? 

DR.  BENTON:  They'll  kick  at  that  just  as  they 
will  for  $5.  I  don't  think  it's  the  amount  that's  the 
big  thing. 

DR.  WELTON:   Is  this  open  for  discussion  now? 

PRESIDENT  ROSS:  A  motion  hasn't  been  made  yet. 

DR.  REYNOLDS:  Where  does  the  $13,000  for  the 
land  come  out  of?  Reserves? 

DR.  BENTON:  This  is  something  that's  not  in  the 
budget  because  this  is  something  that  has  come  up 
here. 

I  can  tell  you  this  much,  in  the  first  four  months 
of  this  year,  if  we  stay  on  the  same  level  the  next  three 
periods  that  we  have  had  this  first  four  months,  then 
we  will  have  a  surplus  of  about  $12,000,  but  this  meet- 
ing that  we  have  down  here  is  going  to  cost  us  approxi- 
mately $20,000.  It's  one  of  the  biggest  expense  months 
and  the  chances  of  following  the  level  as  it  was  the  first 
four  months  are  not  very  good. 

So  as  of  right  now.  it  looks  as  though  we're  going  to 
have  a  deficit  budget. 

Now,  where  the  $13,000  comes  from— this  commit- 
tee recommended  they  find  ways  of  getting  the  money 
and  presume  this  Headquarters  Facility  Committee  is 
going  to  find  out  where  they're  going  to  get  the  money. 

DR.  GARRARD:  Mr.  President,  the  architect's  fee  for 
preparing  preliminary  plans,  when  paid  for,  will  be  an- 
other drain  on  the  budget. 

PRESIDENT  ROSS:  My  recollection  is  they  had 
$4,000  left  over  when  they  started  talking  about  this 
thing. 

Dr.  Lymberis! 

DR.  LYMBERIS:  Mr.  President.  I  can't  make  a 
motion,  but  I'll  comment  again. 

We  have  the  power  to  initiate  this  with  the  approval 
of  the  House  of  Delegates.  You've  already  approved 
the  purchase  of  additional  property.  Y'ou  approved 
the  hiring  of  the  architect  and  in  talking  about  the 
$700,000  for  the  building  and  the  floor  plans  alone 
would  constitute  $100,000  and  if  you  quit  right  there, 
you  still  would  have  $15,000  so  you  have  appropriated 
15  per  cent  of  the  architect's  fee. 

Your  architect's  fee  is  now  6  per  cent  of  the  $700,000 
so  that  comes  to  quite  an  item— six  per  cent  of  $700,000 
is  $42,000  right  off  the  bat  and  15  per  cent  of  $42,000 
is  a  sizable  amount. 
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Now,  on  top  of  that,  before  the  architect  can  do  his 
preliminary  sketching,  you're  going  to  have  more  bills. 
Those  of  you  who  have  been  through  this,  know  this. 

You're  going  to  have  some  drilling  for  topography, 
test  sites  for  foundations  and  some  services  for  every- 
thing and  the  bills  will  be  coming  in. 

So  you  have  already  today  voted  a  good  many  thou- 
sands of  dollars  for  this  building  and  this  has  got  to  be 
coming  this  year. 

You  have  already  hired  one  additional  person,  or  ap- 
proved it,  to  pay  half  his  salary. 

It  certainly  is  my  expectation  that  you're  going  to 
need  to  hire  some  additional  professional  help  in  view 
of  the  coming  legislature  and  if  we  wait  until  that  time, 
then  the  treasury  will  be  bare;  in  fact,  we  won't  be  able 
to  pay  the  bills  which  we've  already  authorized. 

So,  I  cannot  make  a  motion,  but  I  think  this  Council 
must  go  on  record  as  instructing  the  financial  director 
here  to  prepare  for  an  increase  in  dues  and  submit 
it  to  the  House  of  Delegates,  or  we  are  short! 

DR.  KOONCE:  I  move  that  we  recommend  to  the 
House  of  Delegates  an  increase  of  dues  of  $25  a  year. 

[The  motion  was  severally  seconded.] 

PRESIDENT  ROSS:  Any  discussion? 

PRESIDENT  ROSS:   Any  discussion?   [No  responsel 

All  in  favor  say  "aye ";  opposed  "no." 

Consider  and  determine  future  course  in  relationship 
to  Blood  Bank. 

MR.  BARNES:  I've  asked  Dr.  Koomen  to  elaborate 
on  this. 

Last  fall,  there  appeared  in  Winston-Salem  a  Blood 
Bank  out  of  Philadelphia  that  was  inviting  people  off 
the  street  into  a  vacant  store  building  where  they  had 
a  set-up  for  drawing  blood  to  be  contributed  to  a  bank 
in  Philadelphia  and  the  representatives  of  the  county 
medical  society  were  very  disturbed  as  to  whether  or 
not  this  was  an  approved  source  of  blood  supply  and 
on  the  basis  of  that,  they  asked  us  to  make  some  in- 
quiries about  it  which  we  did  through  Dr.  Koomen  and 
the  United  States  Public  Health  Regional  Office  and  he 
will  elaborate. 

DR.  KOOMEN:  Mr.  President,  in  follow-up  of  Jim's 
remarks,  it  is  established  that  this  is  a  branch  of 
the  National  Blood  Service  of  Philadelphia  and  has  lic- 
ense No.  400  and  Public  Health  Service  had  been  noti- 
fied of  the  opening  of  this  particular  office. 

They  were  to  be  inspected  in  February  and  period- 
ically thereafter.  In  other  words,  the  concern  of  the 
Society  which  is  a  very  real  one  is  the  establishment 
in  that  the  state  does  not  have  regulation  of  independent 
blood  banks  in  hospitals  and  other  situations  and  so 
there  was  great  concern,  especially  since  sitizens  were 
invited  off  the  street  to  contribute  blood  and  who  has 
responsibility  for  this  sort  of  station. 

It  turns  out  it  does  meet  biological  standards  and  is 
under  inspection.  It  turns  out  it  is  licensed. 

PRESIDENT  ROSS:  It  is  a  state  organization,  isn't  it, 
blood  banks? 

DR.  KOOMEN:  Yes. 

PRESIDENT  ROSS:  What  action  is  required  from 
this,  since  Forsyth  County  did  ask  for  this  information? 

MR.   BARNES:   I  don't  know  of  any  action— 


DR.  KOOMEN:  Dr.  Ross,  they  have  this  same  infor- 
mation since  I  have  communicated  with  Dr.  Fingers. 

DR.  BEDDINGFIELD:  Do  they  have  a  right  to  draw 
blood? 

DR.  KOOMEN:  It's  really  an  enormous  question. 
The  operation  of  such  blood  banks,  I  think,  make  us 
all  pretty  uncomfortable  because  there  is  not  ordinarily 
the  usual  survey  of  door  health;  at  least  that's  been 
said  about  the  New  York  City  ones. 

DR.  BEDDINGFIELD:  Do  they  buy  blood,  or  is  the 
blood  donated? 

DR.  KOOMEN:  They  buy  blood. 

PRESIDENT  ROSS:  It's  not  used  in  Winston-Salem! 
It's  used  in  Philadelphia. 

DR.  BEDDINGFIELD:  They  get  money  out  of  it, 
that's  the  answer  to  my  question! 

PRESIDENT  ROSS:  It's  not  a  commodity,  so  the 
AMA    says. 

Next,  report  formal  action  of  Committee  on  School 
Health  meeting  in  Raleigh  February  11,  1968  regarding 
suggested  procedures  for  publicity  funded  dental  care 
programs. 

MR.  BARNES:  This  has  been  touched  on  once  before 

At  a  meeting  of  the  Committee  on  School  Health, 
February  11th,  1968  in  Raleigh  the  following  is  ex- 
tracted from  their  minutes. 

In  regard  to  the  suggested  procedure  for  publicly 
funded  dental  care  programs  and  the  possibility  of  the 
Medical  Society  having  a  similar  document.  Dr.  Mc- 
Laurin  made  the  following  motion,  seconded  by  Dr. 
Dineen: 

That  the  Committee  on  School  Health  recom- 
mends to  the  Executive  Council  that  the  Medical  So- 
ciety of  the  State  of  North  Carolina  not  prepare 
such  a  document  as  the  suggested  procedure  for 
publicly  funded  dental  care  programs,  but  that  in- 
stead the  established  policy  developed  for  parti- 
cipation in  government  supported  programs,  spec- 
ifically Appalachia,  be  followed.  This  committee  is 
willing  to  reconsider  the  recommendation  if  it  de- 
velops subsequently  that  there  is  a  need  for  such 
a  document. 

Now,  this  originally  came  out  of  the  operation  of 
the  OEO  in  Asheville  in  which  case  they  secured  a 
statement  of  guidelines  for  dental  care  programs  in 
that  area  of  the  state  and  they  made  the  inquiry 
of  the  State  Society  which  was  brought  to  the  Council 
some  time  ago.  through  the  Committee  on  Chronic 
Illness,  as  to  whether  or  not  the  Medical  Society 
should  formulate  a  similar  set  of  guidelines  for  the  op- 
eration of  OEO  in  the  medical  services  program  and 
there  was  not  an  action  on  it. 

It  was  referred  back  to  the  committee  and  this  is 
the  final  action  of  the  most  recent  meeting  of  the 
committee. 

PRESIDENT  ROSS:  You've  heard  the  report  of  the 
committee. 

MR.  BARNES:  It's  just  reported  for  the  record 
because  they  recommend  that  you  not  formulate  any 
guidelines. 

PRESIDENT  ROSS:   All  right! 
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Report  on  situation  of  Dr.  W.  J.  Wilson  regarding 
membership  status. 

DR.  BEDDINGFIELD:  We've  done  that. 

DR.  SHAFFNER:  Mr.  President,  to  go  back,  do  you 
think  any  action  is  necessary  on  this  blood  bank  thing? 
It  worries  me  a  little  bit. 

We  didn't  do  anything  about  it. 

MR.  BARNES:  We  certainly  thought  it  was  worthy 
of  some  consideration  of  the  State  Medical  Society. 
That's  why  they  sent  it  in. 

DR.  SHAFFNER:  Well,  the  blood  doesn't  go  to  the 
North  Carolina  hospitals,  to  my  knowledge.  They're 
just  buying  it  off  the  people  walking  along  the  streets  of 
Winston-Salem. 

They  want  to  buy  their  blood  and  they're  willing 
to  pay  for  it. 

DR.  BEDDINGFIELD:  Do  you  think  that's  all  right? 

DR.  SHAFFNER:  He's  licensed  to  draw  it. 

DR.  KOOMEN:  The  question  was  asked  about  who 
were  these  people  and  are  they  licensed  and  those  are 
the  questions  we've  established. 

Now,  Dr.  Combs  raises  an  interesting  question — is 
this  under  official  sponsorship  and  if  so,  whose?  That 
question  we  don't  know. 

That  question  was  not  originally  asked. 

DR.  BEDDINGFIELD:  Just  as  a  state  health  officer, 
do  you  think  this  is  good  practice? 

DR.  KOOMEN:  Well,  I  can't  speak  for  this  organi- 
zaztion,  seeing  as  I've  not  seen  it,  and  the  local 
health  folks  had  some  contact,  but  the  fact  that  this 
comes  to  our  attention  at  all  raises  the  question,  is 
this  the  way  to  do  it  because  we  know  that  the  Eastern 
Seaboard  has  a  number  of  these  blood  banks  who 
bleed  people  perhaps  not  as  frequently  as  they  walk 
in,  but  quite  often,  but  many  have  steered  away  from 
such  blood  banks  because  they  have  doubt  as  to  the 
health  of  the  donors. 

The  answer  is  it  leaves  much  to  be  desired. 

DR.  KOONCE:  It  seems  to  me  the  first  thing  to  de- 
termine is  to  find  out  if  they're  operating  legally 
and  that's  the  function  of  the  Board  of  Medical  Exam- 
iners. If  they're  operating  legally,  what  can  you  do? 

DR.  JOSEPH  J.  COMBS  [Secretary,  Board  of  Med- 
ical Examiners] :  May  I  have  the  floor? 

PRESIDENT  ROSS:  Does  that  answer  your  question? 

DR.  BEDDINGFIELD:  Yes. 

PRESIDENT  ROSS:  Dr.  Combs! 
DR.   COMBS:    It  was   Charlotte   Blood   Bank,   run  by 
the  Red  Cross:  each  time  they  have  a  physician  go  in 
there,   they  get  him  licensed  and  I  was  asking  Jake 
who  was  running  this. 

We've  got  the  attorney  here  and  he  can  help  me  out, 
but  I  believe  the  operation  of  a  blood  bank  and  draw- 
ing blood  comes  under  the  practice  of  medicine.  Is  it 
not? 

MR.  ANDERSON:  No,  I  don't  think  so. 

Because  it's  not  for  the  purpose  of  treating  a  patient. 
You're  not  treating  a  patient.  You're  drawing  blood. 

Anymore  than  tattooing  is:  you're  not  trying  to  cure 
an  ailment  of  the  donor. 

So  I  could  find  no  way  to  prosecute  the  person  who's 


drawing  the  blood.  I  could  find  no  law  that  would 
cover  it. 

DR.  COMBS:  I  agree  with  you,  Donald,  but  it  looks 
like  the  law's  against  us! 

MR.  BARNES:  John,  may  I  ask  you  if  a  man  was 
setting  up  a  blood  drawing  place  in  North  Carolina 
would  he  be  practicing  medicine? 

MR.  ANDERSON:  No,  not  anymore  than  you  would. 

DR.  STUCKEY:  How  about  trimming  corns? 

MR.  ANDERSON:  Well,  piercing  ears  is  not  the 
practice  of  medicine. 

I  took  this  up  with  the  Attorney  General's  office 
when  he  consulted  me  about  it  and  I  could  find  no 
violation  of  the  law  in  this  procedure. 

DR.  COMBS:  Mr.  President,  may  I  speak  again, 
please? 

PRESIDENT  ROSS:  Of  course. 

DR.  COMBS:  One  of  the  ex-Board  members  has 
brought  up  the  question— I  think  in  our  banks  where 
they  draw  blood,  they  ask  you  a  lot  of  questions  and 
take  your  blood  pressure  and  do  a  blood  count.  If  they 
do  that  in  this  town,  why  we  think  we've  got  to  work 
on  our  chairman  because  we  think  it's  the  practice  of 
medicine! 

MR.  ANDERSON:  You're  not  going  to  work  on  me. 
I'm  not  in  the  legislature! 

DR.  COMBS:  No,  I  mean,  what  is  the  practice  of 
medicine?  I've  heard  you  repeat  it  a  number  of  times, 
so  now  repeat  it  again,  please. 

Attempt  to  examine,  attempt  to  take  a  history,  at- 
tempt to  diagnose — 

MR.  ANDERSON:  But  you  didn't  add  that  to  this. 
You  just  said  withdrawing  blood,  withdrawal  of  blood. 

DR.  COMBS:  Well,  I  don't  know  either,  but  I  was 
wondering  if  the  Board  of  Medical  Examiners  could  get 
a  report  on  it. 

But  that's  the  reason  I  raised  the  question,  that 
running  a  blood  bank  would  be  a  violation  of  the  Medical 
Practice  Act  of  the  State  of  North  Carolina. 

DR.  GARRARD:  Mr.  President,  in  drawing  blood  for 
Red  Cross  we  always  require  physicians  be  in  attend- 
ance all  the  time.  We  also  check  the  hemoglobin  and 
rule  out  certain  donors.  They  check  on  the  age,  history 
of  hepatitis  and  four  or  five  other  excluding  points, 
so  that  they're  not  just  buying  it  off  of  the  street 
without  all  those  safeguards. 

PRESIDENT  ROSS:  That's  staff  regulations. 

DR.  JONES:  Just  merely  in  support  of  what  was  said, 
the  Charlotte  based  group  will  not  do  a  veno-puncture 
until  there's  a  physician  on  the  premises. 

DR.  STUCKEY:  But  that's  Red  Cross  and  national 
policy.  This  is  a  different  problem. 

DR.  BEDDINGFIELD:  I'd  like  to  make  a  motion 
that  the  Board  of  Medical  Examiners  be  asked  to  in- 
vestigate the  operation  of  the  Blood  Bank  in  Winston- 
Salem  and  determine  whether  or  not  they're  in  viola- 
tion of  the  Medical  Practice  Act. 

DR.  WELTON:   Second. 

PRESIDENT  ROSS:  You've  heard  Dr.  Beddingfield's 
motion. 

Discussion? 
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DR.  STUCKEY:  Would  you  include  the  one  in  Char- 
lotte? There's  one  in  Charlotte  also! 

PRESIDENT  ROSS:  Like  salvation:  Wide  as  the  door 
and  deep  as  the  well! 

Any  discusison?  [No  response! 

All  in  favor  say  "aye";   opposed  "no". 

[The  motion  carried  unanimously. 1 

Progress  report  on  supported  production.  North 
Carolina  Association  of  Professions  Career  film. 

DR.  WELTON:   Is  Mr.  Hilliard  here? 

MR.  HILLIARD:    Yes.   sir. 

DR.  WELTON:  Would  you  please  give  them  the  re- 
port on  the  production  of  the  film.  Bill,  and  its  use  so 
far  and  when  you're  through  I'll  coment  on  the  financ- 
ing of  it  and  its  future  use. 

MR.  HILLIARD:  As  part  of  a  six  program  series  of 
television  production,  the  Medical  Society  assumed  the 
responsibility  of  one  thirty  minute  program  about 
careers  in  medicine  and  allied  professions  to  be  broad- 
cast, or  telecast,  over  Channel  4  WUNC-TV. 

The  Association  of  Professions,  each  of  the  other  pro- 
fessions involved  had  their  programs  similar  to  the 
one  about  medicine. 

The  one  about  medicine  was  aired  on  April  11th,  I 
believe.  I  think  it  was  well  produced.  Dr.  Welton, 
Dr.  Ross  and  Dr.  Fleming  Fuller  participated  on  be- 
half of  the  Medical  Society. 

The  videotape  of  that  film  is  now  the  property  of 
the  Medical  Society  for  its  future  use  either  on  tele- 
vision or  for  making  the  films  for  use  in  career  re- 
cruitment. 

I  think  that  about  completes  what  I  would  say  about 
the  production  of  it. 

It's  on  black  and  white  videotape  which  can  be  run, 
I  believe,  on  commercial  stations.  The  videotape  is  our 
property  and  we  can  use  it  in  its  present  form  over 
commercial  television  outfits  if  they  will  make  the 
time  available  to  us. 

I  would  suggest  for  our  best  advantage,  the  three 
minute  segment  about  the  Association  of  Profesisons  in 
general  be  edited  out.  This  is  possible. 

DR.  WELTON:  Yes,  it  should  be  removed. 

Now,  I'd  like  to  give  you  a  little  additional  back- 
ground information  on  this. 

The  proposed  budget  of  Association  of  Professions  for 
each  member  group  doing  this  was  around  $350  and 
this  was  based  on  a  very  low  budget  idea  of  using 
Kodachrome  still  photographs. 

I  appointed  a  special  committee  with  representa- 
tives from  the  three  medical  schools  and  some  from 
our  Society  and  this  included  Dr.  Musser  from  the 
Regional  Medical  Program.  They  met  last  September 
and  went  over  this  whole  idea  and  decided  if  we  wanted 
to  make  an  effective  presentation  aimed  at  the  high- 
school  student  population,  that  is  the  target  of  these 
programs,  that  showing  some  Kadochrome  stills  wasn't 
going  to  accomplish  very  much. 

We  therefore  decided  to  employ  a  script  writer  and, 
if  necessary,  get  some  outside  additional  camera  work 
done. 

It  was  thought  at  the  time  each  of  the  three  schools 
might  have   already   in   their   files   suitable   material, 


but  it  was  found  out  by  later  investigation  that  it  was 
for  the  most  part  out-of-date. 

We  did  get  a  budget  allocation  of  $1350  and  the  ex- 
penses ran,  roughly,  twice  that.  We  are  at  the  present 
time  approximately  $1200  lacking. 

The  script  writing  and  the  camera  work  was  done 
under  the  supervision  of  John  Harden  Associates  and 
I  want  to  say  that  the  young  man  who  was  assigned 
to  this  did  a  very  superb  job.  The  interviews  he  got 
on  medical  students  and  putting  together  this  film  was 
pretty  professional  and  I  think  we  got  our  money's 
worth  We've  got  an  understanding  with  Mr.  Harden 
that  the  balance  of  the  payment  will  be  worked  out 
at  our  convenience. 

I  have  made  a  formal  request  of  the  President  of  the 
North  Carolina  Medical  Foundation,  sitting  at  my 
right.  Dr.  Frank  Jones,  to  consider  this  as  a  grant  to 
defray  the  costs  of  production  since  this  comes  under 
the  stated  purposes  and  objectives  of  the  Foundation; 
namely,   recruiting  students  for  medical  schools. 

Dr.  Jones  reports  to  me  that  as  soon  as  there's 
some  money  in  the  Foundation,  he'll  be  happy  to  give 
this  due  consideration  and  I  have  a  feeling  that  you're 
going  to  hear  from  him. 

Now.  as  to  future  use.  I  have  spoken  to  the  Chair- 
man of  our  Public  Relations  Committee,  Dr.  Naumoff, 
if  he  can  take  over  this  project,  first  to  get  the  tape 
used  in  commercial  stations  particularly,  second  if  his 
committee  agrees  to  use  this  as  a  basis  for  a  grant 
to  some  foundation  to  have  a  fully  professional  pro- 
duction put  on  in  color.  The  cost  of  such  would  run 
at  a  very  rough  estimate  somewhere  between  $10,000 
and  $15,000. 

So  those  are  the  plans  for  the  future  based  on  the 
conviction  that  I  think  we  need  to  do  this  as  a  con- 
tinuing endeavor,  not  a  one-shot  thing  that  may  be 
shown  twice  a  year,  but  something  that  would  be  good, 
a  professionally  produced  film,  a  TV  thing  in  color,  that 
would  have  a  life  of  five  years,  at  least,  before  it  got 
out-of-date  and  this,  I  think,  would  be  a  major  con- 
tribution to  our  endeavors  to  help  the  health  man- 
power situation. 

PRESIDENT  ROSS:  Thank  you.  Dr.  Welton. 

The  reaction  I've  heard  is  very  good.  Nobody  mistook 
me  for  Rock  Hudson,  but  that's  all  right,  too!  [Laugh- 
ter] 

DR.  KERNODLE:  Dr.  Ross,  may  I  speak  to  this  a 
moment0  There's  one  other  thing  that  I  think  Dave 
omitted. 

PRESIDENT  ROSS:  Dr.  Kernodle! 

DR.  KERNODLE:  This  film  can  be  made  into  use- 
able films  for  use  in  high  schools  and  civic  programs 
where  this  particular  TV  film  cannot  be  shown,  not 
en  the  usual  projector,  for  about  $500. 

For  about  $500  it  can  be  converted  into  a  number  of 
films  which  can  be  used  and  I  think  the  Committee  on 
Public  Relations  should  look  into  this  because  this  is 
really  the  answer,  where  you  could  get  it  out  to  the 
volume  of  people  that  might  not  see  it  on  their  TV  sets. 

PRESIDENT  ROSS:  Thank  you. 

MR.  HILLIARD:  Excuse  me  for  interrupting,  but  I 
would  want  to  inject  some  word  of  caution  on  the  cost. 
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I  don't  mean  to  argue  with  Dr.  Welton's  figures,  but 
I  think  you're  ultareonservative  when  you're  dealing 
in  terms  of  color  films. 

I  think  a  top  production  would  be  at  least  $1,000  a 
minute,  as  a  gauge,  in  a  commercial  operation,  so  you 
need  almost  double  that  estimate  of  $15,000. 

DR.  WELTON:  Thank  you. 

DR.  SHAFFNER:  Are  you  talking  about  color  TV 
or  color  movie? 

MR.  HILLIARD:  On  a  conversion  of  our  existing  tape, 
that  is  the  Medical  Society's  property,  the  firm  will 
convert  that  to  useable  black  and  white  16-mm  film 
for  approximately  $400  to  $500:  that  is  the  existing 
tape. 

PRESIDENT  ROSS:  Under  Old  Business,  there's 
another  item  that  I'll  ask  Dr.  Frank  Jones  to  present, 
if  he  will. 

DR.  JONES:  President  Ross,  during  the  break  awhile 
ago,  it  was  brought  to  the  attention  of  several  people, 
chiefly  by  Dr.  Paschal  who  is  a  member  of  the  Head- 
quarters Facility  Committee,  that  it  was  probable  that 
a  further  enabling  motion,  or  if  you  like  maybe  a 
resolution,  should  go  to  the  House  in  connection  with 
the  authorization  for  the  hiring  of  the  architect  for 
the  preliminary  plans  and  for  the  proceeding  to  bor- 
row and  this  resolution  was  formed  by  Mr.  Anderson 
and  is  as  follows: 

I  will  read  it  first  without  making  a  motion: 

Move  that  the  Executive  Council  recommend  that 
the  House  of  Delegates  authorize  the  construction  of 
a  headquarters  building  on  the  site  owned  by  the  So- 
ciety in  Raleigh.  North  Carolina,  according  to  such 
plans  and  arrangements  and  at  such  time  as  shall  be 
approved  by  the  Executive  Council. 

In  order  to  get  this  into  discussion,  I  move  this. 
Mr.  President. 

PRESIDENT  ROSS:  Is  there  a  second? 

DR.  LARKIN:  Second. 

PRESIDENT  ROSS:  Your  reasoning  was  that  we  need 
this  for  the  complete  operation? 

MR.  ANDERSON:   Yes. 

I  thought  it  was  implied  by  your  action  today  but  it 
wasn't  explicitly  expressed. 

DR.  REYNOLDS:  I  move  the  question! 

PRESIDENT  ROSS:  It  has  been  moved  and  seconded. 
Any  further  discussion?  [No  responsel 

All  in  favor  say  "aye";   opposed  "no". 

[The  motion  carried  unanimously. 1 

Any  further  Unfinished  Business? 

We  go  on  to  New  Business  <a>  discussion  of  DPW  out- 
patient service  policy  shifted  from  per  diem  reimburs- 
able rate  to  departmental  provider  division  rates  with 
interferring  demand  for  clinical  information  and  service 
progress  of  patients  in  hospital  out-patient  clinics. 

MR.  BARNES:  I  guess  the  burden  of  reporting  this 
falls  on  me  because  it  was  on  the  agenda  of  the  Execu- 
tive Council  in  January  and  I  was  not  there  and  no  one 
knew  the  story,  so  it  was  passed  over  with  the  under- 
standing it  would  be  on  the  agenda  for  this  meeting. 

This  actually  grew  out  of  a  group  of  people  repre- 
senting the  State  Department  of  Public  Welfare  and 
North  Carolina  Hospital  Association  visiting  in  hospitals 


in  Raleigh  in  November,  in  reference  to  the  policy 
enunciated  by  the  State  Department  of  Public  Welfare 
that  they  no  longer  pay  for  out-patient  clinic  services 
en  a  reimbursable  per  visit  basis. 

The  Department  had  arbitrarily  changed  its  form  of 
compensating  hospitals  for  out-patient  services  and 
they  were  negotiating  some  sort  of  a  plan  by  which 
medical  substantiation  of  al  lthe  procedures  that  were 
carried  out  in  the  out-patient  clinic  services  would 
have  to  be  fed  into  the  Department  of  Public  Welfare 
before  they  would  approve  bills. 

Now,  I  learned  in  the  course  of  discussions  that 
afternoon  in  November  1967,  that  the  physicians  on 
the  staff  of  the  Wake  Memorial  Out-Patient  Clinic  were 
confronted  with  this  sort  of  a  situation:  that  a  service 
was  rendered  for  a,  say,  x-ray  this  week  that  in- 
volved a  charge  of  $10.  On  the  same  patient  next  week, 
the  order  of  the  physician  might  involve  an  x-ray  of 
$25. 

Now,  the  Department  of  Public  Welfare  was  unwill- 
ing to  pay  either  one  of  these  x-rays  until  the  medical 
report  of  the  doctor  was  filed  with  the  Welfare  Depart- 
ment substantiating  these  two  different  charges  for 
x-ray  services.  It  might  well  apply  to  any  other  service 
that  the  physician  in  the  out-patient  clinic  was  render- 
ing. 

The  result  has  been  that  when  the  physician  came 
back,  a  week  after  the  $25  x-ray  had  been  done,  he 
couldn't  find  his  record  because  some  clerk  had  it 
away  trying  to  satisfy  the  Welfare  Department  as  to 
why  the  physician  did  a  $10  x-ray  at  one  time  and  a 
$25  x-ray  the  next  time. 

As  a  consequence,  there  was  a  bog-down  in  the 
payment  of  the  bills  and  there  was  a  bog-down  in  the 
operation  of  the  out-patient  clinic  services  because 
the  nurse,  in  order  to  secure  record  access,  would 
get  the  record  and  file  it  away  in  a  drawer  and  she 
might  not  be  on  service  at  that  particular  time  the 
physician  wanted  the  record  and  it  was  creating  a  lot 
of  confusion. 

I  felt  that  this  arbitrary  rule  of  the  Department  of 
Public  Welfare  requiring  this  amount  of  medical  infor- 
mation was  unreasonable  and  we  found  that  it  was 
more  or  less  being  imposed  by  the  auditing  division  of 
HEW  in  Washington  and  I  sort  of  contraverted  it  in 
this  group  that  was  visiting  the  hospital  on  this  par- 
ticular day. 

I  wanted  you  to  know  about  it  and  if  you  felt 
that  some  committee— for  instance,  the  Committee  on 
Hospital  and  Professional  Relations— should  look  into 
this  sort  of  operation  before  "Topsy"  grows  into  a  big 
gal.  that  you  would  have  the  opportunity. 

I'm  sorry  I  wasn't  here  in  January  to  relate  this  to 
you.  It  was  very  fresh  in  my  mind  at  that  time. 

If  you  would  like  me  to  write  out  the  details  of  what 
is  involved,  I'd  be  happy  to  do  it  and  refer  it  to  any 
committee  that  you'd  have  in  mind  if  you  think  it's 
worthy  of  that  consideration. 

PRESIDENT  ROSS:   Does  Wake  Memorial  have  an 
insurance  officer? 
MR.  BARNES:  Yes,  sir. 
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PRESIDENT  ROSS:  All  hospitals  have  the  same 
problem. 

MR.  BARNES:  He  was  belaboring  the  problem  of 
having  to  do  the  same  thing. 

PRESIDENT  ROSS:  Dr.  Rhodes,  are  you  on— 

DR.  RHODES:  I  will  verify  that,  but  this  thing  hap- 
pens to  be  right  with  regard  to  records  because  as  an 
operator  in  the  clinic  I've  had  the  same  problem. 

MR.  BARNES:  And,  it  was  imposed  by  the  amount 
of  information  demanded  by  the  Department  of  Public 
Welfare  interferring  with  the  operation  and  screening 
of  medical  services  provided  to  people  who  were  pa- 
tients. 

DR.  STUCKEY:  All  record  librarians  have  this  prob- 
lem. 

DR.  KOONCE:  Mr.  President,  why  couldn't  a  com- 
mittee advisory  to  the  North  Carolina  Department  talk 
to  the  Department  of  Welfare,  take  this  up  and  make 
a  bitter  protest  to  the  Department— something  that 
could  be  handled  like  that. 

PRESIDENT  ROSS:  Yes,  I  think  so. 

DR.  KOONCE:  I  make  a  motion  that  it  be  referred 
to  the  advisory  committee  of  the  Department  of  Pub- 
lic Welfare. 

DR.  BEDDINGFIELD:   Second. 

PRESIDENT  ROSS:   You  heard  the  motion. 

Dr.  Kernodle! 

DR.  KERNODLE:  Mr.  President,  I'd  like  to  bring 
up  one  thing  that  might  cover  this  and  maybe  pre- 
vent a  problem  to  the  committee. 

The  hospitals  have  now  what  they  call  a  lump  pay- 
ment program.  They  get  a  lump  payment  in  advance 
for  out-patient  in-patient  care.  These  things  should  not 
come  into  play  and  interrupt  this  in  the  future  if  it's 
handled  correctly  with  the  administrator  of  the  hos- 
pital, or  whoever  takes  this  up. 

After  the  patient  has  been  cared  for  and  treatment 
carried  out,  they  could  turn  in  a  report  and  verify  the 
payment  they've  already  received  and  that  will  take 
care  of  this  particular  issue  that  is  the  troublesome 
thing  now,  with  regards  payment. 

PRESIDENT  ROSS:  Any  further  discussion?  [No 
response] 

All  in  favor  of  Dr.  Koonce's  motion,  say  "aye";  op- 
posed "no". 

[The  motion  carried  unanimously.  1 

I  think  basically  the  hospitals  can  work  this  out 
if  they  have  the  know-how. 

The  Committee  on  Pharmacy  regarding  drug  abuse. 

MR.  BARNES:  Mr.  Chairman,  the  Committee  on 
Pharmacy  had  a  general  meeting  on  April  24th  and  to 
that  were  invited  representatives  of  the  Committee 
on  Mental  Health,  of  the  Subcommittee  on  Alcoholism, 
the  representatives  of  the  Pharmacy  Association  and 
representative  from  the  Committee  Advisory  to  the 
Department  of  Motor  Vehicles  and  one  other  com- 
mittee. 

Out  of  this  discussion,  the  proposal  of  the  Committee 
on  Mental  Health  Subcommittee  on  Alcoholism  to  as- 
sume responsibility  for  drug  abuse,  resulted  in  this 
motion: 

This   group   of   committees   states   that   there  is 


a  problem  of  drug  abuse  in  North  Carolina  and 
requests  that  the  Executive  Council  of  the  Medical 
Society  of  the  State  of  North  Carolina  concern  itself 
with  this  problem  by  formulating  a  new  committee 
or  assigning  the  subject  of  drug  abuse  to  a  proper 
committee  of  the  State  Medical  Society. 

And,  this  was  passed  unanimously  by  the  Commit- 
tee on  Pharmacy  and  the  representatives  of  the  other 
four  committees. 

PRESIDENT  ROSS:  Haven't  we  already  got  a  com- 
mittee that  can  handle  it? 

DR.  WELTON:  Mr.  President,  I'd  like  to  throw  a 
question  in  here,  too. 

I  have  a  letter  from  Dr.  McCain  dated  March  22nd— 
or,  rather  it  is  a  copy  of  a  letter  to  Mr.  Barnes  in  which 
he  requests  that  the  Subcommittee  on  Alcoholism  be 
increased  in  size,  a  number  of  consultants  added  and 
give  them  the  assignment  of  drug  abuse. 

So  he  wants  to  change  the  name  of  the  Subcommittee 
on  Alcoholism  to  the  Subcommittee  on  Alcoholism  and 
Drug  Abuse. 

My  question  is,  was  this  agreed  upon  by  the  Phar- 
macy Committee  at  the  meeting  you  mentioned? 

DR.  BEDDINGFIELD:  What  we're  faced  here  with 
is  the  Committee  on  Legislation  has  been  approached 
by  Ralph  Howland,  the  Commissioner  of  Motor  Vehicles, 
and  by  Colonel  Guy  the  Executive  Officer  of  the  High- 
way Patrol. 

They  are  concerned  that  people  are  driving  under 
the  influence  of  various  drugs  that  they  cannot  detect 
by  the  breath  analyzer  test  for  alcohol.  They  say  they 
see  people  who  apparently  have  semi-stuperous  glazed 
eyes  and  so  forth  and  they  believe  this  is  becoming  an 
increasing  problem. 

They  believe  that  hallucogenic  drugs  are  being  used, 
particularly  in  areas  around  the  colleges  and  around 
the  military  installations. 

They  feel  this  is  a  serious  problem. 

They  are  inclined  to  want  more  restriction  on  these 
drugs  and  legislation  with  teeth  in  it  to  enable  them  to 
be  able  to  deal  with  these  offenders. 

On  the  other  side  of  this  coin,  our  committee  has 
corespondence  from  physician  members  of  the  Society, 
primarily  psychiatrists,  who  are  in  favor  of  a  more 
permissive  attitude  and  are  against  restrictive  legisla- 
tion. 

I  believe  that  this  problem  of  drug-  abuse,  particu- 
larly in  connection  with  motor  vehicles,  will  be  involved 
in  the  next  General  Assembly  because  several  legisla- 
tors have  already  expressed  an  interest. 

I  believe  the  Medical  Society  is  going  to  be  caught 
in  the  middle. 

The  possession  of  marijuana,  for  example,  is  a  key 
issue  in  this  think.  The  permissive  people,  the  psy- 
chiatrists and  the  mental  health  people  say  that  you 
shouldn't  penalize  a  boy  because  he's  sowing  wild  oats 
and  smoking  a  little  "pot"  and  happens  to  have  two 
cigarettes  in  his  pocket.  This  stigmatizes  him  for  life. 

On  the  other  hand,  law  enforcement  people  say  if 
you  can't  indict  a  man  for  possession,  you  can't  catch 
the  pushers  who  are  supplying  the  people. 

This  is  a  dilemma. 
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Another  dilemma  is  the  fact— I've  done  a  fair  amount 
of  reading  on  this  for  a  test  to  try  to  detect  drugs  and 
as  far  as  hallucogenic  drugs  are  concerned,  most  of 
the  recommendations  we've  been  able  to  get  out  of 
the  AMA  and  from  the  toxicological  literature,  there 
just  aren't  any  real  good  ways  of  proving  this  right 
now  and  I  think  it  does  need  some  study  because  we 
are  going  to  be  called  upon  for  some  testimony  in  the 
next  General  Assembly. 

So  I  don't  know  what  committee  ought  to  do  it  but 
we  need  some  help.  Maybe  an  ad  hoc  could  do  it. 

PRESIDENT  ROSS:  I  would  figure  an  ad  hoc  com- 
mittee. I'm  sure  we're  going  to  be  confronted  with 
this. 

As  a  matter  of  fact,  although  Dr.  Goddard  was  mis- 
quoted, he  still  gets  credit  for  making  an  intemperate 
statement,  I  think,  that  he  did  not  make  such  a  state- 
ment, but  it's  going  to  be  a  controversial  thing,  there's 
no  doubt  about  it  and  I  would  hope  that  it  would  be 
an  ad  hoc  committee  of  several  people  who  would  take 
the  time  and  trouble  to  study  it  carefully. 

DR.  GARRARD:  Mr.  President,  just  this  past  winter, 
in  Chicago,  there  was  a  conference  on  drug  abuse  in 
youth  for  mental  health  representatives  of  the  states 
and  some  very  fine  programs  and  recommendations 
came  out  of  that. 

Now,  they've  put  emphasis  on  catching,  punishing, 
the  peddlers  and  so  forth  but  not  first  time  offenders 
who  smoke  marijuana,  for  instance. 

I  think  from  that  conference  we  can  get  a  great  deal 
of  help  that  might  be  useful  in  the  legislature. 

DR.  KOONCE:  Mr.  President,  seeing  as  how  this 
does  not  come  under  the  purview  of  a  standing  com- 
mittee, I  move  this  be  referred  to  the  incoming  Presi- 
dent for  disposition  to  an  ad  hoc  committee  or  any 
committee  that  he  has  at  the  present  time. 

DR.  RAPER:  Second  the  motion. 

PRESIDENT  ROSS:  Is  there  any  further  discussion? 
[No  response] 

All  in  favor  say  "aye":  opposed  "no". 

The  motion  is  carried. 

Dr.  Shaffner  has  a  matter  he  would  like  to  discuss. 

DR.  SHAFFNER:  I'm  not  sure  that  we'll  get  much 
response  from  this  one  today. 

I  have  felt  that  since  a  Vice  Councilor  has  no  con- 
stitutional duty  other  than  to  take  the  place  of  the 
Councilor  if  the  Councilor  is  absent,  or  indisposed  or 
dead,  yet  he  is  an  elected  officer  of  the  Society,  that 
it  might  be  worthwhile  in  getting  people  to  know  the 
work  of  the  Society  to  try  to  involve  the  Vice  Councilors 
in  some  way. 

One  way  would  be  to  invite  him  to  the  Council  meet- 
ing. I  don't  know  whether  they  would  care  to  come 
to  one  and  sit  all  day,  but  the  point  would  be  with  the 
new  Constitutional  and  By-Law  changes  going  in  to 
effect  that  a  Councilor  may  not  be  a  Councilor  more 
than  six  years,  it  would  seem  that  the  Vice  Councilor 
might  be  an  appropriate  one  to  sit  in  as  an  elected 
officer. 

The  only  thing  I  did  was  to  bring  these  matters 
to  the  attention  of  Dr.  Ross  and  Dr.  Welton  and  our 
recomemndation    is   that   they   invite   Vice   Councilors 


without  any  recommendation  being  made  to  change  the 
by-laws  at  this  time. 

DR.  RAPER:  I  so  move. 
DR.  KOONCE:  Second. 
PRESIDENT  ROSS:  Any  discussion? 
MR.    BARNES:    I    wonder   if   you   have    taken   into 
ccnsideration  that  that  would  about  double  the  travel 
expense  of  the  Council. 

DR.  SHAFFNER:  Well,  I  think  I  mentioned  that  in 
my  original  letter,  the  point  being  that  perhaps  at  this 
meeting  each  year  at  the  time  of  the  annual  meeting 
would  be  a  time  when  you  would  particularly  like  to 
invite  them,  at  their  own  expense. 

Of  course,  they  can  come  to  any  meeting  at  their 
own  expense. 

DR.  KOONCE:  They'd  be  more  likely  to  come  if  they 
had  a  personal  invitation. 

DR.  SHAFFNER:   It's  just  an  idea  to  get  the  Vice 
Councilors  to  see  the  work  of  the  Society  and  see  how 
much  business  there  is. 
PRESIDENT  ROSS:  Any  further  discussion? 
Are  you  ready  to  vote? 

DR.  WEATHER:  What's  the  motion  anyway? 
DR.  KOONCE:   That  the  Vice  Councilors  be  invited 
to  all  meetings  of  the  Council— 
PRESIDENT  ROSS:  Not  called  meetings? 
DR.  SHAFFNER:  They're  welcome  to  all  meetings! 
DR.  KOONCE:  Yes,  they're  welcome— 
DR.  SHAFFNER:  But  they  don't  know  it.  No  one  has 
ever  told  them.  That's  the  point. 

PRESIDENT  ROSS:  All  in  favor  say  "aye";  opposed 
"no". 
[The  motion  carried  unanimously.] 
Mr.  Barnes  has  a  letter  from  Mr.  Henry. 
MR.  BARNES:  This  is  a  letter  from  Mr.  D.  P.  Henry, 
Hospital  Administrator  of  the  North  Carolina  State  De- 
partment of  Correction: 
Dear  Jim: 

The  press  of  emergency  decisions  has  been  respon- 
sible for  my  being  tardy  in  writing  this  letter.  The 
unprecedented  demands  on  our  hospital  facilities  as 
a  result  of  the  riot  here  at  Central  Prison  were  met 
in  the  finest  professional  tradition.  I  only  wish  the 
general  public  could  be  made  aware  of  the  response 
to  our  needs  by  the  physicians  of  Raleigh  when 
called  upon  and  their  dedication  to  the  practice  of 
their  medical  arts  in  treating  the  injured  inmates. 
That  such  an  emergency  could  be  met  in  such  a 
successful  manner  is  almost  beyond  comprehension. 
I  am  still  not  sure  that  the  following  list  is  complete 
but  these  are  the  names  I  have: 

Drs.  Allen,  Adcock,  Neal,  Stallings,  Webb,  Moore. 
Harer,  Daniels,  Wolff,  Rose,  Davies,  Gupton.  Bell- 
amy, Thomas,  Ruble,  Hart  and  Britt. 

My  sincere  thanks  to  these  men  and  the  profes- 
sion to  which  they  so  ably  and  successfully  epi- 
tomize. 

Yours  sincerely.  D.  P.  Henry,  Hospital  Administra- 
tor. 

PRESIDENT  ROSS:   Did  he  send  a  copy  of  that  to 
the  Governor? 
MR.  BARNES:  Yes.  he  did. 
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PRESIDENT  ROSS:  Next,  consider  the  letter  of 
Dr.  Philip  Lee,  Assistant  Secretary,  HEW,  with  regard 
to  urgent  need  for  staff  physicians. 

MR.  BARNES:  This  is  a  letter  dated  March  13  to 
Dr.  Ross: 

I'm  greatly  concerned  that  too  few  of  our  phy- 
sicians are  aware  of  the  opportunities  available  with 
the  Peace  Corps. 

The  enclosed  brochure  describes  some  of  the 
problems  and  opportunities  faced  by  staff  phy- 
sicians. The  experiences  have  been  invaluable  for 
the  individual  physicians  as  is  evident  in  Dr. 
Joseph's  article  and  those  of  the  other  staff  physi- 
cians. 

There  is  no  doubt  that  as  we  increase  our  efforts 
to  work  cooperatively  with  developing  countries  as 
we  begin  to  deal  more  effectively  with  our  own 
poverty  associated  health  problems  and  as  we  en- 
large the  career  opportunities  in  these  areas,  the 
Peace  Corps  will  become  an  increasingly  important 
stepping  stone  to  a  variety  of  career  opportunities. 
Beyond  this,  there  is  the  remarkable  and  impor- 
tant job  the  Peace  Corps  volunteers  are  doing  to 
make  America's  commitments  to  developing  coun- 
tries come  alive. 

It  is  vital  that  American  medicine  not  let  the 
Peace  Corps  volunteers  down.  There  is  urgent  need 
for  staff  physicians  this  July  to  fill  the  vacancies 
which  can  no  longer  be  filled  by  public  health  serv- 
ice physicians  meeting  their  military  obligations. 

I  will  appreciate  your  making  this  information 
available  to  all  of  the  members  of  your  State  Med- 
ical Society.  Please  write  to  me  or  to  Dr.  Stanley 
Scheyer,  Director,  Office  of  the  Medical  Programs, 
Peace  Corps.  Washington,  D.  C.  for  additional  in- 
formation. I  am  forwarding  additional  copies  of 
the  brochure  under  separate  cover. 
PRESIDENT  ROSS:  I  answered  the  letter  stating 
we  will  make  it  available  to  all  members. 

Next,  consider  policy  position  on  legislative  action 
related  to  a  Medical  Corporation  Act  in  the  1969  Gen- 
eral Assembly:  first,  policy  position  of  Society  on 
1963  draft  proposals  and,  second,  AMA  policy.  Dr. 
Koonce  and  Mr.  Anderson  to  discuss. 

DR.  KOONCE:  I  realize  it's  late  and  you're  all  tired 
but  I  do  think  this  is  of  some  questionable  importance, 
especially  following  our  discussions  this  morning  about 
the  possible  corporate  practice  of  medicine,  and  open- 
ings that  it  may  bring. 

I  can't  help  but  bring  it  to  you  because  of  the  pos- 
sibility of  some  benefit. 

In  the  1963  General  Assembly  of  North  Carolina, 
Representative  Hicks  i  of  Mecklenburg- 1  introduced  a 
bill  entitled  "The  Medical  Corporation  Act"  which  was 
never  enacted  into  law. 

This  bill  would  have  enabled  three  or  more  licensed 
medical  practitioners  to  form  a  corporation  for  the 
practice  of  medicine. 

From  this  should  have  accrued  many  tax  benefits 
for  physicians  which  are  not  now  available  even 
through  the  Keogh  Act. 


Had    this   bill   been   enacted   some   of   the   potential 
benefits  would  have  been  as  follows: 

1 1 1    Tax   deductible   hospital   and  major  medical 
insurance  premiums. 
<2i  Tax    deductible    group   life    insurance. 
'3>  Tax  deductible  disability  income  insurance. 
<4>  Tax    deductible    pension    and    profit    sharing 
benefits.   The  benefits  on  retirement   are  taxed  at 
favorable  long  term  capital  gains  rates  as  opposed 
to   ordinary   income   rates.    The   Keogh   retirement 
benefits    are    currently    taxed    at    ordinary    income 
rates. 

151  The  physician  would  be  able  to  control  his  an- 
nual earnings  by  postponing  peak  year  earnings  on 
applying  these  to  future  years  not  quite  so  profitable. 
(6)  Dividends  from  domestic  corporations  could 
be  accumulated  within  the  corporation  and  only  15 
per  cent  of  the  total  would  be  subject  to  current 
taxation. 

171  There  are  also  tax  benefits  from  sick  pay  plans 
and  from  death  benefits  for  employees'  wives. 
Now.    Dr.    Hollister  came  to  me   at  lunchtime   and 
asked  that  I  present  a  resolution  for  the  possibility  of 
presenting  this  tomorrow. 

I  will  read  it   and  then  it's  up  to  several  others — 
Frank  Jones,  I've  contacted  him— for  discussion  on  it. 
RESOLVED,  that  the  House  of  Delegates  at  this 
its  1968  Annual  Meeting  recommend  as  follows: 

1 1 )  The  House  of  Delegates  approves  promotion 
of  legislation  in  the  1969  General  Assembly  of  the 
State  of  North  Carolina  to  amend  the  Medical 
Practice  Act  so  as  to  permit  the  practice  of  medi- 
cine by  licensed  physicians  in  the  corporate  form 
under  conditions  that  will  maintain  and  preserve 
the  present  relationship  between  the  physician  and 
his  patient. 

(2)  That  the  House  of  Delegates  instruct  the  Com- 
mittee on  Legislation  to  promote  legislation  as  a- 
foresaid    in   the    1969   General   Assembly   of   North 
Carolina  and  to  take  all  possible  action  to  secure 
the  passage  of  this  legislation. 
Now,  that's  Dr.  Hollister's  resolution  which  I'm  pre- 
senting to  you  for  information  for  disposition  as  you 
see  fit. 
PRESIDENT  ROSS:  Did  you  want  to  discuss  it? 
DR.  KOONCE:  Well,  Frank  Jones  has  something  to 
say  on  it  and  Mr.  Anderson,  and  possibly  Ed,  too,  can 
give  some  substantiative  information. 
DR.  BEDDINGFIELD:  Well.  I  can  speak  very  briefly. 
Mr.   Anderson   and  I  talked   about  it  this  morning. 
The  bill  that  was  referred  to  in  1963  General  Assembly 
was  reported  to  you  before.  Actually,  we  did  not  know 
this  was  going  to  be  introduced  and  we  did  not  pro- 
mote it  via  the  Medical  Society. 

We  were  present  at  the  hearings  and  it  was  with- 
drawn by  the  introducer  from  pocket. 

MR.    ANDERSON:    This   bill   of   Senator   Hicks   was 
never  introduced. 

DR.   BEDDINGFIELD:    Well,   we  had  one  that  was 
introduced — 
MR.  ANDERSON:  Well,  it  applied  to  all  profesisons. 
DR.    BEDDINGFIELD:    The   lawyers   were   not   too 
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much  in  favor  of  it,  but  in  any  event— and  Jerry,  you 
correct  me  if  you  know  that  I'm  wrong  on  this.  I  don't 
think  I  am.  I  have  followed  attempts  of  AMA  members 
to  get  AMA  to  come  out  and  take  a  position  on  this 
and  they  have  been  very  conservative  and  have  watched 
the  thing  all  along,  have  not  taken  a  position. 

There  have  been  a  series  of  court  rulings  up  until 
almost  a  year  ago.  Most  of  the  rulings  from  the 
treasury  department  were  unfavorable.  They  ruled 
against  this  type  of  'tax  shelter)  structure. 

These  rulings  have  been  appealed  now  to  higher 
court,  district  court  I  believe  now,  and  there  have  been 
at  least  three  favorable  rulings. 

The  court  overturned  the  ruling  of  the  treasury  de- 
partment. 

I  gather  the  indications  are  that  this  issue  will  ulti- 
mately be  appealed  to  the  U.  S.  Supreme  Court  before 
resolved. 

At  the  present  time,  there  are  a  good  many  states 
that  have  this  corporate  type  thing.  Physicians  have 
put  money  into  it.  There  is  some  element  of  calculated 
risk. 

If  we  do  it  in  North  Carolina  before  the  issue  is  re- 
solved, ultimately  resolved  of  course,  it  certainly  should 
be  very  clear  there  is  an  element  of  calculated  risk  to 
the  physicians  doing  such  a  plan  because  the  taxes 
that  are  withheld  under  this  now  paid,  could  be  paid, 
with  penalities,  and  at  the  interest  rate. 

I  don't  believe  I  have  anything  else  right  now. 

If  the  Council  wants  to,  I'm  sure  the  Committee  on 
Legislation  will  try  and  get  it  through. 

DR.  SHAFFNER:  I  move  this  resolution  be  sent  to 
the  House  of  Delegates  for  referral  to  the  Reference 
Committee. 

PRESIDENT  ROSS:   Is  there  a  second? 

DR.  REYNOLDS:  I  second  it. 

PRESIDENT  ROSS:  Is  there  any  further  discus- 
sion? 

DR.  COMBS:  I  have  something  to  say. 

I  was  wondering  about  the  wording  that  the  Society 
should  tell  the  Committee  on  Legislation  they  should 
do  it. 

I  would  think  that  Mr.  Anderson  and  Dr.  Beddingfield 
should  wait  until  they  (legislators)  get  up  there.  It 
may  be  the  type  of  legislature  that  if  you  introduce 
anything  about  the  Medical  Practice  Act,  you  won't 
know  what  is  coming  out  of  the  legislature 
and  it  seems  to  me  that  the  Society  might  tell  them 
it  might  be  advisable  but  leave  it  up  to  the  last  minute 
for  a  decision  to  see  how  the  legislature  is  going  along. 

DR.  LYMBERIS:  Mr.  Chairman,  may  I  make  one 
comment  on  this? 

In  every  state.  I  believe  without  exception,  where 
this  enabling  legislation  has  been  passed,  it  was  not 
introduced  by  the  doctors  and  I  think  if  we're  interested 
at  all  in  this,  and  I  certainly  am,  we'd  have  a  much 
better  chance  and  be  in  a  much  better  position,  if  we 
could  encourage  the  Association  of  Professions  to  back 
this  legislation  rather  than  the  Medical  Society  be- 
cause this  will  also  give  us  some  protection  to  stand 
off  should  this  other  contingency  discussed  this  morn- 
ing come  up. 


So  for  those  reasons,  first,  I  don't  think  it  stands  a 
chance  if  it's  introduced  by  doctors:  secondly,  it  puts 
us  in  an  embarrassing  position;  thirdly,  it  puts  us  in 
a  position  of  interferring-  ourselves  with  the  Medical 
Practice  Act;  and  fourthly,  I  think  it  more  properly 
belongs  in  the  area  of  the  Association  of  Professions 
than  the  Medical  Society. 

PRESIDENT  ROSS:  I  think  you've  got  a  good  point. 

Certainly  anything  that's  labeled  a  doctors'  bill 
has  certain  hazards. 

Mr.  Anderson! 

MR.  ANDERSON:  I  was  just  going  to  comment  that 
I  had  mentioned  this  to  Dr.  Kernodle  a  few  minutes 
ago.  as  a  subject  in  which  the  Association  of  Profes- 
sions might  be  interested  and  he  said  they  certainly 
would. 

I  recall  several  years  ago  when  this  subject  came 
before  the  Council,  the  recommendation  was  that  the 
Society  approve  the  idea  of  going  along  with  other 
professional  groups  in  obtaining  the  uniform  applica- 
tion with  such  professions,  as  desired,  to  be  included 
in  the  bill  and  the  Society  hesitated  and  was  reluctant 
to  go  it  alone,  as  this  resolution  as  now  worded  would 
require. 

And,  that's  the  only  comment  I  have. 

Actually,  the  AMA  last  week— or  the  Judicial  Council, 
or  the  Trustees,  I've  forgotten  which— approved  the 
practice  in  a  corporation  as  being-  ethical.  They  had 
been  equi vocable  about  it  before. 

So  that's  the  status  of  it,  but  the  legality  of  that 
type  of  practice  from  a  tax  standpoint  is  still  con- 
siderably in  doubt. 

PRESIDENT  ROSS:   Dr.  Jones! 

DR.  JONES:  Thank  you. 

Dr.  Koonce.  talked  to  me  about  this  some  weeks  ago 
and  knowing  full  well  that  the  legislature  is  composed 
largely  of  lawyers,  I  decided  to  do  a  little  survey  on 
this  in  my  own  area  and  I  talked  to  twelve  lawyers. 

I  found  out,  I  think,  following  up  on  what  the  opposi- 
tion of  the  legal  profession  was,  that  the  canons  of  the 
State  Bar  Association  frown  upon  this  and  possibly 
do  not  permit  it  because  it  interposes  a  third  person 
between  the  attorney  and  the  client,  but  the  national 
canons,  so  far  as  these  people  could  tell  me,  do  not 
oppose  it. 

I  would  like  to  support  the  statement  made  a  moment 
ago  about  the  Judicial  Council  because  this  came  up 
in  the  regional  meeting  in  Atlanta:  not  that  a  corpora- 
tion shall  practice  medicine,  but  the  incorporated  prac- 
tice of  physicians  is  permitted. 

Thirdly,  that  we  should  certainly  let  somebody  else 
to  take  the  ball  and  come  in  and  support  them  and  do 
the  blocking,  downfield  running  for  them  without  any 
question. 

One  other  and  final  point,  that  these  tax  court  rulings, 
the  apeal  courts  and  appellate  court,  but  they  only 
permitted  this  in  those  states  where  there  was  permis- 
sion to  do  so  in  that  state  and  it  wouldn't  even  be  con- 
sidered in  those  states  that  did  not  have  this  permis- 
sive legislation. 

DR.  KOONCE:  Mr.  President,  could  I  make  one  more 
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comment,  not  particularly  about  this  bill,  but  to  show 
you  the  value? 

Dr.  Shaffner  has  made  a  motion  that  this  be  presented 
to  the  House  of  Delegates  and  referred  to  a  Reference 
Committee,  and  Dr.  Combs  has  made  the  suggestion 
that  instead  of  this  resolution,  probably  it  should  be 
brought  up  by  the  professional  group. 

Well,  this  is  the  advantage  of  these  Reference  Com- 
mittees. 

Now,  both  Chairmen  of  this  year's  Reference  Com- 
mittees are  members  of  this  Council. 

I  would  hope  that  in  the  future,  the  future  Speakers 
of  the  House  would  always  make  sure  that  they  ap- 
point Chairmen  of  the  Reference  Committees  ahead  of 
this  meeting  so  that  if  they're  not  members  of  the 
Council,  they  will  be  present  at  this  meeting  and  be 
cognizant  of  the  arguments  and  discussions  that  go  on. 

For  instance,  the  Chairmen  that  I've  asigned  this 
year  are  certainly  aware  of  the  opinions  of  most  of 
these  people  that  will  consider  this  when  it  comes  up 
and  they  can  always  make  a  substitute  resolution. 

DR.  JONES:  One  further  thing  also. 

All  twelve  of  the  lawyers  were  unanimously  in  favor 
of  this  proposal  and  said  that  if  they  had  a  chance 
to  vote  for  it,  they  would. 

DR.  BEDDINGFIELD:  Sometimes  you  get  into  a 
dissension  though  because  you  take  three  or  more  to 
form  this  corporation  and  it's  these  men  against  the 
large  group  of  men  getting  the  tax  advantage  and 
when  you  can't  have  it  as  individuals,  you  get  to  that 
sort  of  jealousy. 

DR.  JONES:  You  can  form  a  loose  association,  how- 
ever, that  has  been  done  that  does  not  necessarily  put 
them  into  one  combine. 

PRESIDENT  ROSS:  Any  further  discussion? 

[No  response] 

All  in  favor  of  the  motion  say  "aye";  opposed  "no". 

[The  motion  carried  unanimously.) 

There  are  some  additions  under  New  Business. 

Dr.  Rhodes  to  act  as  proxy  for  the  Medical  Society 
of  the  State  of  North  Carolina  in  San  Francisco  for  the 
State  Medical  Journal  Advertising  Bureau. 

MR.  BARNES:  Gentlemen,  I  might  say  the  Execu- 
tive Council  in  respect  to  the  owned  stock  in  this 
Bureau,  authorized  me  several  years  ago  to  be  the 
voting  representative  for  your  shares. 

Now,  the  prospects  are  that  I  will  not  be  in  San 
Francisco  because  of  Mrs.  Barnes,  who  might  have  a 
problem,  and  I  would  hope  you  would  designate  Dr. 
John  Rhodes,  who  is  on  the  editorial  board,  to  vote 
our  proxy. 

DR.  SHAFFNER:  I  so  move. 

DR.  JONES:   Second. 

PRESIDENT  ROSS:  AD  in  favor  say  "aye":  opposed 
"no". 

[The  motion  carried  unanimously.] 

Next,  National  Study  of  Maternity  Care,  American 
College  of  Obstetrics  and  Gynecology. 

I  just  came  from  there.  There  was  a  letter  written 
to  all  the  State  and  County  Executive  Secretaries  and 
hospitals    from    Dr.    Charles    Hudson    concerning    a 


questionnaire  to  be  sent  out  regarding  infant  and 
maternal  mortality. 

We  hear  so  much  from  Washington  about  what  a  hor- 
rible state  it's  in,  but  when  you  compare  Minnesota 
and  Wisconsin  to  Sweden,  or  you  compare  Mississippi 
to  Nigeria,  the  infant  and  maternal  mortality  isn't  so 
bad. 

As  a  matter  of  fact,  the  American  College  of  Obste- 
trics and  Gynecology  are  trying  to  clear  up  some  of 
these  things  which  are  detrimental  to  the  medical 
profession. 

That's  what  the  idea  was. 

He  has  written  to  each  county  society  and  I  don't 
know  what  you  want  to  do  about  it. 

DR.  BEDDINGFIELD:  I  move  we  endorse  the  study 
and  we  urge  our  members  to  participate  in  it. 

DR.  KOONCE:  Second  the  motion. 

I'd  like  to  also  say  if  you  haven't  seen  the  NEWS 
&  OBSERVER,  please  get  a  copy.  It  just  came  out 
with  a  little  article  in  it  that  long— I  don't  know  who 
the  publisher's  agent  is,  but  our  President  Ross  has 
been  made  President-elect  of  this  American  College  of 
Obstetrics  and  Gynecology.  I  think  he  deserves  a  round 
of  applause. 

[Applause] 

PRESIDENT  ROSS:  That's  what  your  friends  do  for 
you!   [Laughter]  Thank  you. 

All  in  favor  of  the  motion  say  "aye":  opposed  "no". 

[The  motion  carried  unanimously.] 

MEDPAC  Board  of  Directors  (nominations). 

Dr.  Rhodes,  would  you  comment  on  that? 

DR.  RHODES:  Mr.  Chairman,  may  I  make  one  or 
two  comments? 

First  to  say  that  I'm  here  instead  of  Dr.  Ken  Cos- 
grove,  Chairman  of  the  Board  of  MEDPAC. 

I  would  like  to  report  that  we  had  a  very  satis- 
factory national  workshop  in  Washington  at  which  we 
were  represented  by  fifteen  North  Carolinians  and  we 
perhaps  were  the  biggest  delegation  there,  if  I'm  not 
mistaken. 

I  think  we  exceeded  possibly  not  Oregon,  but  all 
the  others. 

I  would  also  like  to  report  that  we've  been  working 
on  the  proposition  of  affiliating  other  groups  with  our 
MEDPAC  program,  particularly  those  groups  which 
are  allied  to  medicine  and  we  have  succeeded  in  af- 
filiating the  pharmacists  with  MEDPAC  and  we  also 
are  in  process  of  consideration  by  the  veterinarians 
and  the  dentists. 

I  bring  that  up  because  one  proposed  nomination  is 
a  member  of  the  Pharmaceutical  Association. 

I  would  also  like  to  announce,  before  I  read  this 
list  of  nominations,  that  we  are  planning — our  plans 
are  underway  and  established  actually  for  a  workshop 
in  the  Western  region,  in  Boone,  on  May  25  and  26  and 
I  would  certainly  urge  every  man  here  who  can  to 
attend  that  workshop  to  do  so.  I  think  it  would  be  of 
interest. 

If  you  will,  I  would  like  to  have  you  recognize  Dr. 
Deaton  to  give  you  a  little  more  detail  about  that 
program. 

Dr.  Deanton  is  the  Chairman  of  the  Western  Region. 
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DR.  DEATON:  John,  I  think  we  have  a  final  program 
arranged  for  this  meeting.  It  will  be  a  weekend  of 
some  fun  and  some  workshop. 

We  have  arranged  the  program  for  Saturday  morning 
and  free  Saturday  afternoon  and  then  a  program  for 
Sunday  morning  up  until  noon. 

We  have  on  the  program  on  Saturday  the  Assistant 
Director  of  AMPAC,  David  G.  Baldwin;  we  have  Ken- 
neth Cosgrove,  who's  going  to  talk  on  MEDPAC  and  its 
benefits,  simply  because  there  are  so  many  doctors, 
so  many  people,  who  have  absolutely  no  idea  what 
MEDPAC  is. 

Mrs.  Leon  Robertson  will  give  a  thirty  minute  talk 
and  that  night  we'll  have  cocktail  hour  and  dinner  and 
Dr.  Ed.  Anderson  will  be  our  speaker  for  the  after- 
dinner. 

Next  morning  we  have  a  talk  by  an  attorney  from 
Buncombe  County:  Mr.  Alan  Wright  who  is  on  the 
editorial  staff  of  the  CHARLOTTE  OBSERVER  will 
be  our  speaker  Sunday  morning.  J.  P.  Huskins,  who's 
a  more  conservative  figure,  will  also  speak  that 
Sunday  morning. 

Mr.  Earl  Tate  of  the  Pharmaceutical  Association  will 
give  a  thirty  minute  talk,  as  will  Tom  Sawyer  who's 
the  Southeatsern  Regional  Secretary  of  AMPAC. 

Senator  Sam  J.  Erwin  will  speak  to  us  that  Sunday 
noon. 

DR.  WELTON:  Is  that  this  May  25th  and  26th? 

DR.  DEATON:  Yes,  this  month. 

DR.  RHODES:  We  believe  that  anyone  who  will  come 
to  that  meeting  will  profit  by  that  program  and  we 
certainly  would  like  to  see  all  the  doctors  who  can 
appear  there. 

In  relation  to  this  being  affiliated  to  other  allied  or- 
ganizations, I  think  that  if  we  could  demonstrate  to 
these  other  members  of  the  Association  of  Professions 
by  an  increased  membership  of  the  Society  we  would 
have  a  great  deal  more  of  a  lever  to  get  affiliation  with 
the  other  professions. 

Now,  Mr.  Chairman,  I  would  like  to  present  to  you 
a  list  of  nominees  proposed  for  the  MEDPAC  Board 
for  1968-1969. 

Chairman  is  Dr.  Kenneth  Cosgrove;  Dr.  George  W. 
Paschal;  Dr.  Ledyard  DeCamp:  Dr.  John  S.  Rhodes; 
Dr.  Jack  Hughes;  Mrs.  Amos  N.  Johnson;  Mrs.  Leon 
W.  Robertson:  Dr.  Paul  M.  Deaton;  Dr.  Frank  W. 
Jones;  Dr.  Donald  B.  Koonce;  Dr.  John  F.  Lynch; 
Dr.  Hubert  M.  Poteat;  Dr.  John  C.  Reece;  Dr.  Thomas 
Thurston;  Dr.  Charles  Van  Gorder;  Dr.  Edward  Bond; 
Mrs.  Ledyard  DeCamp;  Mr.  Charles  D.  Blanton,  Jr., 
who  is  the  President  of  the  Pharmaceutical  Association 
and  has  been  nominated  by  that  Association  for  in- 
clusion in  this  list,  which  I  believe  has  to  be  approved 
by  this  Council:  Dr.  William  F.  Hollister  and  Dr.  John 
E.  Weyher,  Jr. 

Mr.  Chairman,  that  completes  the  list  placed  in  nom- 
ination by  the  MEDPAC  Board. 

DR.  SHAFFNER:  Mr.  President,  I  move  this  slate  of 
nominees  be  elected  to  the  Board  of  MEDPAC. 

DR.  GLASSON:   Second  the  motion. 


PRESIDENT  ROSS:  All  in  favor  say  "aye";  opposed 
"no". 
[The  motion  carried  unanimously.] 
Dr.  Rhodes,  what  is  the  ratio  now?  At  one  time  we 
had  money  but  no  members,  wasn't  that  true?  Have 
membership  numbers  increased? 

DR.  RHODES:  We  had  a  decline  last  year  from  some 
1400  members  down  to  about  1200  or  1000.  I  think  we're 
about  at  that  level  now.  I  can't  give  you  the  exact 
figure,  but  we  have  had  a  slight  decline  from  three 
years  ago. 

DR.   BEDDINGFIELD:    Wasn't  that  true  in   almost 
every  state  because  it  was  not  an  election  year? 
DR.  RHODES:  That's  right! 

DR.    WELTON:    John,   I  have   a   question  that  has 
been  asked  of  me  from  an  outsider.   Does  MEDPAC 
accept  funds,  contributions  from  anybody  besides  phy- 
sicians? 
DR.RHODES:   Absolutely! 
DR.  WELTON:  Do  they  solicit? 

DR.  RHODES:  We  do  not  solicit,  except  for  educa- 
tional funds.  We  have  made  some  effort  to  solicit,  but 
our  brochure  states  we  are  interested  in  funds  as  well 
as  members— members  of  the  Medical  Society,  their 
wives  and  others.  It  says  "others".  That  would  apply 
across-the-board. 
PRESIDENT  ROSS:  Thank  you,  Dr.  Rhodes. 
Resolution  on  statewide  Conference  of  Physicians, 
Hospital  Administrators  and  Nurses;  that  is  from  the 
Committee  on  Patient  Care. 

MR.  BARNES:  Mr.  Chairman,  as  you  all  know,  the 
Medical  Society  is  one  of  the  agency  representatives  on 
North  Carolina  Committee  on  Patient  Care  and  this 
communication  came  to  me  on  May  5th,  1968  from  the 
Chairman  of  the  Committee,  a  Mr.  John  K.  Lock- 
hart. 

The  attached  resolution  to  hold  a  statewide  Con- 
ference of  Physicians,  Hospital  Administrators  and 
Nurses  was  approved  by  the  committee  on  April 
26th.  Will  you  please  transmit  the  resolution  to  the 
President  in  your  organization  so  that  it  might  re- 
ceive careful  consideration. 

The  resolution:  North  Carolina  Committee  on 
Patient  Care. 

WHEREAS,  at  the  last  National  Physician-Nurse 
Conference  it  was  recommended  that  statewide 
nurse-physician  conference  be  held;  and 

WHEREAS,  one  of  the  primary  objectives  of  the 
North  Carolina  Committee  on  Patient  Care  is  to  im- 
prove coordination  and  cooperation  between  the 
various  members  of  the  health  team;   and 

WHEREAS,  the  need  for  increased  cooperation 
and  coordination  of  activities  between  physicians, 
hospital  administrators  and  nurses  is  becoming  more 
and  more  important  with  the  changing  methodology 
in  the  deliverance  of  health  care  services;  now, 
therefore,  be  it 

RESOLVED,  ( 1  >  that  the  North  Carolina  Commit- 
tee on  Patient  Care  recommends  that  a  statewide 
conference  for  physicians,  hospital  administrators, 
and  nurses  be  held:  (2)  that  copies  of  this  resolution 
calling  for  such  a  conference  be  submitted  to  the 
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Medical  Society  of  the  State  of  North  Carolina,  the 
North  Carolina  State  Nurses'  Association,  the  North 
Carolina  Hospital  Association,  and  the  North  Caro- 
lina League  for  Nursing  for  their  reaction;  and  (3) 
that  pending  a  favorable  report  from  the  respec- 
tive state  agencies  involved,  the  Chairman  of  the 
North  Carolina  Committee  on  Patient  Care  appoint 
a  program  Committee  consisting  of  a  nurse,  a  hospi- 
tal administrator,  and  a  physician  to  implement 
this  resolution. 

Adopted  this  26th  day  of  April,  1968  at  its  regular 
quarterly  meeting  in  Durham,  North  Carolina. 
PRESIDENT  ROSS:  Do  I  hear  a  motion? 
Addly  enough,  you  know,  DeMaria  got  a  grant  from 
the  Regional  Medical  Program  to  continue  education  of 
all  paramedical  aides  as  a  team,  a  term  which  I  don't 
like,  but  this,  it  seems  to  me,  is  something  we  must  do. 
DR.   BEDDINGFIELD:    I  move  that  we  participate 
and    the    degree   of   our    participation    be    determined 
by  the  Committee  on  Nursing: 
PRESIDENT  ROSS:  Is  there  a  second? 
DR.  LARKIN:  Second. 

PRESIDENT  ROSS:  Discussion?  [No  response] 
All  in  favor  say  "aye";  opposed  "no." 


Carried! 

Jim,  what  else  have  you  got? 

MR.  BARNES:  This  final  item,  Mr.  Chairman. 

On  March  13th,  1968  the  Committee  on  Professional 
Insurance  did  approve  an  increase  in  the  group  major 
hospital  programs  and  this  was  communicated  to  mem- 
bers of  the  Executive  Committee  by  letter  to  me  from 
Dr.  Benton  on  March  14th,  1968  and  a  vote  on  the  re- 
port was  fifteen  approved  and  one  did  not  approve, 
which  we  considered  a  majority  of  the  Executive 
Council  and  so  reported  to  the  company  so  they  can  file 
this  increase.   (This  is  for  the  record.) 

DR.  WELTON:  Which  company  are  you  referring  to? 

MR.  BARNES:  The  Lumbermen's  Mutual  major  hos- 
pital plan. 

PRESIDENT  ROSS:  That's  a  gimmick  I  didn't  under- 
stand, but  if  it's  necessary,  why,  we'll  have  to  do  it! 

DR.  KOONCE:   It  seems  we've  already  voted  on  it. 

PRESIDENT  ROSS:  You're  correct,  we  voted  on  it. 

MR.  ANDERSON:  This  is  a  group  policy.  You  voted 
on  it  by  mail. 

PRESIDENT  ROSS:  Well,  what  do  we  do  now? 

DR.  SUMMERLIN:   I  move  we  adjourn!   [Laughter] 

[The  meeting  adjourned  at  six-fifteen  o'clock.] 


CALLED  MEETING  OF  THE  EXECUTIVE  COUNCIL,  May  14,  1968 


PRESIDENT  ROSS:  Since  this  is  a  called  meeting 
and  official  action  will  be  taken,  the  Secretary  will 
call  the  roll. 

(All  voting  members  of  the  Executive  Council  except 
Past  President  Frank  W.  Jones  were  present.) 

PRESIDENT  ROSS:  I'm  sorry  to  bring  you  in  because 
we  do  have  a  good  session  going  in  the  general  pro- 
gram, but  when  I  saw  who  was  on  the  stage,  I  knew 
it  was  going  for  overtime  in  the  breakfast  meeting  this 
morning!  Dr.  Benton,  do  you  have  the  agenda  i of  the 
finance  committee)  to  be  presented? 

DR.  WAYNE  BENTON:  Informal,  and  I  hope  we  will 
be  through  in  twenty  minutes.  Events  leading  up  to 
the  call  of  this  meeting  started  because  of  the  increases 
in  the  dues  and  the  building  of  headquarters  facilities 
was  coming  up,  and  as  a  result  of  the  Reference  Com- 
mittee meeting  of  Monday  night  and  the  recommenda- 
tions that  the  Reference  Committee  is  going  to  make 
to  the  House  of  Delegates,  involving  the  Finance  Com- 
mittee in  consultation  on  ways  and  means  of  getting 
money  to  build  our  building,  prompted  me  to  call  a 
meeting  of  the  Finance  Committee  yesterday  with  Dr. 
Welton  and  our  Legal  Counsel,  Mr.  John  Anderson,  and 
we  "hasseled"  and  fought  most  all  day  and  came  up 
with  this  pachydermial  idea:  and  we  wanted  to  have 
a  dry  run  and  see  what  you  thought  of  it.  Our  idea 
went  something  like  this:  We  are  going  to  need  some 
money  to  build  a  building  and  there  are  a  number  of 
ways  in  which  this  money  could  be  obtained,  but  in 
the  end.  regardless  of  what  method  is  used,  we  are  go- 
ing to  have  to  pay  for  it  as  individuals— regardless  of 
how  thin  it's  silced,  it's  still  bologna,  and  no  matter 
how  much  sugar  you  put  on  it,  it's  still  a  pill,  and  it's 
as  simple  as  that.  We're  going  to  have  to  pay  for  it, 
and  how  is  the  best,  cheapest  and  most  effective  way  to 


pay  for  it.  The  obvious  answer  is  to  reach  in  our 
pocket  and  pay  for  it.  It  has  been  estimated  we  will 
need  $750,000.  By  dividing  the  number  of  members  we 
have  into  this,  we  can  make  it  sound  a  little  less  and 
still  have  a  little  more.  That's  sugar  coating! 

With  those  ideas  in  mind,  the  best  and  cheapest  way 
and  the  quickest;  is  sought  so  that  we  have  this  recom- 
mendation to  make  to  the  Executive  Council  that  they 
pass  on  to  the  House  of  Delegates  if  they  see  fit.  We 
want  to  put  it  to  the  House  of  Delegates  this  afternoon 
for  this  reason;  If  it  goes  back  and  is  left  to  the  Council 
in  the  final  analysis,  you  might  have  to  go  back  to  the 
House  of  Delegates  again,  and  that  means  it  will  be  a 
called  meeting  of  the  House  of  Delegates  and  a  big 
expense,  or  it  will  have  to  wait  until  next  year.  If  it 
is  presented  this  afternoon  and  it  goes  through,  we  are 
home  free.  If  it  is  presented  this  afternoon,  we  have  a 
lot  of  static,  and  it's  turned  down,  we  have  not  lost  a 
bit  of  ground;  we  can  still  come  back  just  like  we 
were  in  planning  finance.  So,  it  was  for  that  reason- 
it  won't  hurt  to  try — that  we  recommended  that  this 
recomendation  be  made.  Actually,  we  have  two  here. 

The  original  one,  as  of  last  night,  the  Executive  Coun- 
cil had  recommended  to  the  House  of  Delegates  an  in- 
crease in  annual  dues  of  the  members  of  $60  per  year 
for  five  years  beginning  with  the  year  1969  for  present 
members  and  beginning  with  the  first  year  of  the  ad- 
mission of  members  admitted  to  membership  after 
1969.  All  members  shall  have  the  option  of  paying 
$250.00  in  the  first  year  of  their  admission  thereafter 
in  pre-payment  of  the  foregoing  additional  increase 
in  their  dues.  Does  that  follow  you  through? 

PRESIDENT  ROSS:  At  $250  how  much  dues  would 
they  pay? 

DR.  WAYNE  BENTON:  This  is  in  addition  to  the  $70 
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and  to  the  $25  increase.  This  is  just  building  funds 
money,  but  it  is  still  a  dues  because  you  can't  likely 
have  an  assessment.  But  to  get  still  further  away  from 
the  idea  of  assessment,  Jim  and  the  other  members 
of  the  Finance  Committe  came  up  with  this:  That  the 
Executive  Council  recommend  the  adoption  of  the 
following  resolution: 

That  the  dues  for  active  members  of  the  Society  be 

increased  by  an  additional  amount  of  $  dues 

(we  added  $30  per  year  for  a  period  of  10  years  or  $60 
per  year  for  a  period  of  5  years)  beginning  with  the 
year  1969  for  all  present  active  members  of  the  Society, 
and  that  the  dues  for  members  admitted  to  member 
ship  in  the  Society  after  January  1,  1969,  also  be  in- 
creased by  the  additional  amount  of  $30  'or  $60),  for 
5  (or  10>  years,  after  their  admission  to  membership 
in  the  Society. 

That  all  active  members  of  the  Society  shall  have 
the  option  of  prepaying  their  dues  (that  is  all  that 
$70  and  $25  and  whatever  payments  are  put  on)  to  the 
extent  of  the  total  amount  of  the  prescribed  dues  for 
any  year  or  years  not  to  exceed  4  years,  in  considera- 
tion of  a  reduction  in  such  dues  of  7  percent  for  the 
first  year,  and  for  the  next  succeding  years;  14  per- 
cent for  the  second  succeeding  year,  21  percent  for  the 
third  next  succeeding  year,  and  28  percent  for  the  4th 
next  succeeding  year  after  1969,  or  after  their  admission 
to  membership.  All  of  this  will  add  to  exactly  the  same 
thing  as  this  over  here,  but  it  puts  a  little  more  sugar 
on  the  coating.  And  it's  more  complicated  and  hard 
to  sell.  Personally,  I  like  the  first  one  better. 

DR.  JONES:  Let's  hear  the  first  one  again. 

DR.  LOUIS  SHAFFNER:  If  I  were  sitting  in  the 
House  of  Delegates,  I  would  be  confused.  Say  it  again 
slow  so  that  we  will  know  how  much  per  year  count- 
ing everything  it  has  to  be  for  each  one,  whether  it's 
more  for  the  building— but  how  much  $70  plus  $25, 
plus  whatever  it  is.  Let's  start  at  the  beginning. 

DR.  WAYNE  BENTON:  The  first  alternative,  and  this 
is  less  complicated,  and  easier  to  sell,  the  Executive 
Council  recommends  that  the  House  of  Delegates  in- 
crease the  annual  dues  of  the  members  of  the  Society 
by  an  additional  amount  of  $60  per  year  for  a  period 
of  five  years  beginning  with  the  year  1969,  and  begin- 
ning with  the  first  year  of  the  admission  of  any  mem- 
bers admitted  to  membership  after  1969.  (That's  an 
initiation  fee  for  new  members,  not  intended  to  penalize 
but  to  let  them  catch  up). 

PRESIDENT  ROSS:  Is  it  tax  free? 

DR.  DAVID  WELTON:  Yes,  it  is. 

DR.  Donald  KOONCE:  If  the  increase  in  dues  is  pas- 
sed, it  will  make  annual  dues  $95.  $70  plus  $25  would 
be  $95. 

DR.  David  Welton:  We  are  going  to  pass  the  $25  in- 
crease first.  That  will  be  a  total  of  $95.  Then  if  we  put 
$60  on  that,  it  wil  be  $155  for  five  years,  but  if  I  see  fit 
to  pay  $250  the  first  of  the  year,  then  my  dues  will  go 
to  $95.  How  much  trouble  in  bookkeeping  will  that  be? 

President  Ross:  This  is  the  sort  of  information  we 
will  have  to  give. 

DR.  LOUIS  SHAFFNER:  The  delegates  will  want  to 
know  how  much  all  told? 


DR.  DAVID  WELTON:  It's  $155. 
DR.  DONALD  KOONCE:   If  you  are  allowed  to  pay 
the   $250  membership  dues,   you   go  back  to  $95  per 
year? 
DR.  WAYNE  BENTON:  That's  correct. 
DR.  DONALD  KOONCE:  Another  thing  in  the  way  of 
procedure.   Reference  Committee  No.   1  has  a  couple 
of  recommendations— the  one  about  the  $25  increase  has 
not  changed,  but  didn't  you  have  a  recommendation 
concerning  the  funds  for  the  building? 
DR.  JOHN  GLASSON:   Yes. 

DR.  DONALD  KOONCE:  Where  will  this  recommen- 
dation from  the  Executive  Council  come— in  the  first 
of  the  meeting? 

DR.  DAVID  WELTON:  After  the  Reference  Commit- 
te Report. 

DR.  DONALD  KOONCE:  If  they  pass  what  John  pro- 
poses (Ref.  Com.),  what  then? 

DR.  JOHN  GLASSON:  The  Reference  Committee  Re- 
port adds  to  the  original  Executive  Council  action  in 
proposing  that  the  Finance  Committee  in  Consultation 
with  the  Building  Committee  be  authorized  to  explore 
the  means  of  financing  and  make  recommendations  to 
the  Executive  Council. 

DR.  WAYNE  BENTON:  And  we  have  already  ex- 
plored! 

DR.  DONALD  KOONCE:  Your  report  will  not  keep 
this  from  going  through  after— 

DR..  JOHN  GLASSON:  This  could  be  considered  as 
an  implementation,  if  mine  is  given  first. 

Dr.  Donald  Koonce:  After  the  Reference  Committees 
are  through,  this  could  come  up? 

Dr.  John  Glasson:  The  idea  being  that  the  Finance 
Committee  saw  fit  to  consider  this  right  away  and  to 
request  a  hearing  before  the  Executive  Council  prior 
to  the  House  of  Delegates  meeting. 

DR.  DONALD  KOONCE:  The  reason  I  am  asking, 
I  can  foresee  a  very  stormy  afternoon  for  me,  and 
I  don't  want  it  to  be  any  worse  than  it  has  to  be. 

DR.  JONES:  When  there  is  a  man  comes  in  to  mem- 
bership in  1971,  does  he  pay  $60  a  year  for  5  years 
from  that  date? 
DR.  WAYNE  BENTON:  Yes. 
DR.  JONES:  A  man  coming  in  1968,  1969,  70,  71,  72? 
DR.   WAYNE   BENTON:   The   same  thing,   the  idea 
being  to   let  the   younger  members   who  will   benefit 
catch  up  with  what  we  have  put  in. 

DR.  DONALD  KOONCE:  It  would  be  theoretically, 
an  initiation  fee. 

DR.  WAYNE  BENTON:  Don't  call  it  that.  That  has 
been  found  necessary  in  other  places  because  it  is 
going  to  cost  something  to  keep  the  building  up  and 
that's  a  good  source.  We  build  a  building  and  they 
keep  it  up. 

DR.  CUTCHIN:  Did  I  understand  you  to  say  this 
starts  in  1969  for  us,  but  in  1970  for  new  members? 

DR.  BENTON:  If  he  comes  in  in  1969  it  starts  then: 

if  he  comes  in  in  1970  he  still  has  a  5-year  period  to 

pay,  or  10  years,  whichever  way  we  decide  to  do  it. 

DR.  REYNOLDS:   Will  this  go  in  a  building  fund? 

It  cannot  be  spent  in  the  general  budget? 

DR.  BENTON:  We  want  to  keep  it  in  one  pot.  If  it's 
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It  can't  possibly  be  put  in  the  Founda- 
John   will  explain   that   if   anybody 


all  there  and  we  have  it— well.  John  Anderson  will  have 
to  answer  that. 

DR.  WELTON:  It  can  be  separated  by  the  budgets 
each  year. 

DR.  KOONCE: 
tion? 

DR.    BENTON: 
wants  to  hear  it. 

DR.  JONES:  Just  from  the  standpoint  of  clarity,  one 
further  question,  because  I  don't  understand  it  myself — 
you  said  $$60  per  year  for  five  years  which  is  a  total 
of  $300  and  the  discount  rate  for  paying  it  immediately 
is  $50.  It's  $250  cold  cash  laid  out  on  the  line? 

DR.  BENTON:  Yes.  The  idea  is  that  if  you  don't  pay 
now,  because  we  will  need  money  soon,  and  you  don't 
have  it  and  want  to  pay  $60  per  year,  we  can  go  to  the 
bank  and  borrow,  and  still  it  don't  cost  the  finance 
company  anything.  You're  going  to  the  banks  to  bor- 
row the  money,  and  the  Finance  Committee  is  home 
free.  It  makes  no  difference  whether  you  pay  $60  for 
five  years,  or  pay  it  all  at  one  time.  It  just  gives  you 
a  $50  advantage  to  pay  it  all  now. 

DR.  JONES:  You  are  a  co-lender  in  this  situation. 

DR.  DEATON:  Is  this  total  amount  tax  deductible? 

DR.  BENTON:  Yes,  sir. 

DR.  STUCKEY:  My  question  is  for  information,  but 
it  also  may  be  a  partial  solution  to  make  this  more 
palatable  to  our  general  membership.  We  are  sold 
ourselves,  but  presumably  for  this  extra  dues  or  charge 
for  succeeding  members,  maybe  ad  infinitum  even- 
tually, we  wil  have  more  money  than  we  will  need,  is 
is  possible  to  fix  it  so  those  who  are  now  paying-  will 
have  some  partial  reimbursement  by  reduction  of 
general  dues,  and  if  that  is  true  that  is  a  very  im- 
portant selling  point  to  the  general  membership. 

DR.  BENTON:  We  can  give  it  back  a  lot  easier  than 
we  can  get  more  from  them. 

DR.  STUCKEY:  If  you  tell  your  members  you  will 
reimburse  them  by  giving  a  reduction  in  dues— 

DR.  BENTON:  It  probably  won't  happen,  they  will 
say,  give  it  to  the  Foundation. 

DR.  WELTON:  It's  a  nice  plum  to  hold  up. 

DR.  KOONCE:  Life  members  who  have  elected  to 
stay  in  voting  membership  by  paying  dues,  would 
they  have  to  pay  this? 

DR.  BENTON:  They  would  not  have  to,  but  would 
be  allowed  to  if  they  wish. 

DR.  KOONCE:  If  they  remain  active  members  would 
they?  Would  we  lose  members  from  Lifetime  rolls? 

MR.  JOHN  ANDERSON:  They  are  still  active  whether 
they  pay  any  dues. 

MR.  BARNES:  They  have  the  same  right  to  vote  and 
hold  office  as  an  active  dues-paying  member. 

DR.  KOONCE:  I  thought  there  was  something  in 
there  that  if  they  continued  to  pay  dues — 

MR.  BARNES:  That  is  an  election,  a  choice  they 
may  make  in  contributing. 

DR.  KOONCE:  If  they  do  not  pay  dues,  they  are  full 
members? 

MR.  BARNES:  That's  right. 

DR.  REYNOLDS:  I'd  like  to  ask  Mr.  Anderson  what 
is  the  advantage  or  disadvantage  tax-wise  of  putting 


this  in  a  separate  building  fund  so  to  speak,  or  calling 
it  a  building  assessment.  Wouldn't  it  still  be  deductible? 

MR.  ANDERSON:  Any  payment— the  answer  is  no, 
you  would  not  have  to  pay  tax.  The  difference  between 
deductibility  of  what  you  pay  the  Society  and  non- 
deductibiilty  of  what  you  pay  is  the  difference  be- 
tween what  you  have  to  pay  to  become  a  member 
and  to  retain  your  membership.  Any  amount  paid  as 
a  prerequisite  to  membership  is  deductible  as  a  busi- 
ness expense.  Any  amount  that  you  are  assessed  and 
don't  have  to  pay  becomes  a  voluntary  contribution 
and  is  not  deductible  as  business  expense,  but  if  you 
make  this  a  requirement,  I  say  that  the  chances  are 
that  the  government  will  never  look  at  it,  never 
question  the  deduction  from  your  returns. 

DR.  REYNOLDS:  My  question  is  this.  Say  this  cost 
$750,000.  Suppose  in  five  years  this  building  is  paid 
for;  what  happens  to  the  monies  that  the  new  member 
pays  when  he  comes  in? 

DR.  ROSS:  That's  the  thing  Dr.  Stuckey  raised— 

DR.  REYNOLDS:  This  goes  into  a  general  fund? 

DR.  ROSS:  We  wouldn't  have  to  raise  the  dues. 

DR.  STYRON:  This  is  not  going  to  be  a  great  amount 
of  money  because  the  new  members  coming  in  are  not 
themselves  great  in  numbers.  It  will  be  a  relatively 
small  amount. 

DR.  JONES:  About  how  many  new  members  per  year 
do  we  have? 

MR.  BARNES:  Something  between  100  to  110. 

DR.  STYRON:  Mr.  Blanchard  says  we  would  prob- 
ably not  lose  over  5  percent  of  the  membership  on 
this  sort  of  thing,  and  they  would  most  likely  come 
back  in,  and  if  they  do,  they  would  still  have  to  pay 
it. 

MR.  BDANCHARD:  lam  not  pledging  this  I  am  say- 
ing it  has  been  past  experience.  As  long  as  I  am  on 
my  feet,  may  I  point  out  that  in  partial  answer  to  the 
question  of  over-accumulation  of  funds,  don't  lose  sight 
of  the  fact  that  no  matter  how  economically  you  have 
operated  in  the  past,  it's  going  to  cost  more  to  operate 
in  the  new  building.  There  has  never  been  one  built  yet 
that  the  cost  of  operating  the  building,  even  though 
your  building  is  old  and  depreciation  is  high,  such 
simple  things  as  janitorial  service  in  the  new  build- 
ing cost  increased  outlay.  So  you  will  need  some  money 
coming  from  the  new  members  in  this  area  I  am 
sure. 

DR.  KOONCE:  The  American  College  of  Surgeons 
had  a  similar  experience  and  they  lost  less  than  5 
percent. 

DR.  JONES:  They  lost  less  than  one  percent  mem- 
bers. 

DR.  BENTON:  If  it's  more  simple  and  easy  to  sell, 
we  can  also  do  the  same  thing  by  forgetting  the  $25, 
forgetting  the  $70,  forgetting  the  $300  and  just  start  out 
for  new  dues  with  $120  and  have  the  same  deductible 
pay  now,  five-year  period.  Would  that  be  easier? 

DR.  SHAFFNER:  Yes,  if  it's  justified.  If  somebody 
presents  this  and  says  we  need  $25  for  new  personnel, 
and  we  need  some  more  money  to  build  a  building  the 
cheapest  we  can:  we'll  borrow  from  ourselves  and 
pay  for  it  ourselves  rather  than  borrowing  at  a  certain 
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interest  rate;  therefore,  we  recommend  that  there  be 
dues  at  $155  a  year  for  5  years  and  for  every  new 
member  who  comes  in  for  the  first  five  years  at  $155, 
then  it  reverts. 

DR.  KOONCE:  You  will  never  sell  it  at  that  because 
a  person  is  indoctrinated  to  the  fact  that  if  you  ever 
pass  legislation  you  can't  get  it  off  the  books,  and  they 
feel  it  will  always  be  there,  you  can't  sell  that. 

DR.  TILGHMAN  HERRING:  If  we  were  to  raise  the 
dues  to  $110  which  is  an  additional  $15  over  the  $25  with 
a  few  gimmicks,  our  present  dues  income  is  about 
$235,000  with  the  present  membership.  That  has  already 
been  collected  this  year,  and  by  raising  to  $110  we  would 
up  this  to  $368,000  on  the  same  number  of  members. 
Our  expenses  are  going  up;  our  budget  this  year  was  in 
the  red  $10,000.  Whether  the  actual  experience  will  be  in 
the  red  or  not  we  don't  know  yet,  but  so  far  I  believe 
it  is  not.  We  have  talked  about  hiring  a  field  man  for 
$18,000  which  means  $25,000  more  annual  expense. 

We  have  a  couple  of  one-shot  expense  which  are  not 
in  the  budget.  One  is  $18,000  for  the  feasibility  study. 
Another  is  $20,000  for  survey  of  the  office  operation. 
All  of  these  items  add  up  to  $66,000.  Now,  we  have  got 
something  like  $100,000  in  the  bank  which  is  not  com- 
mitted. We  have  got  a  piece  of  property  on  the  high- 
way which  is  worth  $170,000,  Jim  tells  me,  whether  we 
could  get  more  or  less,  we  have  had  an  offer  of  that 
much. 
DR.  BENTON:  That's  less  than  we  could  get. 
DR.    WELTON:    Less   income   tax   on   the  property, 
capital  gains. 
MR.  ANDERSON:  That  may  not  apply. 
DR.  WELTON:    Don't  figure  on  getting  out;   figure 
on  paying. 

DR.  HERRING:  That  would  give  us  $265,000  if  we  got 
out  of  the  tax. 

If  we  could  sell  the  membership,  get  a  thousand 
people  reasonably  affluent  and  interested  in  the 
Society,  and  persuade  them  to  pre-pay  five  years' 
dues,  $110,000,  give  them  7  percent  interest  on  this 
five  years'  dues,  7  percent  on  the  1970  dues,  14  per- 
cent on  the  1971  dues,  etc.,  which  means  they  would 
pay  $473,000  instead  of  $550,000,  this  would  give  us 
in  cash  the  first  of  January  $473,000  of  pre-paid  dues 
and  $265,000,  $100,000  from  the  bank  income,  $165,000 
if  we  sold  the  property,  that  would  give  us  $738,000  in 
cash  to  build  a  building  in  January  of  this  year.  Our 
income  obviously  is  going  to  drop  sharply  if  these 
men  pre-pay  their  dues  they  will  not  pay  them  in 
the  next  five  years.  The  total  pre-payment  would 
amount  to  $110,000  a  year  figuring  a  thousand 
people  paying  $110  a  year.  From  the  $368,500  anti- 
cipated dues  income  annually,  that  leaves  $258,500  in 
1970,  1971,  etc.  If  we  add  to  our  present  dues  the 
$18,000  for  the  field  man,  $10,000  that  we  are  in  the 
red,  we  come  up  with  $263,000  expenses  which  puts 
us  $5,000  in  the  red  for  the  next  five  years  without 
making  any  special  dues  for  the  building.  This  is  just 
an  increase  to  $110.  By  five  or  10  years  when  this 
increase  would  again  be  available,  I  think  probably 
somebody  will  have  found  some  reason  to  increase 


the  dues  again  anyway,  and  that  would  save  doing 

it. 

DR.  KOONCE:  If  that  complicated  affair  goes  to  the 
House  of  Delegates,  we  are  going  to  have  a  recessed 
meeting  tomorrow;  we'll  never  get  through  today. 

DR.  BENTON:  Nobody  can  keep  all  those  things  in 
their  mind. 

DR.  HERRING:  What  I  am  saying  basically  is  in- 
crease the  dues  to  $110  per  year  and  persuade  1,000 
members  to — 

DR.  BENTON:  Will  have  to  borrow  money  with  your 
plan?  We  want  to  get  away  from  borrowing. 

DR.  WELTON:  You  gave  us  the  percentage  each  year, 
but  give  us  the  round,  full  figures. 

DR.  HERRING:  The  difference  between  $550  and 
$475.  A  man  would  pay  $475  dues  in  January,  1969,  and 
he'd  have  no  dues  for  the  next  four  years. 

DR.  KOONCE:  You  will  never  explain  it  to  the 
House  of  Delegates. 

DR.  GLASSON:  I'd  like  to  mention  one  thing  con- 
sidered in  the  Reference  Committee  on  this  matter  and 
that  is  that  at  the  last  meeting  of  the  Executive  Coun- 
cil we  passed  a  recommendation  for  the  House  of  Dele- 
gates, enabling  motions,  with  regard  to  the  building, 
and  the  Building  Committee  went  away  from  here  with 
the  idea  that  they  were  about  ready  to  be  authorized  to 
borrow  $750,000,  and  have  they  been  consulted  in  these 
new  plans? 

DR.  ROSS:  They  have  to  come  back  before  they 
can  borrow  anything. 

DR.  WELTON:  The  House  has  not  passed  that  yet. 

DR.  .GLASSON:  I  don't  want  us  to  go  off  in  two  dif- 
ferent directions,  the  Building  Committee  in  one  direc- 
tion and  the  Finance  Committee  in  another. 

DR.  BENTON:  They  don't  give  a  damn— all  they 
want  is  the  money.  We  would  have  had  them  in  but 
they  are  not  here,  one  member  was  and  he  was  with 
us,  Marvin  Lymberis;  can  you  conceive  of  the  Building 
Committee  turning  down  the  money  we  give  them?  The 
idea  here  is,  and  this  completes  my  report.  We  are 
asked  to  be  consulted,  so  we  got  ahead  of  the  game  to 
keep  from  making  an  extra  trip  and  giving  you 
an  opportunity  to  save  bringing  the  House  of  Delegates 
back  here.  This  is  what  we  recommend,  and  as  far  as  I 
am  concerned,  that  ends  my  report,  and  I'd  like  for  you 
to  take  action. 

DR.  GARRARD:  Will  you  present  it  verbally? 

DR.  BENTON:  I  will  if  you  want  me  to.  If  it's  pre- 
sented, it  will  have  to  be  clear. 

DR.  WELTON:  Get  the  figures  on  one  sheet  of  paper. 

PRESIDENT  ROSS:  I  think  the  important  thing  is 
that  the  members  of  this  group  who  have  had  more  ex- 
perience of  the  temper  and  climate  and  reaction  of  the 
House  of  Delegates,  to  give  it  in  the  most  palatable 
form  and  most  understandable  form  that  we  can.  I 
don't  know  how  many  alternatives  we  should  put  it  in: 
it  might  be  the  more  alternatives,  the  more  disagree- 
ment. 

DR.  KOONCE:  I  think  this  Executive  Council  should 
bring  in  one  direct  recommendation  and  have  it  in 
printing  so  each  member  of  the  House  of  Delegates  will 
have  it  when  he  goes  in,  to  be  passed  or  not,  and  as 
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Wayne  said,  if  they  can't  pass  it,  it  will  necessitate 
further  meetings,  and  possibly  a  called  meeting  of  the 
House. 

DR.  LYMBERIS:  I  had  intended  to  keep  quiet.  First 
of  all  I  think  the  Building  Committee  dues  assessment 
should  be  kept  completely  separate  from  the  operating 
fund  of  the  State  Society,  the  $70  and  the  $25  which 
we  hope  will  be  passed  should  not  be  confused,  and 
let's  don't  start  adding  figures  until  you  get  your  $95, 
and  then  you  can  say  to  your  delegates,  you  have  a 
$95  dues  which  is  for  the  operation  of  the  Headquarters 
Office  and  the  many  activities  of  this  State  Society. 
Now,  we  have  to  build  a  building,  and  how  are  we  go- 
ing to  get  some  money?  Let's  don't  confuse  the  two 
issues  because  we  need  the  $95  to  run  this  thing  from 
year  to  year,  and  it  has  nothing  to  do  with  this  build- 
ing. Now,  how  to  raise  this  money— we  discussed  this 
at  great  length.  There  are  many  avenues.  If  there 
were  doctors  or  personnel  who  had  the  time  and  the 
salesmanship  ability,  I  think  there  are  several  better 
avenues  of  raising  the  money,  but  we  don't  have  the 
time.  I  have  to  agree  with  Dr.  Benton  that  in  order 
to  get  the  money  the  quickest,  easiest  way  with  the 
help  available,  the  best  way  is  the  one-shot,  five-year 
assessment  of  a  due  to  get  the  money  in  hand.  To  those 
who  have  had  some  experience  in  financing,  I  can  tear 
the  thing  apart,  I  can  show  a  lot  of  defects,  but  nobody 
has  the  time  to  go  explain  to  3,400  members  all  of 
the  details  of  finance.  Now,  to  this  Council  I  would 
say  that  with  Dr.  Benton's  plan  we'd  have  some  money 
running  out  our  ears  in  a  few  years,  then  we  can 
cut  back  when  that  comes,  but  if  you  try  to  explain 
such  complicated  fiduciary  figures  to  the  House  of 
Delegates,  which  is  a  bit  paranoid  anyway  on  the  sub- 
ject of  money,  you  will  end  up  in  the  wildest  confusion 
that  ever  was,  but  with  personal  reservations  as  to 
this  being  the  absolute  most  efficient  way,  but  consid- 
ering who  I  have  to  deal  with,  I  would  say  keep 
the  $25  raise  and  the  $60  dues  separate. 

PRESIDENT  ROSS:  That's  Dr.  Glasson's  recom- 
mendation. 

DR.  LYMBERIS:  Second,  I  would  recommend  that 
we  accept  Dr.  Benton's  proposal  of  a  flat  $300  increase 
for  a  period  of  five  years,  and  Legal  Counsel  would 
have  to  pass  on  this.  It's  easier  to  explain  this  to  the 
delegates  as  a  compulsory  assessment  than  a  dues 
increase.  Now,  we  understand  from  Mr.  Anderson  we 
want  to  get  away  from  the  term  "assessment"  for 
tax  reasons,  but  if  it's  compulsory  we  avoid  any  tax 
liability  there? 

MR.  ANDERSON:   Yes,  I  think  so. 

DR.  LYMBERIS:  If  we  call  it  "assessment"  the 
membership  will  more  easily  understand  it.  When  you 
call  it  "dues"  you  create  the  fear  Dr.  Koonce  men- 
tioned that  once  dues  are  raised,  they  will  never  get 
back,  but  if  you  call  it  compulsory  assessment  and  by 
statute  it  ends  automatically  at  five  years  and  requires 
action  of  the  House  of  Delegates  to  do  anything  further. 
I  believe  this  would  be  easier  to  sell.  Now,  this  discount- 
ing business.  I  do  not  think  it's  particularly  attractive. 
In  the  first  place,  the  fellow  who  is  willing  to  pay  you 
$250,  he's  doing  it  to  help  you  out,  not  to  save  $50  be- 


cause if  he  can  pay  $250  right  off,  he's  not  interested  in 
saving  $50  over  a  period  of  five  years.  You  increase  the 
bookkeeping  activity  of  Headquarters  Staff,  really, 
when  you  have  to  visualize  3,400  bills,  that  Larkin  paid 
$250,  and  don't  forget  to  deduct  the  $60  assessment,  and 
Lymberis  didn't  pay  it,  so  it  has  to  be  added  there. 
Then,  of  course,  if  you  get  into  this  other  proposition, 
you've  got  to  buy  a  computer  and  hire  another  person 
to  operate  it.  So,  with  those  reservations,  my  recom- 
mendation is:  D  pass  the  $25  increase  in  dues,  2) 
Shove  it  off  the  agenda,  then  propose  a  $300  com- 
pulsory assessment  over  a  period  of  five  years  for  the 
construction  of  a  building  and  get  that  passed. 

DR.  KOONCE:  Payable  $60  a  year. 

DR.  LYMBERIS:  That's  right. 

PRESIDENT  ROSS:  It  simplifies  what  Dr.  Benton 
has  proposed. 

DR.  KOONCE:  The  Executive  Council  recommends 
to  the  House  of  Delegates  to  increase  the  annual  dues 
to  the  membership  by  an  amount  of  $60  per  year? 

DR.  LYMBERIS:  If  the  Council  would  agree  that  the 
reason  that  this  came  up  as  dues  rather  than  assess- 
ment, in  all  the  discussion  of  the  word  "assessment" 
everyone  put  a  voluntary  connotation,  and  if  it  was 
voluntary  it  would  not  be  deductible,  but  if  it's  com- 
pulsory, it  is  deductible.  I  believe  that  it's  easier  to 
keep  straight  in  the  minds  of  the  delegates  by  using 
the  term  "assessment"  rather  than  dues." 

PRESIDENT  ROSS:  I  agree  with  that. 

DR.  LYMBERIS:  You  will  just  have  passed,  hope- 
fully, a  dues  increase. 

DR.  KOONCE:  Doctors  don't  like  "compulsory,"  just 
say  that  there  will  be  an  assessment  and  when  it  is 
passed  it  becomes  compulsory  to  all  members. 

DR.  REYNOLDS:  With  the  word  "assessment"  can 
you  still  deduct  it? 

MR.  ANDERSON:  With  all  due  respect  to  the  selling 
idea  of  an  assessment,  I  would  recommend  that  the 
word  "assessment"  not  go  into  the  final  minutes,  what- 
ever you  call  it  on  the  floor.  The  Constitution  says  that 
the  Council  shall  recommend  an  assessment  to  the 
House  of  Delegates  which  shall  become  the  annual 
dues,  so  our  own  Constitution  uses  the  word  "assess- 
ment" and  "dues"  almost  synonymously,  but  still  I 
would  like  to  word  the  actual  formal  resolution  as  an 
increase  in  dues  for  the  record. 

DR.  STUCKEY:  What  about  a  supplement? 

MR.  ANDERSON:  It's  an  additional  sum— reassess- 
ment for  dues. 

DR.  REYNOLDS:  Can  you  call  it  a  building  assess- 
ment? 

MR.  ANDERSON:  Let's  call  it  an  increase  in  the 
amount  you  have  to  pay. 

DR.  REYNOLDS:  If  it  does  pass,  and  you  send  these 
bills  out — 

MR.  ANDERSON:  Just  include  it  in  the  dues  you  are 
going  to  ask  them  to  vote  on  themselves,  a  payment 
each  year  for  5  years,  no  matter  what  you  call  it.  If 
I  were  left  to  write  up  the  minutes,  I  would  write  it 
up  in  the  form  of  dues  as  a  legal  proposition.  How  you 
discuss  it  on  the  floor  and  put  it  over  is  one  thing.  If 
you  would  be  permitted  to  edit  the  discussion  of  the 
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formal  resolution,  I  would  be  glad  to  try  to  do  so  to 
avoid  any  legal  pitfalls. 

DR.  KOONCE:  If  it  is  passed  as  an  assessment  you 
cannot  correct  those  minutes. 

MR.  ANDERSON:  I  would  urge  that  the  wording  of 
the  resolution  not  include  the  word  "assessment." 

DR.  GLASSON:  Rather  could  you  hyphenate  it  and 
call  it  dues-assessment? 

DR.  WELTON:  No,  read  that  provision,  John. 

MR.  ANDERSON:  All  the  dues  are  assessments. 

DR.  ROSS:  Dr.  Benton  you  have  got  to  figure  $250. 

DR.  BENTON:  That  was  if  you  pay  in  advance. 

DR.  BENTON:  We  might  need  more  next  year  than 
5  years  from  now. 

MR.  ANDERSON:  Let's  say  we  assess  ourselves  an 
additional  amount  and  add  it  on  to  our  dues. 

DR.  LYMBERIS:  That's  good  for  a  talking  point  so 
that  it  will  keep  straight  in  their  minds  that  it  is  a 
limited  dues  increase  as  opposed  to  permanent  dues, 
and  it's  a  matter  of  semantics,  so  they  don't  get  con- 
fused.. 

MR.  ANDERSON:  But  keep  the  formal  worded  reso- 
lution that  assess  an  amount  as  shall  become  dues. 

DR.  LYMBERIS:  Any  way  so  it's  kept  separate  in 
their  minds  from  the  $95. 

DR.  BENTON:  It  won't,  because  that's  coming  sep- 
arate, that  will  already  be  settled. 

DR.  KERNODLE:  I  want  to  ask  John  a  question. 
Did  you  contact  the  IRS  boys  regarding  calling  it  build- 
ing dues? 

MR.  ANDERSON:  Yes,  the  Executive  Secretary  (Flor- 
ida) had  no  idea  what  I  was  talking  about,  whether  it 
was  tax-deductible  or  not.  Their  lawyer  said  he  had 
never  been  asked  a  question  and  he  had  never  heard 
any  question  being  raised. 

DR.  KERNODLE:  I  got  here  late,  but  I  think  one  of 
the  most  important  points  is  you  are  going  to  need  cash 
early  and  if  you  give  a  deductible  provision  in  there, 
you  will  get  more  cash  in  and  save  that  6  or  7  percent 
interest  rate. 

DR.  KOONCE:  You  will  lose  that  interest  rate  by 
having  to  hire  extra  personnel  to  manage  it. 

DR.  BENTON:  We  have  gone  through  all  that,  and  it's 
built  in.  We  can  get  a  short-term  and  it  will  pay— don't 
muddy  the  waters,  please,  sir. 

DR.  ROMM:  I  don't  see  why  that's  pertinent;  we 
are  taking  care  of  that  by  the  extra  $50  above  the  $200. 
I  think  Lymberis  has  kept  it  simple  and  it  will  go 
over.  If  we  present  too  many  figures,  it's  going  to  justi- 
fy confusion. 

DR.  REYNOLDS:  I  see  no  harm  in  assessing  and  giv- 
ing you  the  right  of  paying  over  5  years  if  you  want 
to.  If  you  want  to  get  it  through  at  one  time  by  paying 
$250  and  save  $50,  it's  all  right,  plus  the  fact  you  will 
get  that  much  money  to  begin  with. 

DR.  JONES:  Physicians  are  accused  of  being  poor 
business  men,  but  actually  I  don't  think  a  great  many 
of  us  are.  I  personally  would  like  to  see  the  $50  dis- 
count. I  think  if  it  was  given  to  me  I  would  write  the 
check  for  $250  right  now.  Point  2,  you  might  lose  5 
years  of  mine  or  someone  else's  because  I  wasn't  here 

to  pay  my  annual  dues,  so  I  would  speak  in  favor  of 


the  possibility  of  a  discount. 

PRESIDENT  ROSS:  The  paragraph  we  are  discuss- 
ing was  that  all  members  shall  have  the  option  of  pay- 
ing $250  in  January  1969,  or  the  first  year  of  admission 
thereafter  in  pre-payment  for  the  foregoing  additional 
increase  in  dues,  and  the  viewpoints  are  pinpointed. 

DR.  KOONCE:  Jim,  the  counties  pay  the  dues  that 
are  collected  through  the  county  society? 

MR.  BARNES:  No,  the  State  Society  collects  it  direct- 
ly. 

PRESIDENT  ROSS:  We  are  getting  to  a  fundamental 
one  document  that  will  have  to  be  clarified  in  the  way 
of  wording.  It's  the  question  of  pre-payment  of  $250 
or  whether  we  should  say  an  increase  in  dues  or  a 
simple  "whatever  you  want"  of  $300. 

DR.  SUMMERLIN:  What  kind  of  deadline  would 
you  put  on  the  $250? 

DR.  WELTON:  The  month  of  January,  1969,  or  in  the 
first  year  of  admission  thereafter  in  pre-payment. 

DR.  GLASSON:  I'd  like  to  make  a  plea,  if  the  knowl- 
edgeable ones  here  can  work  it  out,  not  to  pass  this 
$25  dues  raise,  and  then  come  right  back  with  another 
motion  for  a  $60-a-year  dues  raise  and  call  it  that. 
I  think  this  will  meet  with  a  natural  human  revulsion, 
and  I  think  we  have  got  to  have  it  worded  an  assess- 
ment when  we  present  this  thing  because  there  is  going 
to  be,  we  have  just  passed  a  dues  raise.  Why  not  put 
it  in  with  the  first  motion? 

PRESIDENT  ROSS:  Now,  you  have  in  your  resolu- 
tion the  fact  that  you  are  anticipating  the  possibility 
of  an  additional  assessment. 

DR.  GLASSON:    I  am  just  talking  psychology  now. 

DR.  WELTON:  I  support  that.  I  think  Lymberis' 
report  and  Glasson's  are  right.  It  will  help  to  decrease 
confusion.  A  mental  image  of  dues  goes  on  forever. 

DR.  LYMBERIS:  May  I  make  one  further  comment 
before  a  motion  is  made?  Somehow  I  think  too  that 
within  this  motion  there  should  be  some  enabling  pro- 
cedure whereby  those  members  who  wish  to  make  a 
voluntary  contribution  to  this  fund  can  do  so  separate 
and  apart  from  this  compulsory  thing. 

DR.  BENTON:   Don't  muddy  the  water!! 

DR.  WELTON:  They  can  make  a  contribution,  as  I 
understand  it,  to  the  Foundation.  Anybody  can  make 
a  contribution  to  the  Foundation  any  time,  it's  tax- 
deductible.  The  Foundation  may  be  able  to  use  some 
money  for  certain  Society  needs,  which  will  relieve 
our  budget. 

DR.  KERNODLE:  That's  correct.  I  bring  up  one 
other  point.  If  you  leave  the  word  "assessment"  in,  the 
term  may  be  building  payment  and  you  don't  include 
assessments:  It's  not  dues  and  it  does  not  connote  dues. 

DR.  KOONCE:  If  assessment  is  such  a  nasty  word, 
why  is  it  in  the  Constitution? 

DR.  KERNODLE:  It's  not  nasty,  but  it's  a  word  you 
avoid  to  protect  yourself. 

MR.  ANDERSON:  The  Constitution  was  written  be- 
fore tax  regulations  were  written,  actuaDy,  and  there  is 
a  different  connotation  in  the  use  of  the  word. 

DR.  GLASSON:  An  assessment  passed  by  the  mem- 
bership through  the  House  of  Delegates  is  compulsory, 
is  it  not? 
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MR.  ANDERSON:  Yes. 

DR.  KOONCE:  Yes,  it  is. 

DR.  GLASSON:  Is  compulsory  assessment  tax-de- 
ductible? 

MR.  ANDERSON:  Yes,  but  for  semantics,  I  would 
like  to  avoid  the  use  of  the  word  "assessment"  as  much 
as  we  can,  but  if  that  is  a  stumbling  block  to  selling 
the  thing— 

DR.  GLASSON:  If  it's  assessment  and  we  pass  it, 
it's  law,   it's  compulsory,   it's  not  voluntary. 

DR.  SUMMERLIN:  Seems  it  would  make  it  clearer 
if  the  assessment  were  modified  by  saying  it  is  a  5-year 
assessment. 

PRESIDENT  ROSS:  Are  we  ready  for  a  motion  for 
formal  discussion? 

DR.  REYNOLDS:  Wayne,  read  it  again: 

DR.  BENTON:  This  is  the  way  it  should  be: 

The  Executive  Council  recommends  that  the  House 
of  Delegates  increase  the  annual  dues  of  the  mem- 
bership of  the  Society  by  an  additional  amount  of 
$60.00  per  year  for  a  period  of  5  years  beginning 
with  the  year  1969  for  present  members,  and  begin- 
ning with  the  first  year  of  the  admission  of  members 
admitted  to  membership  after  1969.  All  members 
shall  have  the  option  of  paying  $250.00  in  January 
of  1969,  or  in  the  first  year  after  their  admission  to 
to  the  Society,  of  the  foregoing  increase  of  their 
dues. 

DR.  KOONCE:  Do  you  have  in  there  the  reason  for 
the  increase  of  dues? 

PRESIDENT  ROSS:  I  think  a  simple  statement 
like  this  would  do  what  John  Glasson  thinks  we  need.  I 
think  that's  all  that's  necessary  to  have  an  assessment 
of  $300.00  instead  of  $250.00. 

DR.  SHAFFNER:  Dr.  Koonce's  point  is  that  some- 
where in  the  motion  there  ought  to  be  some  reason 
for  the  5-year  increase  in  dues  written  in  the  resolu- 
tion, and  I  agree.  You  are  already  voting  on  $25  before 
that,  but  it  ought  to  be  in  the  resolution  as  to  why 
you  did  it  for  5  years. 

DR.  BENTON:  John  just  gave  me  that. 

MR.  ANDERSON:  Just  add  amendment  to  it  "to  be 
used  for  the  purpose  of  constructing  and  maintaining  a 
headquarters  facility." 

DR.  STUCKEY:  May  I  ask  a  question?  According  to 
this  resolution  we  have  a  chance  to  discount  only  the 
first  year,  is  that  right? 

DR.   BENTON:   Yes. 

DR.  STUCKEY:  I  never  did  hear  Mr.  Barnes  say 
how  much  trouble  it  would  be  in  bookkeeping. 

DR.  JONES:  I  just  asked  Mr..  Barnes  that  question. 
There  was  a  question  brought  up  on  the  floor  as  to  how 
much  bookkeeping  would  be  involved.  It  simply  means 
to  flag  each  card,  which  means  don't  bill  this  guy  for 
more  than  the  $95.00— that's  what  it  amounts  to. 

PRESIDENT  ROSS:  As  I  understand  it,  the  resolu- 
tion as  presented  here  has  some  things  in  it  that  some 
people  do  not  like — the  $250  and  in  lieu  of  dues,  and  the 
other  things  was  a  bald  statement  that  it  was  an  as- 
sessment of  $300.00.  As  I  see  it,  if  that  is  used,  all 
we  have  to  say  is  that  there  will  be  an  assessment  for 


the  purpose  of  constructing  and  maintaining  a  build- 
ing. That's  what  it  is,  but  dressed  up  a  little. 

DR.  KOONCE:  To  get  it  on  the  floor,  I  make  a  motion 
that  the  recommendation  from  the  Finance  Committee 
as  amended  be  accepted. 

DR.   WELTON:    I  second. 

DR.  KOONCE:  Dr.  Benton,  will  you  read  it  once 
more  as  it  is  amended? 

DR.  BENTON:  The  Executive  Council  recommends 
that  the  House  of  Delegates  increase  the  annual  dues 
of  the  membership  of  the  Society  by  an  additional 
amount  of  $60.00  per  year  for  a  period  of  5  years 
beginning  with  the  year  1969  for  the  present  members, 
and  beginning  with  the  first  year  of  admission  of 
members  admitted  to  membership  after  1969.  All  mem- 
bers shall  have  the  option  of  paying  $250.00  in  January 
of  1969,  or  in  the  first  year  of  their  admission  there- 
after in  pre-payment  for  the  foregoing  additional  in- 
crease in  dues,  these  monies  to  be  used  for  the  purpose 
of  constructing  and  maintaining  headquarters  facili- 
ties. 

DR.  GLASSON:  I'd  like  to  have  a  brief  discussion.  Dr. 
Benton  said  if  this  is  presented  and  defeated  no  harm 
is  done.  I  am  not  completely  convinced  of  this.  I  think, 
as  has  been  well  expressed,  those  of  us  interested  agree 
completely  with  the  plan.  The  3,000  members  of  this 
Society  are  in  large  part,  as  has  been  also  expressed, 
not  tuned  in  to  the  problems  of  the  Society  or  the 
need  for  headquarters  building,  and  I  think  what  is 
needed  is  a  large  communication  job  with  the  Society 
explaining  the  need  for  a  headquarters  building  and 
the  plans  for  meeting  this  need.  And  I  would  like  the 
members  of  this  Council  to  consider  whether  the  selling 
job  should  be  done  before  the  thing  is  turned  down, 
or  whether  we  should  risk  turning  it  down  and  then 
trying  to  do  the  selling  job  and  bringing  it  back  again. 
I  don't  know  the  answer. 

PRESIDENT  ROSS:  I  don't  either,  Dr.  Glasson,  be- 
cause when  we  bought  the  land,  we  had  a  beautiful 
brochure,  it  has  been  discussed  at  every  meeting  and 
short  of  tree-finding  I  don't  know  any  way  you  can 
get  it— I  don't  say  that  facetiously— but  I  am  com- 
pletely in  agreement  with  you  that  it  is  incomprehen- 
sible to  a  great  many  people  in  our  society  and  I  think 
the  selling,  like  any  legislation,  should  be  done  be- 
forehand rather  than  after.  But  at  this  point  we  have 
a  lot  of  difficulty  getting  around  this  thing. 

DR.  LYMBERIS:  First,  since  I  raised  a  very  minor 
objection  to  deductibility,  I'd  like  to  withdraw  it  be- 
cause if  Mr.  Barnes  says  it's  no  trouble  I  agree  totally. 
Next  point,  I  still  think  if  I  were  trying  to  sell  this 
to  the  House  of  Delegates  it  would  certainly  be  easier 
to  call  this  a  building  assessment  than  an  increase  in 
dues.  I  believe  we  will  trip  over  our  feet  on  these 
semantics,  and  however  counsel  will  want  to  word  that, 
but  if  we  can  get  away  from  increase  in  dues  because  it 
does  seem  redundant  to  have  just  voted  an  increase  in 
dues  and  come  back  with  another  motion  to  an  increase 
in  dues,  and  we  are  going  to  trip  on  it.  The  other  very 
technical  point  I  raise  is  the  wording  of  the  new  mem- 
bers after  1969.  This  leaves  a  void  of  11  months  when 
members  coming  in  would  not  be  covered. 
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DR.  STUCKEY:  It's  18  months. 

DR.  LYMBERIS:  If  that  wording  could  be  changed 
to  insure  what  I  know  the  intent  is  in  this  particular— 

DR.  CUTCHIN:  That  was  going  to  be  my  question. 
What  is  happening-  to  the  guy  who  becomes  a  new 
member  in  March  of  1969? 

DR.  BENTON:  You  said  present  members  beginning 
in  1969— 

DR.  CUTCHIN:  Well,  new  members— 

DR.  BENTON:  I  see  what  you  mean,  we  will  change 
it.  Anybody  who  is  coming  in  is  going  to  pay  in  1969. 

DR.  SHAFFNER:  You  better  get  it  in  now  and  make 
it  clear  because  they  will  all  misinterpret  it. 

DR.  WELTON:  Dr.  Glasson  has  some  good  points. 
We  have  three  groups.  We  have  those  who  are  involved 
in  this  operation,  and  we  are  aware  of  the  need  for 
this  building.  The  second  group  is  partly  involved  and 
interested  and  go  along.  A  third  group  may  not  be  in- 
terested at  all  and  will  resist  all  of  this.  Their  elected 
representatives  are  in  the  House.  Those  represnta- 
tives  may  legally  vote  for  them.  Now,  it  has  taken  us 
80  years  to  get  this  far.  It  may  take  us  ten  years 
to  get  a  good  selling  campaign  done:  so  it  seems  to 
me  we  have  a  choice  of  this.  If  we  want  a  building, 
let's  lay  it  on  the  line  now.  If  they  don't  want  to  lay 
it  on  the  line,  there  won't  be  any  building. 

DR.  REYNOLDS:  May  I  ask  Mr.  Anderson  a  ques- 
tion? John,  if  IRS  comes  back  at  us,  if  we  call  it  a 
building  assessment  and  it  is  not  deductible,  if  it  is 
taxed,  how  much  would  it  cost  us? 

MR.  ANDERSON:  It  would  cost  you  the  tax  in  your 
bracket  on  $60  a  year.  You  should  eliminate  the  deduc- 
tion like  you  would  gas  or  whatever.  Still,  I  would  ad- 
vise you  to  take  it  as  deductible. 

DR.  REYNOLDS:  The  first  man  gets  up  to  explain 
the  reason  it  is  called  dues  and  not  assessment  and  for 
that  purpose  you  are  talking  about  a  building  assess- 
ment so  you  can  deduct  it,  and  if  you  explain  that,  it 
should  be  understandable. 

DR.  KOONCE:  I  am  interested  in  my  protection 
again!  Who  is  going  to  present  this? 

PRESIDENT  ROSS:  I  suppose  I  will,  and  I  would 
have  have  to  present  it  to  you  as  the  Speaker  of  the 
House  of  Delegates. 

DR.  KOONCE:  At  my  request,  when  you  present  that, 
will  you  not  make  a  motion  but  call  on  somebody,  or 
yourself,  explain  it,  and  then  let  the  motion  come  from 
the  floor  would  be  wiser.  If  you  just  say  it  is  recom- 
mended by  the  Executive  Council  and  I  move  its  adop- 
tion, you  are  not  going  to  have  anybody  who  has  a 
chance  to  explain. 

PRESIDENT  ROSS:  I  will  ask  someone  to  explain 
and  then— 

DR.  KOONCE:  Then  either  of  you  get  up  and  make  a 
motion,  but  let's  have  it  explained  before  the  motion 
is  made. 

PRESIDENT  ROSS:  Do  we  have  the  composite  of  all 
human  knowledge  and  wisdom  among  us  who  can  ex- 
plain this? 

DR.  BENTON:  Not  to  the  satisfaction  of  every- 
body. 

DR.  JONES:  In  this  explanation  there  may  be  some 


words  used  that  might  not  be  too  wise  to  have  on 
tape. 

DR.  BENTON:  John  said  he  was  going  to  edit  this. 

MR.  ANDERSON:   I  offered  to. 

DR.  KOONCE:  As  soon  as  you  get  through  with  the 
recommendation,  announce  that  the  recommendation 
has  been  passed,  call  on  Marvin  Lymberis  who  I  think 
is  very  good  with  words  and  very  persuasive  and  let 
him  explain  it  and  then  you  immediately  say  "I  move 
the  adoption." 

PRESIDENT  ROSS:  We  will  ask  Dr.  Lymberis  to 
compromise  his  conscience  a  bit. 

DR.  BENTON:  Can  we  put  a  time  limit  on  his  talk. 

PRESIDENT  ROSS:  No. 

DR.  GLASSON:  Between  now  and  then  we  will  all  tell 
him  what  to  say. 

DR.  KOONCE:  I'd  like  to  tell  Dr.  Benton  that  I  am 
pretty  good  at  that! 

PRESIDENT  ROSS:  If  there  is  no  more  discussion 
are  you  ready  for  the  question?  All  in  favor  of  the 
resolution  say  "aye."  All  opposed  say  "no."  Let  the 
record  show  that  it  carried  unanimously. 

DR.  SHAFFNER:  In  this  report  of  the  Resolution 
Committee  which  will  increase  the  dues  by  $25,  are 
you  then  going  to  say  that  you  ask  for  an  additional 
increase  in  dues  for  5  years  by  enough  to  take  care 
of  paying  for  the  building  before  anything  comes  for 
action? 

DR.  GLASSON:  This  then  is  another  matter.  That 
is  a  different  motion.  Reference  Committee  No.  1 
recommends  to  the  HOUSE  OF  DELEGATES  an  in- 
crease of  annual  dues  of  $25.00. 

DR.  KOONCE:  No.  The  last  one  concerning  the  build- 
ing. 

DR.  GLASSON:  Motion  C  (No.  3)  of  the  Executive 
Council  action,  reads:  "I  move  that  this  Council 
recommend  to  the  House  of  Delegates  that  the  Society 
be  authorized  to  borrow  a  sum  of  money  not  to  exceed 
$750,000  for  the  purpose  of  constructing  a  headquarters 
building  upon  such  terms  and  conditions  and  amount 
as  may  be  approved  by  the  Executive  Council."  He, 
as  Reference  Chairman  reads  that  and  then  recom- 
mends its  adoption  by  the  House  of  Delegates  with 
the  following  amendment  and  addition:  namely,  "that 
the  Finance  Committee  of  the  Society  after  consulta- 
tion with  Committee  on  Headquarters  Facility,  be  re- 
quested and  authorized  to  investigate  and  recom- 
mend to  the  Executive  Council  methods  or  means  for 
obtaining  the  funds  necessary  for  the  construction  of 
a  headquarters  building." 

DR.  KOONCE:  And  that's  not  conflicting  with  this 
proposed  added  financing. 

DR.  SHAFFNER:  My  point  is  this.  Somewhere  don't 
you  feel,  that  before  even  his  recommendation  that 
we  increase  the  dues  by  $25,  that  somewhere  the  dele- 
gates be  given  a  preview  of  what's  coming  up  so  that 
when  they  get  the  $25  dues  increase  they  already 
know  that  after  this  is  going  to  come  a  recommenda- 
tion for  supporting  a  buildng.  Now,  if  the  Executive 
Council  can  report  to  the  House  of  Delegates  that  be- 
cause of  actions  of  the  Reference  Committee  the 
Council  has  met  and  wishes  to  draw  to  the  attention 
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of  the  House  of  Delegates  that  there  are  two  or  three 
items  that  have  to  do  with  dues  coming  up  and  that 
there  will  be  one  increase  in  dues  to  run  the  Society 
and  another  increase  in  dues  temporarily  to  build  a 
headquarters  facility.  If  the  Council  can  report  this 
to  them,  they  will  have  some  preview. 

PRESIDENT  ROSS:  I  think  that's  right,  and  that's 
why  I  asked  him  to  read  that  back  to  get  a  sequence 
of  events. 

DR.  LYMBERIS:  I  fear  this  action  greatly  because  if 
I  had  to  take  a  choice  of  which  of  these  resolutions 
would  pass,  I'd  rather  see  the  $25  dues  for  the  opera- 
tion of  current  problems  and  forget  a  building,  and 
if  we  lump  them  together,  you  will  kill  your  $25  raise 
in  dues  and  you  may  get  your  building,  so  I  must  ex- 
press that  fear  to  you  and  urge  you  not  to  do  that. 
What  I'd  like  to  see,  if  it's  legal,  is  in  view  of  dis- 
cussion subsequent  to  Reference  Committee's  report, 
if  they  could  get  together  and  maybe  abridge  that  a 
little,  which  is  their  legal  right  to  do.  because  as  this 
comes  out,  it  authorizes  study.  Well,  we  have  already 
done  the  study,  so  if  he  could  change  his  recommenda- 
tion to  say  that  the  Reference  Committee,  in  essence, 
reports  that  on  the  resolution  approved,  that  the  Fi- 
nance Committee  working  with  the  Executive  Council 
and  the  Building  Committee  shall  be  authorized  to 
study  methods  of  financing  the  proposed  building.  Then 
the  President  of  this  organization  can  come  forth  and 
say  that  subsequent  to  the  report  of  the  Reference 
Committee,  the  Finance  Committee,  representatives 
from  the  Building  Committee  and  Executive  Council 
have  met  and  offer  this  proposition  of  financing  it.  In 
other  words,  it's  immediate  action  upon  Reference 
Committee's  report;  then  I  think  we'd  have  a  little 
better  chance.  That  would  call  for  some  change  in 
Reference  Committee's  report  because  here  we  are 
going  to  be  asked  to  pass  on  reports  that  the  Finance 
Committee  will  study  and  consult,  and  we  have  already 
done  it;  so,  if  this  Committee  could  re-word  that  a 
little  bit,  then  the  President  could  report  that  we  have 
carried  out  their  wishes. 

PRESIDENT  ROSS:  He  could  anticipate  that  in  his 
report.  It  would  call  for  a  little  difference  in  wording, 
but  if  you  lump  it,  I  am  sure  as  I  stand  here,  and  the 
$300  together  you  will  lose  the  $25.00. 

DR.  KOONCE:  That  could  be  done  very  easily  if  you 
could  get  the  two  members  of  your  Committee  together 
and  say  that  due  to  several  meetings  the  Reference 
Committee  would  like  to  change  its  report  on  that 
matter  to  whatever  action  you  want  to  put  in. 

DR.  GLASSON:  This  report  has  been  printed  for  dis- 
tribution to  the  delegates. 

DR.  KOONCE:  You  have  it  right  before  you  to 
supplement  or  correct  as  you  read. 

PRESIDENT  ROSS:  This  particular  matter  would 
come  up  after  the  report  of  the  reference  committee? 

DR.  KOONCE:  He  could  ameliorate  his  report  to  the 
extent  that  they  recommend  that  the  Finance  Com- 
mittee and  Executive  Committee  meet— 

DR.  GLASSON:  If  this  thing  fails,  we  would  still 
want  the  Finance  Committee  and  Headquarters  Build- 


ing Committee  to  go  on  working  on  it,  so  why  worry 
about  the  change.  I  think  we  can  make  the  report,  as 
we  have  done  it,  and  then  whoever  presents  this  new 
motion  could  go  on  to  say  that  as  he  explained  it.  It 
would  not  be  material  to  bring  the  matter  up  right 
after  the  $25  dues  increase. 

PRESIDENT  ROSS:  I  think  we'd  better  leave  it  in 
the  order  that    it  is. 

DR.  KOONCE:  Your  Reference  Committee  report  has 
to  be  completed  first. 

DR.  GLASSON:  You  can  come  on  any  time  you 
want. 

DR.  WELTON:  I'd  like  to  point  out  one  thing,  if  you 
approve  that  you  are  approving  of  delegates  walking 
out  early,  and  we  don't  approve  of  that. 

DR.  REYNOLDS:  You  are  also  making  them  mad, 
because  you  present  this  smaller  increase  to  us  on  the 
one  hand  and  then  you  come  along  with  the  larger 
increase,  and  you  knew  it  all  along. 

DR.  WELTON:  If  you  had  stayed  until  the  meeting 
was  over  you  would  know! 

DR.  KOONCE:  It  will  not  be  on  the  agenda  which 
has  already  been  prepared. 

PRESIDENT  ROSS:  Financing  is  on  the  agenda. 

DR.  REYNOLDS:   I  disagree. 

DR.  SHAFFNER:  It  seems  that  the  Speaker  of  the 
House  owes  it  to  the  House  to  explain  to  them,  as  he 
meets,  that  there  are  important  things  that  have  come 
out  in  developments  and  several  of  them  have  to  do 
with  money  and  urge  them  to  stay  to  the  end,  or 
something  like  that. 

DR.  KOONCE:  I  will  be  glad  to  do  that. 

PRESIDENT  ROSS:  Just  say  that  an  additional  item 
has  arisen. 

DR.  KOONCE:  I  will  see  that  there  is  a  quorum 
present. 

DR.  ROMM:  I  think  we  are  putting  too  much  burden 
on  the  Speaker's  obligations.  I  think  we  have  an  ob- 
ligation to  inform  our  own  delegates. 

DR.  KOONCE:  I  appreciate  that.  This  is  not  a  secret 
meeting  today.  There  is  no  reason  why  we  should  go 
out  of  this  room  and  keep  our  mouths  shut  about  what 
is  coming  up.  Tell  the  people  forewarn  them. 

PRESIDENT  ROSS::  The  motion  was  made  and 
passed  unanimously.  I  will  be  willing  to  keep  the 
meeting  going  until  everyone  here  is  satisfied,  but  as 
I  understand  it  this  is  a  different  resolve  that  came 
up,  and  in  sequence  it  will  be  considered  as  such.  I 
am  in  sympathy  with  what  Dr.  Romm  says. 

DR.  BENTON:  May  I  urge  everybody  to  see  every 
delegate  to  make  sure  we  do  have  a  quorum.  Tell 
them  what's  coming  up  so  we  have  a  quorum,  because 
without  a  quorum  we  are  in  trouble. 

DR.  SUMMERLIN:  If  it  comes  to  a  roll  count,  I 
want  to  make  it  clear  whether  or  not  the  officers  of 
the  Society  have  a  bona  fide  vote  in  the  House  of 
Delegates. 

DR.   ROMM:    I  move  we  adjourn. 

DR.  BENTON.  Second  the  motion. 

ADJOURNMENT 
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MEDICAL  SOCIETY   OF   THE   STATE   OF 
NORTH  CAROLINA 

Annual  Meeting  of  the  House  of  Delegates 

Pinehurst,  North  Carolina 

Sunday  Afternoon  Session 

May  12,  1968 

The  first  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  North  Carolina  convened 
at  two-ten  o'clock  in  the  Cardinal  Ballroom  of  The 
Carolina  Hotel,  Pinehurst,  North  Carolina,  Dr.  Robert 
A.  Ross.  President  of  the  Society,  convening. 

PRESIDENT  ROSS:  The  meeting  will  now  come  to 
order. 

Our  friend  and  neighbor,  the  Reverend  Charles 
Lowry,  will  ask  invocation. 

(Whereupon  Dr.  Charles  Wesley  Lowry,  Minister  of 
The  Village  Chapel  of  Pinehurst,  delivered  invocation.! 

PRESIDENT  ROSS:  The  next  order  of  business  is 
the  report  of  the  Constitutional  Secretary. 

DR.  CHARLES  W.  STYRON  [Secretary  of  the  So- 
ciety]: 

I  have  no  specific  announcement  other  than  the 
yearly  report  in  the  publications. 

PRESIDENT  ROSS:  We'll  now  go  on  with  the  order 
of  business  of  the  House  of  Delegates  and  you  have 
the  agenda. 

But  before  I  relinquish  the  podium  to  Dr.  Koonce, 
who  is  the  Speaker,  I  do  want  to  express  my  gratitude 
to  the  members  of  our  Society,  and  friends  for  whom 
we  hold  the  memorial  service,  and  we  share  with 
them  their  loss  and  they  have  one  less  to  love  and  we 
have  one  less  to  love  us. 

Dr.  Donald  Koonce  is  Speaker  of  the  House  of  Dele- 
gates. 

Dr.  Koonce  will  take  over. 

DR.  DONALD  B.  KOONCE  [Speaker  of  the  House  of 
Delegates] : 

Now,  a  very  pleasant  duty  of  mine  is  to  introduce 
to  you  a  very  dear  friend  of  mine  and  yours  of  long 
standing,  to  bring  to  you  the  service  memoriam  for 
our  members  and  friends  who  have  departed  during 
the  past  year,  Dr.  Ben  Royal. 

DR.  BEN  F.  ROYAL:  Mr.  President,  Mr.  Speaker, 
Fellow  Members  of  the  Medical  Society  of  the  State  of 
North  Carolina,  Ladies  and  Gentlemen: 

It  was  a  life  long  ambition  of  Ben  Yehuda  to  com- 
pile the  first  complete  Hebrew  dictionary.  When  he 
died  in  1922,  he'd  reached  the  letter  "N". 

His  wife  was  heart-broken  at  his  passing,  but  she 
decided  to  take  over  where  he  left  off.  She  began  the 
task  to  define  every  single  word  in  Latin,  English, 
French  and  German. 

Thirty  years  later  at  the  age  of  77.  she  was  near 
enough  at  the  end  of  her  task  to  believe  that  she  could 
finish  it  by  the  time  she  was  80.  My  source  of  infor- 
mation did  not  give  the  rest  of  this  story. 

However,  the  point  was  made. 

That  is,  there  is  usually  an  unfinished  task  in  every 
life.  Some  of  us  get  to  the  letter  "N"  and  lay  down 
our  work.  Some  of  us  are  challenged  to  pick  it  up 
again,   to  pick   up  other   work,   and  still  others,   who 
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after  picking  it  up.  relinquish  it  to  others  for  comple- 
tion. 

Perhaps  even  then  it  is  passed  to  a  third  hand  and 
left  to  others  to  follow  through. 

It  seems  safe  to  say  that  no  one  whose  name  will 
appear  on  our  list  today  has  reached  the  final  letter 
in  his  alphabet,  or  in  the  alphabet  of  his  goal. 

I  feel  that  that  is  an  integral  part  of  the  kind  Provi- 
dence and  the  eternal  mercy  of  a  loving  God.  There  is 
always  a  brighter  star  calling  us  forward  and  on- 
ward. 

An  old  graveyard  surrounds  the  famous  Brewton 
parish  church  in  Williamsburg,  Virginia.  Among  the 
headstones  there  is  a  sundial  marking  the  last  place  of 
one,  John  A.  Barry. 

Around  the  face  of  that  sundial  are  these  words: 

A  shadow  fell  for  a  moment  upon  the  hour  that 
marked  his  passing,  then  passed  on  leaving  his  name 
and  memory  illuminated  by  the  eternal  sunshine. 

The  shadow  just  now  is  so  deep  because  of  the  leav- 
ing of  this  group  whose  names  have  been  called  so 
recently. 

There's  a  well  known  funeral  oration,  too,  which 
says: 

I  came  to  bury  Caesar,  not  to  praise  him. 

This,  my  friends,  is  not  a  funeration  oration.  We 
didn't  come  to  praise  or  to  bury.  This  is  a  remembering 
in  love  and  appreciation,  a  moment  in  which  to  ac- 
cept the  challenge  given  us  by  our  departed  colleagues 
and  to  assure  their  loved  ones  that  we  care. 

I  shall  read  the  list  of  those  departed  during  the  last 
year  and  when  I  have  finished  reading  the  list,  I'll  ask 
you  to  stand  a  moment  in  silent  remembrance,  for 
our  departed  friends. 

I  shall  now  read  you  this  list  as  given  to  me.  It's 
reasonably  up  to  date.  It  certainly  covers  the  full  year. 

There  are  sixty  odd  names  on  this  list. 

( Dr.  Royal  then  read  the  list  of  doctors  who  had  died 
during  the  year) 

May  we  stand  for  a  moment  of  silence. 

[Whereupon  the  entire  assemblage  then  stood  in 
respectful  silence  for  a  few  moments.] 

I  personally  should  like  to  offer  a  prayer. 

Almighty  God,  our  Father,  in  the  quiet  of  this  period, 
we  remember  before  Thee  those  who  mourn.  May  the 
joy  of  Thy  holy  spirit  attend  them,  as  Thy  healing  touch 
is  ever  reaching  out  in  compassion  to  make  the  world 
better  and  to  heal  the  ache  of  the  grief  of  those  left 
behind. 

Father,  we  are  mindful  of  the  grave  situation  of  our 
world  and  of  our  own  lack  of  wisdom.  Give  us  faith  to 
trust  in  Thee  for  guidance;  encourage  us  to  follow  Thy 
leadership. 

We  make  our  prayer  in  the  name  of  Jesus, 

Amen. 

You  may  be  seated. 

SPEAKER  OF  THE  HOUSE:  Our  rolls  have  been 
diminshed  by  the  loss  of  these  men,  but  the  memory 
of  them  to  us  will  never  be  diminished. 

DR.  CHARLES  B.  WILKERSON.  Jr.  [Chairman. 
Committee  on  Credentials] :  Mr.  Speaker,  are  you  ready 
for  the  report  of  the  Credentials  Committee? 


SPEAKER  OF  THE  HOUSE:  We'll  be  glad  to  have  it, 
sir. 

DR.  WILKERSON:  We  have  104  delegates  certified 
out  of  a  total  of  176  which  gives  you  a  quorum  to  do 
business. 

I  would  like  to  call  to  your  attention  that  we  have 
no  representative  from  Hyde  County,  Washington 
County  or  Halifax  County  this  year. 

SPEAKER  OF  THE  HOUSE:  Thank  you,  sir. 

DR.  WILKERSON:  This  should  be  called  to  your 
attention  according  to  the  Executive  Secretary. 

SPEAKER  OF  THE  HOUSE:  Yes,  we'll  turn  that 
over  to  the  Secretary. 

It  is  my  understanding  that  we  have  in  the  audience 
today  representaives  from  the  SAMA  three  Chapters 
that  we  have  in  our  State  and  we  now  recognize  them 
from  Bowman-Gray,  Duke  and  North  Carolina. 

Now,  It's  my  pleasure  to  introduce  to  you  the  Vice 
President  of  the  Student  American  Medical  Association, 
Mr.  Robert  Hamill,  who  will  pive  us  a  brief  message 
from  the  national  SAMA  organization. 

MR.  ROBERT  HAMILL  [Vice  President,  Student 
American  Medical  Association]:  Mr.  Speaker,  Members 
of  the  House  of  Delegates  of  the  Medical  Society  of  the 
State  of  North  Carolina,  and  Guests: 

It  is  my  pleasure  as  the  representative  of  National 
SAMA  to  address  you  today  informing  you  of  some 
of  the  activities  of  SAMA  and  also,  initially,  its  founda- 
tion. 

SAMA,  or  the  Student  American  Medical  Association, 
was  founded  in  December  of  1950.  Then,  and  since  then, 
the  southeastern  part  of  the  United  States  is  a  very 
significant  part  in  SAMA  for  it  was  initiated  by  a 
senior  medical  student  at  the  University  of  Virginia 
in  his  concern  about  interns  throughout  the  country 
who  were  striking  for  higher  wages.  You  might  say 
it  was  a  labor  union  to  begin  with,  but  since  then, 
we  hope  that  it  has  expanded  and  we  think  that  it  has 
expanded  to  a  very  fine  organization. 

This  past  year  at  our  national  convention,  which  was 
SAMA's  18th  consecutive  national  convention,  two 
members  of  the  new  executive  committee  will  be  from 
southeastern   United  States. 

The  new  President,  Mr.  C.  Clement  Lucas,  'a  native 
of  Wilson  County  i  is  from  the  University  of  North 
Carolina,  Chapel  Hill,  and  the  new  Vice  President  is 
from  Emory  University  in  Atlanta. 

National  SAMA.  or  SAMA  in  general,  is  set  up  in 
sort  of  three  sections. 

One.  the  national  organization:  two,  a  regional 
grouping:  and  three,  each  local  school  chapter. 

As  a  national  organization.  SAMA  has  three  national 
officers  and  regionally  is  divided  into  seven  regions,  of 
which  the  Southeastern  United  States  is  Region  I. 

I  thought  I  would  summarize  some  of  SAMA's  present 
activities,  then  go  on  to  its  future  aspirations.  Our 
activities  can  best  be  discussed  as  educational,  scien- 
tific, our  publications,  socio-economic,  service  pro- 
grams, liaison  as  a  general  grouping. 

As  far  as  educational  opportunities  are  concerned, 
at  our  annual  meeting  which  was  held  in  Detroit  in  this 
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past  session  we  had  63  medical  schools  represented. 

The  President  of  the  organization  has  the  opportunity 
to  invite  a  speaker  from  across  the  country. 

This  year  it  was  the  Surgeon-General  of  the  Public 
Health  Service,  Dr.  Stewart. 

Also,  at  our  national  convention,  there  are  many  lec- 
tures and  forums  in  paramedical  and  medical  fields 
and  this  past  year,  we  had  a  program  entitled,  "The 
Care  and  Feeding  of  Hippies",  which  was  quite  interest- 
ing, and  actually  quite  informative,  and  although  some 
people  reacted  with  some  quite  strong  emotions,  it 
was  quite  a  good  program. 

Also  SAMA  and  the  American  College  of  Pathology, 
and  SAMA,  carry  on  a  program  during  the  summer  and 
actually  through  the  school  year  where  students  inter- 
ested in  pathology  can  take  fellowships  with  pathologists 
across  the  country. 

The  American  Academy  of  General  Practice  and 
SAMA  also  has  a  similar  program  in  general  practice. 

SAMA-Sears  program  sponsors  externships  mostly 
in  general  practice  across  the  country. 

Along  scientific  lines,  SAMA  also  has  medical  ex- 
hibits like  those  located  outside  of  this  room.  In 
this  past  year,  the  Southeastern  United  States  con- 
tinued in  its  winning  ways  with  SAMA  with  a  fellow 
from  Duke  receiving  an  award  from  Squibb  of  an  ex- 
pense paid  trip  to  San  Francisco  at  the  AMA  National 
Convention,  to  present  his  exhibit. 

We've  also  joined  with  the  University  of  Texas  Medi- 
cal Branch  at  Galveston,  sponsoring  a  presentation  of 
papers  each  year  and  up  until  now  it  has  been  known 
as  the  Galveston  Symposium,  which  many  of  you 
may  know  by  that  name,  and  now  it  is  called  SAMA 
University  of  Texas  Medical  Branch  Symposium. 

In  its  publications,  SAMA  publishes  a  "New  Physi- 
cian" and  has  been  doing  so  since  1952.  We,  as  students, 
have  criticized  our  journal  quite  often  and  in  my  later 
remarks  I  hope  to  mention  some  of  the  innovations 
we'll  have  in  our  journal. 

SAMA  last  year  published  in  its  journal  a  list  of 
all  hospitals  in  the  United  States  which  had  extern- 
ships  available  for  medical  students  across  the  coun- 
try. 

SAMA  has  also  participated  in  the  National  Intern- 
ship Matching  Program,  now  the  National  Internship 
Residency  Matching  Program,  and  this  year  at  its 
House  of  Delegates  went  on  record  and  hopes  to  ini- 
tiate further  expansion  of  the  residency  matching  pro- 
gram and  thereby  alleviating  many  of  the  problems 
which  medical  students  and  hospitals  face. 

We  also,  through  the  gifts  of  Sears  Roebuck  Founda- 
tion, have  emergency  loan  funds  which  are  awarded 
yearly. 

One  to  each  school  in  the  seven  regions  of  the  United 
States  and  this  is  for  a  sum  of  $500,  which  is  adminis- 
tered by  the  administration  of  the  school  and  this  is  for 
students  who  get  in  a  pinch  for  money  and  each  school 
eventually  should  have  $500  available. 

As  far  as  service  programs,  each  year  in  August 
SAMA  hosts  a  Chapter  President's  Conference  where 
every  member  school  in  the  country  sends   a  repre- 


sentative to  Chicago  to  discuss  their  programs,  to 
discuss  their  ideas  on  many  facets  facing  students. 

Each  year  also  SAMA  gives  out  a  Golden  Apple 
Award,  nationally,  and  each  school  selects  a  profes- 
sor who,  to  them,  has  represented  their  ideal  type  of 
teacher  and  this  is  awarded. 

North  Carolina  was  very  fortunate  this  year.  Each 
year  each  region  gives  a  Chapter  of  the  Year  Award 
and  this  year,  Bowman-Gray  under  the  leadership  of 
Paul  Stagg,  was  the  recipient  of  this  award. 

As  far  as  our  liaison  is  concerned,  we  have  a  regis- 
tered liaison  of  26  or  27  organizations  across  the  coun- 
try. Unfortunately,  we're  not  really  active  with  that 
many  and  liaison  is  nice  to  talk  about. 

We  have  a  few  which  we're  very  proud  about  and 
we've  been  quite  active  with.  Among  them  is  the 
American  Academy  of  General  Practice,  the  American 
Medical  Association,  AM-PAC,  AAMC  and  CAMSI  which 
is  the  Canadian  Association  of  Medical  Students  and 
Interns. 

We're  also  very  fortunate  in  that  Sears  Foundation 
is  one  of  our  active  liaisons. 

SAMA  at  this  past  1968  national  convention  passed 
a  number  of  resolutions  which  we  think  are  very  im- 
portant and  we  hope  that  SAMA  will  be  able  to  carry 
them  on  in  the  future. 

Among  them  is  the  establishment  of  community 
health  programs. 

At  the  University  of  Kansas  this  past  year,  they 
have  initiated  what  they  call  a  multidisciplinary  ap- 
proach to  medical  problems  in  the  community  and  a 
fellow  there  is  extremely  energetic,  has  organized  a 
very  good  program  and  this  past  year,  we  were 
awarded  $39,000  from  the  American  Medical  Associa- 
tion to  establish  this  as  a  pilot  project  across  the  coun- 
try. 

We  hope  that  eventually  that  many  medical  schools 
across  the  country  will  develop  similar  programs  and 
this  summer  in  Winston-Salem,  a  couple  of  students 
from  Bowman-Gray  are  starting  a  very  small  program, 
the  local  OEO  and  we  hope  this  will  expand  also. 

Also,  in  Winston-Salem  the  Bowman-Gray  Chapter 
has  participated  in  a  community  education  program 
where  medical  students  in  the  third  and  fourth  year  go 
into  the  high  schools  and  discuss — for  this  past  year, 
most  of  it  was  centered  on  sex  education  and  venereal 
disease. 

SAMA  has  become  active  in  medical  education  with 
the  AAMC.  In  this  past  October,  in  New  York  City, 
we  established  a  study  program  with  them  and  over 
the  next  couple  of  years,  we  hope  to  permit  every 
school  across  the  country  to  have  curriculum  evalua- 
tion committees  wherein  students  can  play  a  signi- 
ficant role. 

We  have  rejoined  the  International  Federation  of 
Medical  Student  Associations  which  will  permit  SAMA 
members  to  participate  in  externships  across  the  coun- 
try. 

This  past  summer  we  sent  a  student  to  England  and 
across  through  Europe:  one  to  South  America  and  one 
to  Africa  to  explore  the  possibilities  of  setting  these 
programs  up. 
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One  student  had  a  rather  interesting  experience.  He 
was  in  South  America  when  Che  Guevera  was  shot. 
He  was  arrested  and  put  in  jail  because  he  could  speak 
Spanish  so  fluently  and  the  deans  had  an  interesting 
time  getting  him  out  of  South  America,  but  despite 
this,  we  think  we've  set  up  some  interesting  programs 
there. 

Also,  the  "New  Physician"  which  is  our  journal,  this 
year  we  have  a  full  time  student  editor.  We  no  longer 
are  using  professional  people  in  the  field. 

We  hope  by  doing  so  this  will  stimulate  student 
opinion  in  student  topics  rather  than  trying  to  make 
our  journal  a  scientific  journal  which  it  really  can- 
not be. 

SAMA  has  also  initiated  an  intern  report  service 
where  we  hope  in  three  years  we'll  be  able  to  assist 
medical  students  across  the  country  in  selecting  their 
internship.  Since  it's  impossible  for  a  student  to  visit  all 
the  hospitals  he's  interested  in,  a  form  will  be  sent  to 
the  various  hospitals  across  the  country  and  when  a 
student  is  interested  in  a  certain  hospital,  he  will 
write  to  National  SAMA  and  SAMA  will  be  able  to  give 
a  print-out  form  for  the  past  three  years  on  every  in- 
tern that  attended  that  hospital  and  we  hope  that  this 
will  no  only  stimulate  medical  students  to  be  a  broader 
opinion  of  hospitals,  but  also  stimulate  hospitals. 

We  also  have  a  SAMA  Evaluation  Commission  which 
is  to  investigate  our  organization  and  Dr.  Amos  John- 
son from  Garland,  North  Carolina,  is  our  outside  ad- 
visor and  this  group  is  meeting-  approximately  four 
times  the  past  year  and  will  continue  to  meet  next 
year  and  make  its  report  to  our  1969  House  of  Dele- 
gates. 

Another  very  encouraging  program  is  with  Leland 
Doland  &  Associates  out  of  Pennsylvania.  These  are 
the  people  that  take  surveys  of  physicians  on  drugs 
or  certain  diseases  or  on  whatever  anyone  wants  a 
survey. 

Before,  I  think  they  used  to  pay  the  doctors  a  cer- 
tain fee.  Since  they  weren't  getting  what  they  thought 
was  a  good  response,  instead  of  asking  the  doctors 
if  they'd  like  the  money,  if  they  wouldn't  mind  if  they 
turned  it  over  to  the  Student  American  Medical  Asso- 
ciation and  this  has  really  done  a  very  successful  thing 
for  us. 

At  this  past  national  convention,  we  received  a 
check  for  $2500  from  them  and  this  will  also  be  set 
up  in  a  loan  fund  for  students  across  the  country. 

Students  in  American  universities  and  colleges  have 
of  late  become  active  in  a  lot  of  social  change.  This 
has  been  called  student  activism,  student  militancy, 
student  anarchy  and  just  plain  old  student  involvement. 

Medical  students  have  also  become  concerned  about 
not  only  the  medical  society,  but  society  in  general. 

Many  of  you  have  probably  heard  of  the  Student 
Health  Organization,  also  called  SHO  and  they  were 
reported  by  the  AMA  NEWS  in  February  about  their 
national  convention. 

This  group  was  formed  by  students  who  had  a  gen- 
eral concern  for  the  health  status  of  many  American 
communities.  They  have  been  active  mostly  in  Cali- 
fornia, Chicago  and  New  York  City,  and  although  they 


have  been  criticized  for  many  of  their  beliefs  and  their 
attitudes,  one  thing  is  for  sure  that  one  cannot  criticize 
them  for  their  concern. 

SAMA  also  has  been  concerned  of  late,  mainly  be- 
cause many  people  who  are  members  of  SHO  are  also 
members  of  SAMA  and  SAMA  has  learned  a  great 
deal  from  this  group  and  we  hope  to  become  active  in 
many  of  these  areas  that  I've  just  mentioned. 

In  closing,  SAMA  hopefully  is  providing  an  environ- 
ment in  which  students  of  medicine  can  become  ac- 
quainted with  organizations  and  thereby  have  their 
effect  on  the  medical  society  or  society  in  general. 

As  students  of  medicine,  we  actually  are  in  quite  a 
fortunate  position. 

We  do  not  carry  on  our  shoulders  the  responsibili- 
ties that  all  of  you  carry  and,  therefore,  we  sort  of 
criticize  and  proselytize  with  a  certain  amount  of 
impunity.  However,  we  nevertheless  feel  that  we  are 
a  part  and  a  significant  part  of  the  medical  society 
and  when  all  the  smoke  blows  over  from  all  our  com- 
ments and  you  take  us  with  a  little  grain  of  salt,  we 
hope  that  we'll  play  our  part  in  the  medical  profession 
well. 

Thank  you.  [Applause] 

SPEAKER  OF  THE  HOUSE:  Thank  you,  Mr.  Hamill. 

We've  known  for  a  long,  long  time  just  exactly  how 
important  the  students  of  medicine  have  been  to  us  for 
the  future  of  medicine.  I  think  these  boys  have  proven 
to  us  without  a  shadow  of  a  doubt  just  how  important 
they  are  and  just  how  able  they  are  to  take  over 
things  and  I  think  we  should  never  lose  sight  of  the 
fact  that  in  a  few  years,  they  will  be  sitting  here  instead 
of  us. 

I  feel  a  great  deal  of  confidence  from  those  that 
I've  seen  and  met  at  these  and  various  sundry  meetings: 
that  our  future  will  be  in  good  hands. 

I  would  like  now  to  officially  introduce  to  you  some- 
body who  needs  no  introduction  and  that  is  the  Vice 
Speaker,  Dr.  Robert  L.  Garrard. 

Dr.  Garrard!   [Applause] 

Now,  ladies  and  gentlemen,  the  next  item  gives 
me  a  great  deal  of  pleasure.  I've  never  known  just 
how  to  introduce  our  President. 

I  think  he's  one  of  the  most  beloved  men  in  the 
State  of  North  Carolina  in  medicine  and  in  any  other 
field,  so  without  any  further  ado,  I'd  like  to  introduce 
to  you  Dr.  Robert  A.  Ross,  President  of  the  Medical 
Society  of  the  State  of  North  Carolina  and  President- 
elect of  the  American  College  of  Obstetrics  and  Gyne- 
cology. 

[Whereupon  the  entire  assemblage  then  accorded 
President  Ross  a  standing  ovation.] 

PRESIDENT  ROSS:  Thank  you.  very  much. 

The  message  to  the  House  of  Delegates  will  be  very 
brief. 

It's  obvious  I  think  from  the  material  that  you  have 
in  your  hand  that  your  committees  have  done  their 
homework  and  this  year  has  been  a  year  of  en- 
joyment with  mixed  emotions. 

We  found  it  more  feasible  to  drive  25  miles  to  Ra- 
leigh to  be  with  the  pleasant  people  in  the  headquarters, 
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than  to  carry  on  the  gigantic  correspondence  which 
our  secretary  originates. 

But  on  every  visit  to  the  headquarters,  we  found  all 
their  spindles  turning  and  there  were  no  loose  pulleys. 
Everybody  was  working  and  I  do  commend  to  you  the 
endeavor  of  all  hands  in  this  office  from  the  girl  who 
cleans  up  and  sweeps  out  to  Jim  Barnes  who  also 
should  clean  up  and  sweep  out  some  of  his  corners! 
[Laughter] 

But  it's  obvious  that  he  also  swept  out  all  the  dusty 
corners  with  the  agenda  which  we  have  with  us  today! 
[Laughter] 

My  plea,  specifically  to  the  House  of  Delegates,  is 
to  carry  to  the  members  and  to  the  county  society 
officers  the  certain  knowledge  of  their  duties,  their 
responsibilities  and  more  important,  their  privilege  as 
members  of  this  Society. 

I  don't  think  that  we  realize  that  the  elected  member 
of  this  organization  can  do  just  as  much,  can  ask 
just  as  much,  and  demand  more  than  the  officers  of 
the  Society. 

It's  all  in  the  Constitution  and  By-Laws.  If  they  will 
read  that,  they  will  know  what  is  going  on. 

Our  Legislative  Committee  is  quite  active  and  has 
been  all  year  and  it's  obvious  that  that's  true.  Nothing 
has  crept  up  on  the  blind  side.  All  the  things  have  been 
anticipated. 

We  haven't  been  able  to  do  what  we  would  like  to 
do  and  to  slow  things  up  or  to  change  the  direction 
as  much  as  would  like,  but  nevertheless  the  effort 
has  been  there. 

All  the  committees  have  been  functioning.  I  assure 
you  of  that. 

Now,  another  brief  word  and  that  is  1969  is  going 
to  be  a  critical  year.  The  health  bills  that  will  be  be- 
fore the  Legislature  are  not  cheap  bills.  They'll  be 
hard  to  pass. 

There  will  be  some  cheap  bills  before  the  Legislature 
that  won't  require  any  outlay  at  all. 

The  antivivisection  bill— that's  cats  and  dogs — that 
doesn't  cost  a  cent  to  enact  that. 

It  doesn't  cost  one  nickle  to  allow  a  quasipseudo 
scientist  to  sit  on  our  Board  of  Medical  Examiners. 
That's  not  a  money  bill. 

But  when  you  read  in  the  paper  today  that  the  new 
Secretary  of  HEW  has  said  already  by  $1-1/4  billion 
they've  underestimated  what  they  have  for  this  year 
and  it  will  probably  be  $2  billion  by  1969  and  remember, 
in  this  State,  Title  XIX  hasn't  been  implemented. 

Your  committee  has  studied  all  the  nuisances  and 
everything  else  and  we  know  that  as  a  matter  of  fact 
our  Department  of  Welfare  has  $1-1/2  million  that  they 
don't  know  how  to  pass  around  the  infield,  or  don't  know 
where  the  infield  is  as  a  matter  of  fact!  And,  I'm  sure 
we're  in  the  left  field  bleachers  when  it  comes  to  the 
ball  game! 

But,  neverthless,  this  is  going  to  come  about  and  I 
think  we  should  be  alert  to  what  is  going  on  and  the 
work  will  be  done  before  the  Legislature  and  Assembly 
comes  into  session. 


We  have  help,  we  have  people  we  sometimes  don't 
think  about  and  appreciate. 

The  girl  who  is  in  front  of  your  office,  the  medical 
assistant:  it's  remarkable  what  an  effective  group  of 
people  they  are.  They  come  into  contact  with  people. 
They  love  their  doctors  and  more  important,  they  go 
to  the  hairdressers!  [Laughter]  And,  you  and  I  know 
that's  the  greatest  source  of  information  and  this 
affects  the  whole  United  States! 

Our  Medical  Auxiliary  have  been  remarkable  in 
what  they've  done. 

The  Med-Pac  deserves  all  the  support  we  possibly 
can  get  it. 

We've  just  heard  a  talk  from  one  of  the  men.  not  be- 
holden to  this  society.  They  don't  even  feel  that  they 
are  members  of  this  organization.  They  don't  think 
that  we  owe  them  anything  or  they  owe  us  anything. 
They  want  to  be  doctors  and  they're  thoroughly  compe- 
tent in  being  doctors. 

Now,  if  we  can  just  persuade  the  students  to  get 
their  professors  to  go  into  the  State  Medical  Society, 
I  think  we'll  have  something! 

I  say  that  facetiously  because  the  Regional  Medical 
Program  is  a  classic  example  of  what  the  State  Medi- 
cal Society  has  done  and  will  do  for  education  because 
throughout  all  the  plans  that  have  been  adopted  in  the 
United  States,  the  one  in  North  Carolina  is  the  classic 
where  the  force  and  the  motivation  and  the  drive  and 
the  effective  organization  and  function  has  been  with- 
in the  State  Medical  Society. 

So,  my  message  to  you  is  that  you,  with  dispatch 
and  with  tolerance  and  without  getting  your  gall  bladder 
distended,  to  go  through  what  material  has  been  given 
to  you  and  know  that  this  hase  been  studied  carefully, 
know  that  your  Reference  Committees,  which  is  a 
wonderful  innovation,  will  be  of  help  to  you  and  above 
all,  which  I  do  not  have  to  say,  that  the  floor  is  open 
for  frequent  discussion  and  you  can  be  sure  that  our 
Speaker  will  be  able  to  take  care  of  himself  when  the 
infighting  takes  place. 

So  my  best  wishes,  my  thanks  and  my  hope  for  a 
coming  year  which  I  know  will  be  fruitful  because 
you've  chosen  well  for  next  year. 

Thank  you,  Mr.  Speaker. 

[Applausel 

SPEAKER  OF  THE  HOUSE:   Thank  you,  "Daddy". 

Now,  I  think  for  those  of  you  who  studied  your 
homework,  in  the  Compilation  of  reports  for  most  of 
the  other  officers  and  of  the  various  and  sundry  com- 
mittees. Now,  some  of  them  may  have  supplementary 
reports  and  we  will  call  on  them  for  supplementary 
reports  if  they  have  it. 

First  of  all.  Constitutional  Secretary,  Dr.  Styron, 
do  you  have  any  further  report. 

DR.  STYRON:  No  further  report. 

SPEAKER  OF  THE  HOUSE:  Executive  Director, 
Mr.  Barnes. 

MR.  JAMES  T.  BARNES  [Executive  Director  of  the 
Society]:   No  further  report. 

SPEAKER  OF  THE  HOUSE:  The  Assistant  Executive 
Director.  Mr.  Hilliard. 
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MR.  WILLIAM  N.  HILLIARD  [Assistant  Executive 
Director  of  the  Society]:  No  further  report. 

SPEAKER  OF  THE  HOUSE:  The  Assistant  to  the 
Executive  Director,  Mr.  Paris.  [No  response] 

If  he  had  an  additional  report,  he'd  be  here. 

Education  Consultant,  Miss  Zeigler. 

MISS  KAY  K.  SEIGLER  [Education  Consultant  of 
the  Society  ] :  No  report,  sir. 

SPEAKER  OF  THE  HOUSE:  Do  I  hear  a  motion  that 
these  reports  be  accepted  as  in  the  Compilation. 

[The  motion  was  made  from  the  floor.  1 

Is  there  any  discussion?  [No  response] 

All  those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  "no". 

[The  motion  passed  unanimously.] 

Now,  again,  I  have  a  very  pleasant  duty— it  seems 
like  maybe  this  is  "My  Day"! 

I  don't  know,  I  see  a  few  faces  that  are  not  out 
there  so  maybe  I  can  get  through  this! 

Right  now  we  have  a  delightful  lady,  the  President 
of  our  Auxiliary,  Mrs.  Eugene  (Virginia)  Clayton,  and 
I'd  like  very  much  to  have  her  escorted  here  to  give 
you   her  report. 

Mrs.  Clayton! 

[Whereupon  Mrs.  Clayton  was  then  escorted  to  the 
podium  by  Dr.  Welton  and  was  duly  accorded  a  stand- 
ing ovation.] 

MRS.  EUGENE  C.  CLAYTON  [President.  Auxiliary  to 
the  Medical  Society] :  Dr.  Ross,  Dr.  Koonce,  Members 
of  the  House  of  Delegates,  Ladies  and  Gentlemen: 

This  has  been  another  year  of  accomplishment  for 
the  Auxiliary.  You  have  a  report  in  your  Delegates' 
Handbook  which  we  hope  you  have  read. 

Unfortunately,  at  the  time  it  was  written,  our  year 
was  not  complete.  Had  it  been,  there  would  not  have 
been  space  to  give  you  a  detailed  report,  but  you  can 
be  assured  that  no  stone  has  been  left  unturned  in 
being  a  vital  link  to  the  community  in  your  behalf. 

Perhaps  it  can  be  illustrated  by  the  story  of  a  man 
who  went  to  a  doctor  for  a  physical.  Since  the  doctor 
had  not  seen  this  man  before,  he  was  taking  a  thorough 
history  of  the  patient's  illnesses  and  was  asking  if  he 
had  had  any  serious  accidents. 

He  assured  him  he  had  not.  However,  he  said  a  mule 
had  kicked  him  in  the  head  and  a  rattlesnake  bit  him 
onec  and  the  doctor  looked  at  him  and  said,  "You  were 
kicked  in  the  head  by  a  mule  and  bitten  by  a  rattlesnake 
and  you  do  not  call  these  accidents?" 

"Heck,  no!"  replied  the  patient.  "They  done  it  on 
purpose!"   [Laughterl 

Well,  in  this  annual  report  which  I  will  leave  for  your 
records  are  all  the  outstanding  works  the  Auxiliary 
has  done  "on  purpose"  and  for  a  purpose. 

As  one  county  representative  put  it,  "Ours  is  an 
organization  completely  involved  in  a  multitude  of 
services  to  our  fellowmen". 

The  Auxiliary  is  deeply  grateful  to  you  for  your 
financial  assistance,  the  interest  and  encouragement 
which  your  officers  have  given  us  and  to  your  staff 
which  has  been  most  helpful. 

Without  this,  we  could  not  have  accomplished  so 
much. 


I  am  proud  of  the  achievements  of  2,600  members 
of  the  Auxiliary  and  we  hope  you  are,  too. 

Thank  you. 

[Applause] 

SPEAKER  OF  THE  HOUSE:  The  delightful  things 
are  over,  but  the  pleasant  memories  I  hope  will  linger 
on. 

We  get  down  to  what  Dr.  Ross  calls  the  "infighting"! 

In  reading  through  the  actions  of  the  House  of  Dele- 
gates of  last  year,  I  saw  several  complaints  by  mem- 
bers that  the  House  of  Delegates  may  be  efficient,  or 
the  implication  was  that  we  may  be  efficient  and  we. 
ran  it  smoothly  and  we  got  through  on  time,  but  by 
having  numbers  one,  two  and  three  assigned  as  num- 
ber one,  three  and  four,  there  were  a  lot  of  people  here 
who  did  not  know  what  was  going  on. 

I  regret  that  very  much  and  I  hope  sincerely  that  we 
can  obviate  that  today.  I  don't  know  how  we  could 
do  it  any  more  expeditiously  than  through  Reference 
Committees. 

I  can  assure  you  that  if  we  take  up  all  of  the  busi- 
ness that  should  come  before  this  House  of  Delegates, 
today,  we'd  be  here  until  midnight  and  some  of  you  out 
there  who  are  as  old  as  I  am,  can  remember  when 
each  individual  committee  reported — we  started  early 
on  Sunday  and  we  usually  finished  around  one  or 
two  o'clock  Monday  morning  in  the  House  of  Delegates. 

And,  I  think  Dr.  James  F.  Robertson  started  way 
back  years  ago  by  having  compilations.  The  Reference 
Committee  is  based  on  the  manner  in  which  the  Ameri- 
can Medical  Association  carries  out  things. 

I  think  it's  a  fair  way  of  providing  you  members— 
and  when  I  say  members,  I  don't  mean  just  delegates — 
members  of  the  Medical  Society  a  chance  to  take  ad- 
vantage of  these  Reference  Committees. 

Anybody  in  the  State  Medical  Society  has  a  right 
to  go  before  these  Reference  Committees  and  be  heard. 

In  the  preliminary  stages,  I  don't  think  the  floor  of 
the  House  of  Delegates  is  the  place  to  carry  on  your 
so-called  "infighting",  but  the  proponents  and  the  op- 
ponents of  these  various  and  sundry  things  that  are 
referred  to  the  Reference  Committees  should  make  it 
their  busines  sto  be  at  tht  Reference  Committee  and 
be  heard. 

Then  when  the  Reference  Committee  comes  back 
and  gives  a  supposedly,  and  it  has  been  in  the  past, 
impartial  recommendation  concerning  that  matter,  you 
again  have  a  right  to  express  your  opinion  on  the 
floor. 

I  do  not  think  you  should  be  too  repetitious. 

And.  I  do  know  this  that  with  this  being  like  it  is  and 
at  an  inopportune  time — at  eight  o'clock  tonight— and 
I  hope  in  the  future  that  your  future  Speakers  will  be 
able  to  correct  that  and  have  a  more  opportune  time 
where  you  can  meet  and  discuss  matters  of  concern  to 
you. 

Those  who  cannot  possibly  attend,  have  the  right  to 
discuss  that  on  Tuesday  here  on  this  floor. 

Parliamentary  law  was  created  for  two  purposes: 
To  maintain  the  right  of  the  majority,  but  also  to  pro- 
tect the  right  of  the  minority  to  protest  and  we  wili  try 
to  carry  that  through  as  well  as  we  possibly  can. 
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Now,  the  actions  which  will  be  referred  to  the  two 
Reference  Committees  have  been  divided  in  two  parts. 

You  have  a  copy  of  these. 

First  of  all,  there  are  eleven  resolutions,  listed  one, 
two,  three,  four  and  on  through,  which  will  come  up 
next. 

Then,  under  "K",  report  of  Executive  Council,  by 
Dr.  Ross,  there  are  some  six  to  eight  matters  and 
actions  which  were  approved  by  the  Executive  Coun- 
cil which,  of  necessity,  must  come  before  you. 

Now,  is  there  any  question  from  the  floor  as  to  how 
these  Reference  Comittees  function  before  I  announce 
them?  [No  response] 

Do  you  all  understand? 

They  meet  tonight  at  eight  o'clock  and  go  on  inde- 
finitely to  concluded  report.  They  will  then,  after  having 
all  of  the  hearings,  on  open  hearings,  come  back  with 
a  recommendation. 

Now,  another  thing,  just  to  show  that  I  have  read  the 
book,  in  parliamentary  procedure  you  cannot  have  a 
negative  vote.  Therefore,  if  there  is  a  resolution  which 
they  do  not  approve  of,  when  the  Chairman  is  giving 
his  report  he  will  recommend  e.i.,  that  Reference  Com- 
mittee No.  1  or  No.  2  recomends  that  resolution  num- 
ber seventeen  not  be  adopted.  He  cannot  move  that  it 
not  be  adopted  because  that  would  call  for  a  negative 
vote. 

The  resolution  has  a  right  to  be  presented  on  its 
merits  for  action. 

Therefore.  I  will  bring  the  resolution  to  you  with  the 
explanation  that  if  you  vote  for  the  resolution,  you 
will  be  going  against  the  recommendation  of  the  Refer- 
ence Committee. 

If  you  defeat  the  resolution,  you  will  be  going  with 
the  recommendation  of  the  Reference  Committee. 

Now,   do  you  understand  that?    [No  responsel 

I'm  doing  pretty  good,  so  far! 

Ail  right,  now  for  the  announcement  of  the  Reference 
Committees. 

Reference  Committee  No.  1,  Dr.  John  Glasson  is 
Chairman;  Dr.  E.  Thomas  Marshburn  and  Dr.  Philip 
Naumoff.  They  will  meet  in  the  North  Room  at  eight 
o'clock. 

Reference  Committee  No.  2,  Dr.  Paul  M.  Deaton 
Chairman:  Dr.  Jack  Hughes  and  Dr.  Lynwood  Williams. 
They  will  meet  in  the  Azalea  Room  at  eight  o'clock 
tonight. 

Now,  if  you  wil  Hook  at  the  sheets  you  have  just  got- 
ten down  alongside  of  the  resolution  or  motion  there 
will  be  a  Roman  numeral,  one  or  two:  that  is  the  com- 
mittee to  which  it  will  be  assigned. 

I  will  repeat  it  up  here  as  it  shows. 

Now,  the  Committee  on  the  President's  Addresses, 
Dr.  William  H.  Romm,  Chairman:  Dr.  George  G.  Gil- 
bert and  Dr.  James  E.  Davis. 

Parliamentarian  which  was  reappointed  this  year  for 
a  very  important  reason  because  he  so  nobly  last  year 
let  me  get  in  trouble  and  then  let  me  try  to  get  out  of 
it— Dr.  Hubert  McNeil  Poteat,  Jr. 

I'd  like  to  announce  this. 

In  the  report  of  the  Executive  Council,  the  presenters 


of  course  are  the  Executive  Council,  so  we  don't  have 
to  ask  for  them  to  be  here. 

Another  thing-  is.  going  along  in  line  with  the  Ameri- 
can Medical  Association  and  their  House  of  Delegates, 
if  a  resolution  does  not  have  its  sponsors  there,  or  a 
sponsor,  it  is  not  presented. 

I  don't  think  we  have  perfected  our  system  well 
enough  to  have  a  group  go  to  the  trouble  of  putting  a 
resolution  in  and  not  have  it  presented. 

I  think  in  the  future,  with  the  future  Speakers,  that 
they  can  bring  it  to  your  attention,  that  unless  there 
is  a  member  of  the  sponsoring  group  or  the  sponsor 
himself  or  a  substitute  is  present  to  present  it,  that  it 
will  not  be  presented,  but  today  all  written  resolutions 
will  be  presented.  If  there  is  not  a  member  of  the  spon- 
soring group  here,  I  will  present  it  myself. 

Now,  there  are  two  microphones  in  the  center  and 
one  each  on  the  sides. 

Now,  the  first  resolution,  the  Wilson  County  Resolu- 
tion concerning  the  doctors  museum.   Is  anyone  here 
from  Wilson  County  who  would  like  to  read  just  the 
resolves? 
Dr.  Beddingfield! 

DR.  EDGAR  T.  BEDDINGFIELD.  Jr.  [Wilson 
County] : 

RESOLVED,  that  the  Wilson  County  Medical  So- 
ciety unanimously  goes  on  record  endorsing  the 
Country  Doctor  Museum,  and  that  it  offers  its 
loyalty,  interest  and  support  to  the  Board  of  Directors 
of  the  Country  Doctor  Museum  and  that  a  copy  of 
this  resolution  be  sent  to  Josephine  E.  Newell.  M.D., 
Chairman  of  the  aforementioned  Board  of  Directors, 
and  be  it  further, 

RESOLVED,  that  the  Wilson  County  Medical  So- 
ciety submits  a  copy  of  this  resolution  to  the  Medi- 
cal Society  of  the  State  of  North  Carolina  and  re- 
spectfully   requests    its    favorable    consideration    of 
a  similar  resolution  of  endorsement  and  that  a  copy 
of  this  resolution  be  sent  to  Robert  A.  Ross.  Presi- 
dent of  the  Medical  Society  of  the  State  of  North 
Carolina  and  to  James  T.  Barnes.  Executive  Direc- 
tor of  the  Medical  Society  of  the  State  of  North 
Carolina. 
To  be  presented  to  this  House  of  Delegates. 
SPEAKER  OF  THE  HOUSE:  That  will  be  assigned 
to  Reference  Committee  No.   2. 

At  the  presentation  of  the  resolutions,  there  will  be 
no  discussion  of  the  resolutions,  or  these  motions  later 
on.  There  can  be  questions  asked  if  there's  any  mis- 
understanding-.  When   they're   brought   back   from  the 
Reference  Committees,  there  can  be  all  the  discussion 
you  want  on  the  floor  and  in  the  Reference  Committees. 
Is  there  any  questions?  If  there  are,  ask  them  at  the 
end  of  each  one  of  these  resolutions. 
Resolution  No.  2  from  Mecklenburg  County. 
Regardless  of  how  well  I  know  you,  when  you  go  to 
the  microphone,  give  your  name  and  county. 
DR.  MARVIN  N.  LYMBERIS  [Mecklenburg  County]: 
Marvin  Lymberis,  Mecklenburg  County! 
"Be  it, 

RESOLVED   that   the   MSSNC   give   careful   con- 
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sideration  to  the  employment  of  trained  personnel 
or  contract  personnel  to  give  professional  legisla- 
tive assistance  to  the  MSSNC,  and  whose  chief  du- 
ties shall  be  liaison  between  the  MSSNC  and  the 
State  Legislature  and  that  the  Executive  Committee 
of  the  Executive  Council  begin  immediately  to  se- 
cure such  personnel  and  report  to  the  Executive 
Council,  and  be  it  further, 

RESOLVED,  that  the  annual  dues  of  the  MSSNC 
be  raised  to  cover  this  additional  expense  to  the 
MSSNC." 

SPEAKER  OF  THE  HOUSE:  That  will  go  to  Refer- 
ence Committee  No.  1. 

Is  there  any  question  about  it?  [No  responsel 

No.  3,  Mecklenburg  County,  also. 

DR.    WILLIAM   T.  RABY    [Mecklenburg  Countyl: 

William  Raby,  Mecklenburg! 

"Therefore,  be  it, 

RESOLVED,  that  a  committee  be  appointed  by  the 
incoming  President  of  the  Medical  Society  of  the 
State  of  North  Carolina  to  study  in  depth  and  to  give 
comprehensive  reports  and  recommendations  regard- 
ing the  best  organizational  and  functional  relation- 
ship for  the  Medical  Society  of  the  State  of  North 
Carolina  and  Blue  Cross— Blue  Shield  Plans,  such 
committee  being  selected  from  the  major  practice 
interests  of  the  Medical  Society  of  the  State  of 
North  Carolina." 

SPEAKER  OF  THE  HOUSE:  That  will  go  to  Refer- 
ence Committee  No.  1. 

Any    question    concerning   this    resolution?    [No    re- 
sponsel 

Resolution  No.  4  Catawba  County! 

DR.  J.  HENRY  CUTCHIN.  Jr.   [Catawba  County]: 

Henry  Cut  chin  from  Catawba  County! 

"Therefore,  be  it, 

RESOLVED,  that  the  Catawba  County  Medical 
Society  opposes  the  confirmation  of  the  appointment 
of  Mr.  (Wilbur)  Cohen  as  Secretary  of  Health,  Ed- 
ucation and  Welfare  and  respectfully  requests  the 
Medical  Society  of  the  State  of  North  Carolina  to 
endorse  this  resolution  and  advise  our  Senators, 
Representatives  and  others  in  authority  to  dis- 
approve the  confirmation  and  that  they,  the  Congress 
of  the  United  States,  appoint  some  equally  expert 
but  less  controversially  dogmatic  candidate  to  fill 
this  important  post." 

SPEAKER  OF  THE  HOUSE:  This  goes  to  Reference 
Committee  No.  2.  Is  there  any  question?  [No  responsel 

Resolution  No.  5,  Catawba  County! 

DR.  CUTCHIN:  Resolution  No.  5: 

"RESOLVED,  that  the  Medical  Society  of  the 
State  of  North  Carolina  adopt  as  a  policy  an  effec- 
tive program  directed  toward  the  election  or  ap- 
pointment of  physicians  in  private  practice  to  hos- 
pital governing  boards  and  that  the  Medical  Society 
of  the  State  of  North  Carolina  plan  a  program  to 
this  end  within  the  State  of  North  Carolina,  and  that 
the  effectiveness  of  such  a  program  or  plan  be  re- 
viewed at  yearly  intervals  prior  to  the  annual  meet- 
ing of  the  House  of  Delegates,  and  be  it  further, 
RESOLVED,    that   the   President   of   the  Medical 


Society   of  the   State  of  North   Carolina  either  as- 
sign this  function  to  existing  committee  or  create 
an  ad  hoc  committee  for  such  purpose." 
SPEAKER  OF  THE  HOUSE:   Reference  Committee 
No.  2.  Any  questions?   [No  response] 

Next,  Resolution  No.  6  comes  from  the  Committee 
on  Community  Health. 

DR.  E.  L.  BOYETTE  [Duplin  County]:  Ed.  Boyette, 
Chinquapin! 
Duplin  County! 
"Be  it 

RESOLVED,  that  the  Medical  Society  of  the  State 
of  North  Carolina  go  on  record  as  favoring  the  use 
of  fluoride  in  correct  scientific  quantities  in  all  com- 
munity drinking  water  supplies,  and  be  it  further, 
RESOLVED,    that    it    be   recommended   that   the 
problem  of  excess  concentrations  of  fluorides  in  the 
water   in   some   scientifically  determined   areas  be 
given  consideration  by  the  Public  Health  authorities 
for  possible  reduction  of  excess,  and  be  it  further, 
RESOLVED,  that  the  North  Carolina  State  Depart- 
ment of  Health  be  informed  of  this  resolution." 
SPEAKER  OF  THE  HOUSE:   Reference  Committee 
No.  2.  Any  questions?  [No  response] 

Resolution    No.    7,    again    from    the    Committee    on 
Community  Health. 
DR.   BOYETTE:    "Be  it, 

RESOLVED,  that  the  Medical  Society  establish  a 
Committee  on  Medical  Education,  which  will  be  a  per- 
manent committee  on  Medical  Education,  upon  which 
no  member  will  serve  for  more  than  five  years, 
which  committee  will  be  charged  with  studying 
physician  recruitment  and  distribution,  physician 
qualty,  the  effects  of  the  present  educational  system 
on  quality  and  distrbiution,  to  recommend  improve- 
ments in  the  educational  system  to  the  Society  which 
will  act  upon  such  suggestion  and  bring  them  before 
the  proper  authorities  for  action:  further  be  it, 

RESOLVED,    that    the    President    of   the   Society 
will  appoint  the  members  of  this  committee  and  it 
will  be  composed  of  representatives  from  the  medi- 
cal  schools,   the   specialty   organizations,   and  Aca- 
demy of  General  Practice:  and  that  a  report  will  be 
submitted  annually  by  this  committee  to  the  Presi- 
dent and  the  House  of  Delegates." 
SPEAKER  OF  THE  HOUSE:  Reference  Committee 
No.  2.  Any  questions?  [No  responsel 
Resolution  No.  8. 
DR.  BOYETTE:   "Be  it. 

RESOLVED,  that  the  President  of  the  Society  will 
appoint  the  members  of  this  committee  and  it  will 
be  composed  of  representatives  from  the  medical 
schools,  the  specialty  organizations,   and  Academy 
of  Genera]  Practice:  and  that  a  report  will  be  sub- 
mitted annually  by  this  committee  to  the  President 
and  the  House  of  Delegates." 
SPEAKER  OF  THE  HOUSE:   Reference  Committee 
No.  2.  Any  questions?  [No  response] 
DR.  BOYETTE:   "Be  it, 

RESOLVED,  that  the  Medical  Society  go  on  record 
as  recommending  that  preschool  children  and  those 
at   the  ninth   grade   age   level   be   skin  tested  for 
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tuberculosis    on    a    uniform    statewide    basis,    and 
further  be  it, 

RESOLVED,  that  the  North  Carolina  State  Health 
Department  be  advised  of  this  recommendation." 
SPEAKER  OF  THE  HOUSE:   Reference  Committee 
No.  2.  Any  questions?  [No  response] 

Resolution    No.    10,    again  from    the   Committee    on 
Community  Health. 

DR.  BOYETTE:  "WHEREAS,  traffic  accidents  and 
deaths  are  useless  and  are  the  result  of  many  fac- 
tors some  of  which  are  listed  above,  be  it, 

RESOLVED,  that  the  Medical  Society  go  on  record 
as  recommending  the  following: 

1 )  Education :  Provide  education  in  traffic  safety 
be  taught  throughout  student  tenure  in  public  schools 
so  that  our  children  get  in  the  habit  of  thinking 
traffic  safety  so  that  it  becomes  a  conditioned  re- 
flex with  them.  The  drivers  education  program 
should  be  expanded  and  defensive  driving  be  taught 
as  part  of  the  regular  drivers  course  of  instruction. 

2)  Licensing:  Provide  that  the  sixteen  year  old 
driver  should  receive  a  probational  license  until  he 
is  age  21  which  can  be  revoked  upon  his  conviction 
for  one  in  motion  traffic  violation. 

3)  Alcohol:  Two  levels  of  alcoholism  in  drivers 
should  be  recognized.  Blood  levels  up  to  .05  per 
cent  should  be  considered  as  impairing  one's  ability 
to  drive  and  one  so  discovered  driving  should  be 
adequately  penalized:  .10  per  cent  should  be  con- 
sidered driving  under  the  influence  of  alcohol  and 
these  individuals  should  be  penalized  severely  and 
regulated. 

Further,  be  it, 

RESOLVED,  that  the  Medical  Society  undertake 
to  work  with  whatever  methods   are   available  to 
mobilize  the  resources  of  the  state  and  its  educa- 
tional resources  to  abolish  this  epidemic  of  carnage 
on  the  highways  of  North  Carolina." 
SPEAKER  OF  THE  HOUSE:  Thank  you,  Dr.  Boyette. 
That  resolution  goes  to  Reference  Committee  No.  2. 
Are  there  any  questions  about  it?  [no  response] 

Now,  Resolution  No.  11  I  presented  to  the  Executive 
Council  at  the  request  of  Dr.  Hollister. 
Dr.  Hollister,  will  you  read  that? 
DR.  W.  F.  HOLLISTER  [Moore  County]:  W.  F.  Hol- 
lister from  Moore  County! 

"RESOLVED,  that  the  House  of  Delegates  at  this, 
its  1968  Annual  Meeting,  recommends  as  follows: 

1 i  The  House  of  Delegates  approves  the  promotion 
of  legislation  in  the  1969  General  Assembly  of  the 
State  of  North  Carolina  to  amend  the  Medical  Prac- 
tice Act  so  as  to  permit  the  practice  of  medicine 
by  licensed  physicians  in  the  corporate  form  under 
conditions  that  will  maintain  and  preserve  the  pres- 
ent relationship  between  the  physician  and  his  pa- 
tient. 

2)  That  the  House  of  Delegates  instruct  the  Com- 
mittee on  Legislation  to  promote  legislation  as 
aforesaid  in  the  1969  General  Assembly  of  North 
Carolina  and  to  take  all  possible  action  to  secure 
the  passage  of  this  legislation." 


SPEAKER  OF  THE  HOUSE:  That  goes  to  Reference 
Committee  No.  2.  Are  there  any  questions?  [No  re- 
sponse] 

Now,  that's  the  end  of  our  resolutions. 

I  would  like  to  stress  this  point  again.  There  was 
considerable  discussion  in  the  Executive  Council.  There 
were  only  three  resolutions  that  came  in  before  the 
sixty  day  limit.  Therefore,  the  only  other  resolutions 
to  come  before  this  House  is  either  with  approval  of 
Executive  Council  or  by  two-thirds  vote  on  the  floor  if 
the  point  is  brought  up  from  the  floor. 

There  was  considerable  discussion  particularly  on  the 
wording  of  quite  a  few  of  these  resolutions  and  we 
felt  that  we  did  not  have  the  right  in  Executive  Coun- 
cil to  change  the  wording  of  a  resolution  that  these 
people  had  brought  forth,  but  we  did  feel  that  it  should 
be  done  in  the  Reference  Committees. 

Now,  the  Reference  Committee  has  several  alterna- 
tives on  a  resolution. 

It  can  approve  it  as  written.  It  can  vote  that  it  be 
turned  down  as  written.  It  can  amend  it  and  give  an 
amended  resolution.  It  can  refer  it.  or  it  can  combine 
one  or  two,  or  it  can  take  one  and  give  a  substitute 
resolution  in  its  place. 

So  you  see,  these  resolutions  as  they  are  presented 
here  to  you  today,  are  not  necessarily  in  the  final  form. 

The  Reference  Committee  and  a  great  many  of  you 
will  want  to  change  the  wording.  I'm  sure,  of  some  of 
them. 

For  instance,  this  last  one  which  I'm  with  Dr.  Hol- 
lister on,  is  rather  demanding,  probably  a  little  more 
than  it  should  be.  The  wording  could  possibly  be 
changed  a  little. 

Dr.  Hollister  is  the  proponent  of  it.  If  he  thinks  it 
should  stay  as  it  is,  he  should  be  in  the  Reference  Com- 
mittee to  take  his  stand.  Those  who  oppose  it  as  it  is 
written,  should  be  there  to  request  that  it  be  changed. 

The  next  thing  on  our  agenda  is  "B"  Special  Report, 
to  consider  and  act  on  establishment  of  a  Section  on 
Dermatology. 

Now,  according  to  our  Constitution  and  By-Laws,  sec- 
tions consist  of  medicine,  surgery  so  forth  and  so  on 
and  "any  other  section  suggested  by  the  Executive 
Council  and  approved  by  the  House  of  Delegates". 

This  has  been  approved  by  the  Executive  Council. 

Dr.  Welton! 

DR.  DAVID  G.  WELTON  [President-elect  of  the  So- 
ciety] : 

Thank  you.  Mr.   Speaker. 

The  dermatologists  of  North  Carolina  voted  last 
fall  to  request  establishment  of  this  Section  and  I  think 
the  Society,  Mr.  Speaker,  has  approved  the  request: 
it  was  approved  by  the  Executive  Council  on  January 
28th  and  the  consideration  of  the  House  is  requested 
respectfully  now. 

So  I  would  like  to  move  you.  sir,  that  the  House  ap- 
prove the  establishment  of  a  Section  on  Dermatology  in 
the  Medical  Society  of  the  State  of  North  Carolina,  as 
provided  in  our  By-Laws. 

SPEAKER  OF  THE  HOUSE:  Do  I  hear  a  second  to 
this  motion? 
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DR.  WILKERSON:   Second. 

SPEAKER  OF  THE  HOUSE:  Any  discussion?  [No 
response] 

If  not,  those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no". 

I  The  motion  carried  unanimously.] 

Just  to  show  you  how  cocky  these  boys  are,  they've 
already  had  a  program  and  it's  all  set  up!  [Laughter] 

[Dr.  Garrard  then  assumed  the  chair.  1 

VICE  SPEAKER  OF  THE  HOUSE:  Next,  the  reports 
from  the  Councilors. 

We'll  ask  each  Councilor  to  report  any  additional 
information  that's  not  in  the  Compilation.  At  the  end 
of  the  ten  reports,  we'll  ask  for  a  motion  to  accept  the 
reports.  <On  calling,  none  of  the  ten  councilors  had 
any  additional  report.) 

VICE  SPEAKER  OF  THE  HOUSE:  Now,  the  chair 
will  entertain  a  motion  that  these  reports  be  accepted 
as  printed  in  the  Compilation. 

DR.  CUTCHIN:  So  moved. 

VICE  SPEAKER  OF  THE  HOUSE:  Is  there  a  second 
to  the  motion? 

[The  motion  was  seconded  from  the  floor.] 

You've  heard  the  motion.  All  in  favor  say  "aye": 
opposed  "no". 

The  motion  is  carried. 

"D"  section  on  your  agenda  is  report  of  delegates 
to  American  Medical  Association. 

Does  Dr.  Faison,  if  present,  have  a  report? 

DR.  ELIAS  S.  FAISON  IDelegate.  AMA1:  No  report. 

VICE  SPEAKER  OF  THE  HOUSE:  Dr.  Amos  John- 
son? 
[No  response] 

Dr.  John  R.  Kernodle?   [No  response! 

Dr.  Donald  B.  Koonce? 

DR.   KOONCE:    No  report. 

VICE  SPEAKER  OF  THE  HOUSE:  There  are  no 
reports  and  there  are  no  reports  in  the  Compilation, 
so  there's  no  action  needed. 

'E"  portion  of  the  agenda,  report  of  Related  Organiza- 
tions (See  Compilation  of  annual  reports). 

First  is  the  North  Carolina  Board  of  Medical  Ex- 
aminers. Is  there  any  report  to  be  made? 

DR.  JAMES  E.  DAVIS:  No  further  report. 

VICE  SPEAKER  OF  THE  HOUSE:  Second.  North 
Carolina  Blue  Cross-Blue  Shield,  Inc.  Any  further  re- 
port?  [No  response] 

Third,  North  Carolina  Medical  Care  Commission.  Is 
there  any  further  report?   [No  responsel 

If  there  are  no  further  reports,  the  chair  will  enter- 
tain a  motion  that  these  reports  as  printed  be  accepted 
in  the  Compilation.  Is  there  a  motion  to  that  effect? 

[The  motion  was  made  from  the  floor.  1 

Is  there  a  second  to  the  motion? 

[The  motion  was  seconded  from  the  floor.] 

All  in  favor  of  this  motion  say  "aye";  opposed  "no". 

The  motion  is  carried. 

The  chair  requests  Dr.  Shaffner  to  come  to  the 
podium. 

I  Whereupon  Dr.  Koonce  then  resumed  the  chair.] 

SPEAKER  OF  THE  HOUSE:  I'm  going  to  take  the 
liberty,  if  I  may  which  we  have  done  in  the  past,  of 


postponing  organization  of  the  Nominating  Committee 
which  has  always  been  posted  as  being  done  at  three 
o'clock  and  we've  never  gotten  to  it  that  early.  It's 
always  done  a  little  later  and  I  think  it's  the  prerogative 
of  the  chair,  unless  there's  some  objection  from  the 
floor  and  we'll  postpone  it  until  slightly  later  today. 
Any  objections?  [No  responsel 
DR.  SHAFFNER:  Mr.  Speaker,  this  is  the  report 
of  the  Committee  on  Constitution  and  By-Laws.  It  is 
in  three  parts. 

The  first  part  is  in  your  Compilation;  the  second  part 
was  published  in  the  February  issue  of  the  Journal  and 
you  have  a  copy  of  it,  "Amendments  to  the  Constitution 
and  By-Laws  to  be  voted  on  by  the  House  of  Delegates 
May  12". 

This  second  part  includes  all  of  those  items  which 
were  presented  to  the  House  of  Delegates  last  year  and 
which  involved  changes  in  the  Constitution  and  have 
laid  upon  the  table  for  a  year,  with  By-Laws  which 
implement  those  changes  in  the  Constitution  if  they 
are  passed  at  this  session. 
So,  if  you  have  this  you  may  read  this  with  me. 
Minor  changes  in  wording  have  been  made  in  some 
cases  for  clarification  and  references  to  the  "Hospital 
Saving  Association"  and  to  the  "Hospital  Care  Associa- 
tion" have  been  changed  to  "North  Carolina  Blue  Cross 
and  Blue  Shield,  Inc.",  thereby  reflecting  the  consolida- 
tion of  these  two  parent  associations  effective  January 
1,  1968. 

Item  1:  This  proposal  is  to  stagger  terms  of  the 
Councilors  and  Vice  Councilors  and  to  limit  tenure  to 
two  successive  terms  of  three  years  each. 

Amend  Article  VIII,  Section  2  (page  6)  of  the 
Constitution  by: 

'a)  adding  to  the  end  of  the  second  sentence  a  modi- 
fying clause  so  that  the  sentence  shall  read: 

The  Secretary  and  Councilors  and  Vice  Councilors 
shall  be  elected  for  terms  of  three  years  each,  ex- 
cept that  as  may  be  provided  for  in  the  By-Laws, 
terms  for  some  of  the  Councilors  and  Vice  Councilors 
elected  in  1970  may  be  less  than  three  years  in  order 
that  in  each  year  thereafter  approximately  one-third 
of  the  Councilors  and  Vice  Councilors  shall  be  elected 
for  a  term  of  three  years. 
And,  (b)  further  amend  the  same  section  by  add- 
ing the  following: 

No  Councilor  or  Vice  Councilor  may  be  elected  to 

serve  more  than  two  consecutive  terms  after  1970, 

but  a  Vice  Councilor  may  be  elected  to  the  office 

of   Councilor.    A    Councilor    however    may    not   be 

elected  to  the  office  of  Vice  Councilor  at  the  regular 

election  in  the  calendar  year  in  which  he  completes 

two  consecutive  terms  of  office  as  Councilor. 

Mr.  Speaker,  I  would  suggest  that  this  amendment 

to  the  Constitution  be  voted  on  first.  If  passed,  then 

the  implementing  By-Laws  can  be  voted  upon. 

I    move    that    this    change    in    the    Constitution   be 
adopted. 
[The  motion  was  seconded  from  the  floor.] 
SPEAKER  OF  THE  HOUSE:  It  has  been  moved  and 
seconded  by  the  Chairman  of  the  Committee  on  Con- 
stitution  and  By-Laws,  who  is  a  delegate  and  has  a 
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perfect  right   to  make   such   a  motion   and   it   is  sec- 
onded. 

Now,  changes  in  the  Constitution  necessitates  a  two- 
thirds  vote  of  the  delegates  present. 

We  went  through  this  last  year.  Is  there  any  discus- 
sion? [No  response] 

If  not,  those  in  favor  let  it  be  known  by  saying 
'aye";  opposed  "no." 

Since  there  are  no  "no's",  your  Speaker  declares 
that  it  is  passed  by  a  two-third  majority. 

DR.  SHAFFNER:  The  changes  required  in  the  By- 
Laws  to  implement  this  provision  are  with  reference 
to  the  Nominating  Committee;  namely,  as  follows: 

Amend  Chapter  V,  Section  2  'page  16)  of  the  By-Laws 
by  ia)  rewriting  the  last  sentence  to  read: 

The  nomination  for  Secretary  shall  be  made  each 
third  year. 
And,   'bi  by  adding  the  following  sentence: 
The  nominations  for  the  Councilors  and  Vice  Coun- 
cilors from  the  ten  Councilor  Districts  shall  be  made 
as  follows:    Beginning  with  the  Annual  Session  of 
1970,  candidates  from  three  of  the  Councilor  Districts 
selected  by  lot  by  the  Committee  on  Nominations, 
shall  be  nominated  for  a  term  of  one  year,  candi- 
dates from  three  additional  councilor  districts  simi- 
larly selected  shall  be  nominated  for  a  term  of  two 
years,  and  candidates  from  the  remaining  four  Coun- 
cilor Districts  shall  be  nominated  for  a  term  of  three 
years.    At    each   Annual    Session    thereafter,    there 
shall  be  nominated  for  a  term  of  three  years  candi- 
dates for  Councilor  and  Vice  Councilor  to  replace 
those    whose    terms    expire    during    that    calendar 
year. 
Mr.  Speaker,  I  move  this  change  in  the  By-Laws  be 
adopted. 

SPEAKER  OF  THE  HOUSE:  This  is  a  simple  major- 
ity. 
Did  I  hear  a  second? 

[The  motion  was  seconded  from  the  floor.  1 
Do  I  hear  any  discussion?  [No  response] 
All  those  in  favor  let  it  be  known  by  saying-  "aye"; 
opposed  "no." 
The  "ayes"  have  it. 

DR.  SHAFFNER:  Item  2:  The  purpose  of  this  item 
and  Item  3  below  is  to  move  the  elections  for  members 
of  the  Board  of  Medical  Examiners  and  for  members 
of  the  Editorial  Board  of  the  Journal  from  the  General 
Session  to  the  House  of  Delegates,  with  prior  nomi- 
nation and  annnouncement  of  nominees  by  the  Nominat- 
ing Committee. 

The  change  relative  to  the  Board  of  Medical  Ex- 
aminers is: 

Amend  Article  IX,  Section  1,  ipage  7)  of  the  Consti- 
tution to  read  as  follows: 

The  seven  members  of  the  Board  of  Medical  Ex- 
aminers of  the  State  of  North  Carolina  shall  be 
elected  by  majority  ballot  by  the  House  of  Dele- 
gates at  its  first  regular  meeting  of  the  Annual 
Session  as  follows: 

Beginning  in  1970,  two  members  shall  be  elected 
for  a  term  of  six  years  to  replace  the  members 
whose  terms  expire  that  year  and  every  two  years 


thereafter,  two  or  three  members  shall  be  elected 
for  terms  of  six  years  to  replace  members  whose 
terms  expire  during  that   calendar  year.   Nomina- 
tions shall  be  made  by  the  Committee  on  Nomina- 
tions and  announced  at  least  thirty  days  in  advance 
to  the  delegates,  as  provided  for  in  the  By-Laws. 
Mr.  Speaker,  I  move  the  adoption  of  this  change  in 
the  Constitution. 
SPEAKER  OF  THE  HOUSE:  Do  I  hear  a  second? 
[The  motion  was  seconded  from  the  floor.] 
Discussion? 

Yes,  sir!   Come  to  the  microphone  please,  sir. 
DR.   SIMMONS  PATRICK   [Lenoir  County]:   Patrick 
from  Lenoir! 
How  are  you  going  to  make  this  announcement? 
DR.   SHAFFNER:    You're  referring  to  how  the  an- 
nouncement is  to  be  made? 
DR.   PATRICK:    Yes. 

DR.  SHAFFNER:  I  would  assume  by  the  Nominating 
Committee,  through  the  Journal  or  through  informa- 
tion sent  to  all  of  the  delegates  at  least  thirty  days 
ahead,  is  the  way  it's  written. 
DR.  PATRICK:  Shouldn't  this  be  spelled  out? 
DR.  SHAFFNER:  I  would  recommend  that  is  not  be 
spelled  out  in  the  Constitution.  If  it  needed  spelling- 
out,  it  could  be  in  the  By-Laws  which  could  be  more 
easily  changed. 

SPEAKER  OF  THE  HOUSE:  Any  further  discus- 
sion? [No  response] 

If  not.  all  those  in  favor  let  it  be  known  by  saying 
"aye":  opposed  "no." 
A   two-thirds   majority. 

DR.  SHAFFNER:  Item  3:  The  change  relative  to  the 
Editorial  Board  of  the  Journal  is: 

Amend  Article  IX.  Section  3  'page  7)  of  the  Constitu- 
tion to  read  as  follows: 

The   seven    elective    members    of    the    Editorial 
Board  of  the  NORTH  CAROLINA  MEDICAL  JOUR- 
NAL shall  be  elected  by  the  House  of  Delegates  to 
serve  for  a  term  of  four  years  .provided  that  there 
shall   be   nominated  and   elected   to   the   Board   at 
least  one  faculty  member  from  each  of  the  medical 
schools  within  the  state.  The  number  of  members 
elected  in  any  one  year  shall  be  that  necessary  to 
fill  the  vacancies  left  by  those  whose  terms  expire 
during  that  calendar  year. 
Mr.  Speaker.  I  move  the  adoption  of  this  change  in 
the  Constitution. 
SPEAKER  OF  THE  HOUSE:    Is  there  a  second? 
[The  motion  was  seconded  from  the  floor.] 
Discussion?   [No  responsel 

If   not.    those   in  favor   let   it   be   known   by   saying 
"aye":   opposed  "no." 
A  two-thirds  majority. 

DR.  SHAFFNER:   At  the  end  of  item  3.  you'll  notice 
the  next  paragraph. 

The  changes  in  the  By-Laws  required  to  implement 
these  Constitutional  changes  are  with  reference  to  the 
House  of  Delegates  and  to  the  Committee  on  Nomina- 
tions. 

A.  Amend  Chapter  IV.  Section  14  'page  15 >  of  the 
By-Laws  by: 
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•  a)  Inserting  after  the  words  "Society  members" 
the  words  "to  the  Board  of  Medical  Examiners  of 
the  State  of  North  Carolina,  to  the  editorial  board  of 
the  NORTH  CAROLINA  MEDICAL  JOURNAL,  to  the 
State  Board  of  Health,  to  the  Board  of  Trustees  of 
North  Carolina  Blue  Cross  and  Blue  Shield,  Inc.", 
and  further  by. 

(b)  Deleting   the    phrase    "by    nominations    from 
the  floor",  and  further  by. 
<ei  Adding  these  sentences  as  follows: 
"Nominations   shall   be   made   by   the   Committee 
on  Nominations  and  by  nominations  from  the  floor. 
Members    may    be    nominated    to    succeed    them- 
selves except  as  otherwise  specifically  limited  by  the 
By-Laws." 
The  section  will  then  read: 
"The  House  of  Delegates  shall  elect  Society  Mem- 
bers to  the  Board  of  Medical  Examiners  of  the  State 
of  North   Carolina,   to  the   Editorial   Board   of  the 
NORTH   CAROLINA   MEDICAL   JOURNAL,    to   the 
North   Carolina   Medical   Care   Commission,   to  the 
State  Board  of  Health,  to  the  Board  of  Trustees  of 
North  Carolina  Blue  Cross  and  Blue  Shield.  Inc..  the 
members  of  the  Retirement  Saving-  Plan  Committee 
of  the  Medical  Society  of  the  State  of  North  Caro- 
lina, and  the  members  of  such  other  commissions 
or  boards  on  which  the  Society  may  have  representa- 
tion. Nominations  shall  be  made  by  the  Committee 
on  Nominations  and  by  nominations  from  the  floor. 
Members  may  be  nominated  to  succeed  themselves 
except  as  otherwise  specifically  limited  by  the  By- 
Laws." 
Also,   "B",  Amend  Chapter  X,  Section  4   (page  24) 
of  the  By-Laws  by  rewriting  it  to  read  as  follows: 

"The  Committee  on  Nominations  shall  be  selected 
and  shall  perform  its  duties  in  accordance  with  the 
provisions  of  Chapter  V,  Section  2,  of  these  By-Laws, 
except   that  nominations   for   all   elective   positions 
other  than  the  officers  of  the  Society  shall  be  an- 
nounced in  writing  to  the  Delegates  at  least  thirty 
days  in  advance  of  the  Annual  Meeting.  They  shall 
nominate  delegates  to  the  American  Medical  Asso- 
ciation,   representatives   to   those   boards,    commis- 
sions and  committees  provided  for  in  Chapter  IV, 
Section    14,    of   these   By-Laws,    and   to   such   other 
bodies  as  the  Executive  Council  may  determine." 
Mr.    Speaker,    I    move    adoption    of    both    of    these 
changes  to  the  By-Laws,  unless  there's  some  objection 
that  it  be  clone  separately. 

DR.  FRANK  W.  JONES  [Immediate  Past  President 
of  the  Society] :  Second. 

SPEAKER  OF  THE  HOUSE:   There  has  been  a  mo- 
tion and  a  second. 

Now,  even  at  the  last  reading,  amendments  to  the 
Constitution  and  By-Laws  can  be  amended,  providing 
they   do   not   negate   it.   providing  they   do   not    exag- 
gerate its  intent. 
Is  there  any  discussion?  (No  responsel 
All  those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no." 
[The  motion  carried  unanimously.] 
DR.  SHAFFNER:  Item  4.  bottom  of  page  4. 


This  item  describes  a  procedure  whereby  a  District 
Medical  Society  may  certify  nominees  for  Councilor 
and  Vice  Councilor  to  its  District. 

Amend  Chapter  V,  Section  2  'page  16)  of  the  By- 
Laws  by  adding  a  subsection  <a>  as  another  paragraph 
to  read  as  follows: 

If,  on  or  before  Febraury  1  of  the  year  of  an 
election,  a  district  medical  society  shall  certify  to 
the  Committee  on  Nominations  the  name  or  names  of 
members  it  wishes  to  be  placed  in  nomination  for 
Councilor  or  Vice  Councilor  to  that  district,  the 
Committee  shall  place  such  name  or  names  in  nomi- 
nation and  so  designate  these  in  its  report.  In  this 
event,  the  Committee  shall  also,  prior  to  its  report, 
poll  by  mail  all  the  official  delegates  of  the  com- 
ponent societies  of  that  district  for  approval  of  such 
names  as  nominees.  If  any  name  is  not  approved 
as  a  nominee  by  a  majority  vote  of  these  delegates, 
then  the  committee  shall  submit  at  least  one  addi- 
tional nomination  for  such  office. 

This  subsection  does  not  limit  the  power  of  the 
committee  to  make  more  than  one  nomination  for 
any  office. 
Mr.  Speaker,  I  move  the  adoption  of  this  amendment. 
SPEAKER  OF  THE  HOUSE:  Do  I  hear  a  second  to 
this  motion? 
[The  motion  was  seconded  from  the  floor.  1 
This  is  an  item  that  has  caused  quite  a  hassle  at  the 
last  meeting.  It  is  open  for  discussion  at  the  present 
time.  If  it  is  not  satisfactory,  we  will  be  glad  to  hear 
any  discussion. 
DR.  MILLARD  D.  HILL:    [Delegate-at-large] : 
Mr.  Speaker,  this  eliminates  our  district.  We  do  not 
have  district  societies,  so  therefore  it  would  eliminate 
us. 

SPEAKER  OF  THE  HOUSE:  Well,  it  wouldn't  elimi- 
nate it  if  you  want  to  reorganize,  but  it  does  give  those 
—and  I  think  if  you  remember  the  beautiful  preamble 
that  Dr.  Shaffner  gave  last  year,  in  the  various  and 
sundry  reasons  for  this  and  that  as  to  why  he  thought 
this  should  be  done.  Some  of  the  districts  were  not  or- 
ganized, but  this  does  give  the  right  to  the  districts 
who  are  organized  to  have  something  to  do  with  the 
Nominating  Committee.  They  have  that  right  now  but 
this  makes  it  stronger. 
Any  further  discussion? 

DR.  T.  P.  BRINN  [Perquimans  Countyl:  Mr.  Speaker! 
Does  this  mean  the  delegates  polled,  or  the  delegates 
voting  from  each  component  society? 

DR.  SHAFFNER:  Well,  the  intent  of  the  amend- 
ment as  written  is  that  all  thirty-five  delegates  from 
the  component  societies  in  the  district  will  be  polled 
by  mail  and  if  a  majority  vote  of  these  polled  by  mail 
returned  to  the  Nominating  Committee  is  returned  for 
this  suggested  nominee  by  the  district  medical  society 
then  the  Nominating  Committee  will  put  his  name  in 
nomination  and  does  not  have  to  put  another  name  in. 

DR.  BRINN:  Well,  out  of  thirty  delegates,  we'll  say. 
from  one  district  society  and  of  fifteen  returned  votes 
would  eight  in  favor  of  those  be  the  requirement? 

DR.  SHAFFNER:  Well,  my  interpretation  would  be 
that  you  know  how  many  delegates  there  are.  You're 
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writing  to  them  by  mail  so  if  they're  still  alive,  they 
should  answer  and  if  you  get  16  returns  you  have  a 
majority.  If  you  don't  get  16,  you  don't  have  a  major- 
ity. 

DR.  BRINN:  Well,  out  of  16.  shall  we  say,  9  voted 
for  this,  it's  still  not  a  majority  of  the  members  of 
this  district. 

I'm  just  trying  to  clarify  it. 
DR.    SHAFFNER:    Well,    my    interpretation    would   be 
as  it's  written,  it  would  require  16  for  this  particular 
nominee  for  the  Nominating  Committee  to  say  this  is 
the  nominee. 

DR.  BRINN:  So  often  those  things  get  done  like 
(hat,  you  know. 

SPEAKER  OF  THE  HOUSE:  A  comment  from  the 
chair!  It's  not  in  order  but  I  can't  keep  my  mouth 
shut  on  things  like  this! 

I  would  feel.  Dr.  Brinn.  that  if  the  delegates  in 
that  area  weren't  interested  enough  to  vote  on  this, 
then  they've  no  business  making  the  nomination. 

Any  further  discussion?   [No  response! 

Is  it  clear  what  this  stands  for?  It  simply  gives  those 
district  societies  which  are  existing  now  the  right  to 
forward  a  nomination  to  the  Nominating  Committee. 

If  the  majority  of  the  delegates  from  that  district 
approve  of  that  nomination,  why  then  that  name  has  to 
be  presented  to  the  House  of  Delegates,  but  it  does  not 
preclude  the  Nominating  Committee  to  put  up  another 
name  in  nomination  if  they  see  fit. 

If  there's  no  further  discussion,  are  you  ready  for 
the  question? 

Those  in  favor,  let  it  be  known  by  saying  "aye": 
opposed  "no." 

A  majority  vote. 

DR.  SHAFFNER:  Of  course,  in  any  such  nomina- 
tions there  can  be  nominations  from  the  floor  at  a 
later  date.  It  does  not  preclude  that  also  in  the  House 
of  Delegates  that  same  year. 

We  now  come  to  part  three  which  is  a  supplementary 
report,  which  you  may  have  and  this  has  two  items 
printed  and  I  will  have  a  third  to  add. 

This  report  is  supplementary  to  that  printed  on 
page  33  of  the  Compilation  and  that  printed  in  the 
February  1968  issue  of  NORTH  CAROLINA  MEDICAL 
JOURNAL,  page  75. 

Item  1:  Provisions  in  the  Constitution  for  amending 
the  Constitution. 

This  is  a  proposal  to  amend  the  Constitution  so  its 
presentation  today  requires  no  action  today. 

In  recent  meetings  of  the  House  of  Delegates  there 
has  been  some  uncertainty  about  what  specific  action,  if 
any.  the  House  may  take  on  the  first  presentation  of  a 
proposed  change  in  the  Constitution.  The  Executive 
Council  has  asked  that  the  procedure  be  clarified  so 
that  the  House  may  have  a  specific  method  of  accept- 
ing or  rejecting  for  consideration  at  its  first  presenta- 
tion any  proposed  amendment  to  the  Constitution. 

Our  Committee  presents  and  recommends  with  some 
reservation  the  following  and  there's  going  to  be  a 
correction  here. 

Amend  Article  XIII.  'page  9>  of  the  Constitution 
by  inserting  in  subparagraph  (1)  after  the  word,  "pre- 


sented,"  the  following  words  and  here's  your  correc- 
tion: 

".  .  .  and  accepted  for  consideration  by  a  majority 
vote."  The  reading  was  repeated. 

So  that  subparagraph  *  1 »  will  read  as  follows: 

"That  such  amendment  shall  have  been  presented 
and  accepted  for  consideration  by  a  majority  vote  in 
open  meeting  at  the  previous  Annual  Meeting  and 
that  it  shall  have  been  sent  officially  to  each  com- 
ponent society  or  printed  in  the  official  publication 
of  the  Society  at  least  two  months  before  the  session 
at  which  final  action  is  to  be  taken,  or  .  .  ." 

Any  questions  about  those  corrections?  [No  response] 

Our  Committee's  concern  about  this  change  is  this. 

There  would  be  the  possibility  that  a  proposed  change 
in  the  Constitution  could  be  defeated  on  initial  presenta- 
tion before  the  membership  has  had  a  chance  to  con- 
sider it  for  a  year.  If  an  amendment  did  not  re- 
ceive a  majority  vote  on  the  first  reading,  it  would 
be  killed  for  that  year,  and  could  not  come  to  a  final 
vote  the  next  year. 

Our  Committee  does  not  say  this  is  undesirable 
but  it  does  wish  to  draw  the  possibility  to  your  atten- 
tion. 

Should  such  a  defeat  occur  on  the  first  reading,  a  pro- 
posal could  be  presented  again  as  a  "first  reading" 
the  following  year,  and  if  passed  then  by  a  majority 
vote,  would  have  to  lay  on  the  table  for  an  additional 
year  before  the  final  two-thirds  vote  is  taken. 

Mr.  Speaker,  I  present  this  proposed  change  in  the 
Constitution  to  be  voted  on  next  year. 

SPEAKER  OF  THE  HOUSE:  Ladies  and  gentlemen, 
if  you  remember  last  year,  according  to  last  year's 
ruling  of  the  House  of  Delegates,  "presented"  means 
presented  with  no  action  to  be  taken,  but  that  does  not 
mean  that  there  can't  be  a  discussion  at  the  present 
time. 

I  was  concerned  about  this,  if  you  remember,  last 
year  because  I  was  under  the  impression  that  if  it  was 
accepted  as  presented,  anybody  could  bring  up  any 
change  in  the  Constitution  or  By-Laws  if  they  wanted 
to,  it  would  have  to  be  brought  up  for  a  vote  the  follow- 
ing year.  Since  that  time,  I've  studied  a  lot  and  I  feel 
that  the  writers  of  our  Constitution  and  By-Laws  had 
a  lot  more  sense  than  I  have. 

That  could  not  happen  because  according  to  our  Con- 
stitution and  By-Laws,  no  change  in  the  Constitution 
and  By-Laws  can  be  considered,  it  can  be  discussed, 
but  not  considered  or  placed  for  a  vote  until  it  has  been 
referred  to  the  Committee  on  Consititution  and  By-Laws 
and  a  recommendation  brought  back  from  them. 

So  as  it  stands  at  the  present  time  that  there  will 
be  no  vote,  we  do  have  safeguards. 

The  limitation  of  this  present  presentation  would  be 
that  if  under  these  circumstances  under  the  new  pro- 
posal the  Committee  on  Constitution  and  By-Laws 
brought  up  a  proposed  change  to  the  Constitution  and 
By-Laws  at  the  present  time,  particularly  the  Constitu- 
tion, and  it  was  voted  down  by  a  majority,  no  action 
could  be  taken  next  year,  but  there  could  be  nothing 
to  prevent  it  being  brought  back  up  next  year  and  re- 
peated year  after  year. 
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Now,  is  there  any  discussion  of  this?  This  is  not  open 
for  any  action,  but  it  certainly  is  open  for  discussion. 
I  certainly  feel  you  should  understand  this  because 
the  Committee  has  worked  hard  on  it  and  they  want 
you  to  feel  that  you  have  a  right  to  give  them  your 
opinion  and  consideration. 

Any  discussion?   [No  response] 

Well,  there's  no  action  on  that.  It  stands  and 
will  be  brought  back  next  year  for  action. 

DR.  SHAFFNER:  Item  2:  Change  in  the  name  of  the 
Blue  Cross  association.  We've  already  changed  this 
once  in  one  of  the  presentations  prior  to  this,  but 
there's  one  of  the  By-Laws  which  has  to  be  changed. 

This  change  is  a  technical  one  and  does  not  change 
the  intent  of  the  By-Law. 

Amend  Chapter  X,  Section  16  ipage  3-4  >  of  the 
By-Laws  I  referring  to  the  Blue  Shield  Committee)  by 
deleting  the  words,  "Hospital  Saving  Association  and 
Hospital  Care  Association"  and  inserting  in  lieu  there- 
of the  words,  "North  Carolina  Blue  Cross  and  Blue 
Shield.  Inc.". 

This  will  require  a  vote  next  Tuesday,  right'.' 

SPEAKER  OF  THE  HOUSE:  Right. 

DR.  SHAFFNER:  And,  item  three— You  had  three 
resolutions  today  that  were  printed  and  sent  to  you 
before  you  came  to  the  meeting.  There  are  a  total  of 
eleven  resolutions. 

The  other  resolutions— and  I  think  there  must  have 
been  seven  other  resolutions — came  in  from  district 
societies  or  committees  of  the  Society  or  County  So- 
cieties, which  did  not  get  in  sixty  days  prior  to  this 
meeting  and  the  only  way  they  could  get  to  the  floor 
of  the  House  is  to  come  through  the  Executive  Council 
which  they  did. 

The  Council  felt  that  this  sixty  day  limit  which 
was  probably  proposed  originally  to  give  delegates  a 
chance  to  get  these  resolutions  and  read  them,  is  too 
long  a  time  limit  that  they  have  to  work  for  and  they 
may  change  their  mind  and  decide  they  want  a  resolu- 
tion but  the  sixty  day  limit  is  up. 

Therefore  the  Council  asked  the  committee  to  please 
change  the  wording  in  the  By-Law  so  that  any  resolu- 
tion submitted  to  the  headquarters  office,  submitted 
two  weeks  ahead  of  the  House  of  Delegates  meeting, 
could  come  before  the  House  without  having  to  be  con- 
sidered by  the  Executive  Council  first. 

This  is  Section  18  of  Chapter  IV.  page  15,  of  the  Con- 
stitution and  this  change  would  therefore  read  as  fol- 
lows: 

No  resolution  shall  be  considered  or  voted  upon 
by  the  House  of  Delegates  unless  the  resolution  has 
been  filed  with  the  Executive  Director  of  the  So- 
ciety at  least  sixty  days  before  the  first  meeting  of 
the  House  of  Delegates,  except  upon  vote  of  two- 
thirds  of  the  members  present  at  the  meeting  of 
the  House,  or  upon  reference  to  the  House  of  Dele- 
gates by  the  Executive  Council. 

The  proposed  change  is  to,  therefore,  amend  Chap- 
ter IV,  Section  18,  page  15  of  the  By-Laws  by  deleting 
the  word  "sixty"  and  inserting  in  lieu  thereof  the  word 
"fourteen." 

We  present  that  as  a  proposed  change  in  the  By-Laws 


to  be  voted  on  Tuesday. 

SPEAKER  OF  THE  HOUSE:  I  would  like  to  say 
that  Mr.  Barnes  wanted  three  weeks. 

I  think  you  can  see  at  the  present  time  as  Dr.  Shaff- 
ner  has  told  you,  there  were  three  resolutions  that 
were  presented  to  you  prior  to  your  coming  up  here, 
the  sixty  day  interval. 

The  purpose  of  these  committees  is  to  try  to  get  as 
much  information  to  the  delegates  before  they  come 
here  as  possible. 

If  you  had  a  longer  time  after  the  societies  have 
their  meetings  in  the  spring,  these  resolutions  drop  in 
and  there's  no  way  in  the  world  we  can  get  them  to 
you.  There's  no  way  in  the  world  that  the  Speaker 
can  assign  those  resolutions  to  a  committee  until  he 
gets  to  Pinehurst.  which  is  rather  difficult  and  we 
spent  quite  a  long  time  last  night  making  these  as- 
signments so  that  you  would  have  them  today,  which 
is  an  improvement  over  last  year  when  we  couldn't  do 
it  until  we  got  up  on  the  rostrum.. 

That  is  the  purpose  of  this. 

We  would  like  as  much  business  of  the  House  to 
take  place  through  adequate,  well  considered  resolu- 
tions as  possible. 

A  resolution  in  my  opinion,  that  has  taken  the  time 
and  thought  of  the  county  society  or  group  of  indi- 
viduals or  an  individual,  and  properly  presented,  unless 
it  is  completely  objectionable  in  the  opinion  of  the 
Executive  Council,  should  be  presented  as  it  is  written 
to  the  House  of  Delegates. 

Now,  that  is  a  personal  opinion  and  I  think  the  more 
resolutions  we  can  get  in  prior  to  this  meeting,  the 
better  off  we'll  be  and  to  be  perfectly  frank  with  you, 
in  consideration  of  the  Executive  Council,  all  these 
resolutions  with  the  exception  of  three,  we  had  to  con- 
sider and  discuss. 

We  spent  at  least,  I'd  say,  an  hour  and  forty-five 
minutes  yesterday  which  could  have  been  obviated  by 
these  resolutions  getting  in  early. 

This  change  not  only  would  help  that,  but  I  hope 
the  future  Speakers  will  please  plead  with  the  dele- 
gation to  get  those  resolutions  in  as  early  as  possible 
so  they  can  be  taken  care  of  before  we  come  to  Pine- 
hurst. 

Is  there  any  question  or  discussion  of  this?  You 
have  a  right  to  discuss  it.  but  take  no  action. 

[No  response] 

DR.  SHAFFNER:  Mr.  Speaker,  that  concludes  my 
report. 

SPEAKER  OF  THE  HOUSE:  Do  I  hear  a  motion  that 
this  report  be  accepted? 

I  The  motion  was  made  from  the  floor.] 

Second? 

I  The  motion  was  seconded  from  the  floor.] 

Any  discussion?   [No  response] 

Those  in  favor  let  it  be  known  by  saying  "aye":  op- 
posed "no." 

It's  carried. 

Yes,  sir. 

DR.  ROBERT  E.  MILLER  [Mecklenburg  County]: 

Mr.  Speaker,  Dr.  Miller  from  Mecklenburg  County. 

I   think  we  ought   to  give  an  extra  vote  of  thanks 
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to  Dr.  Shaffner  and  his  committee  for  their  persever- 
ance and  their  good  work  in  this  connection. 

SPEAKER  OF  THE  HOUSE:  Could  I  second  that  mo- 
tion?   [Laughter]    [Applausel 

Thank  you. 

[Dr.  Garrard  then  assumed  the  chair.) 

VICE  SPEAKER  OF  THE  HOUSE:  Moving  on  to 
"G"  section  of  the  agenda,  report  of  Commissions. 

[On  call  each  of  the  Commissioners  gave  no  further 
report .  1 

VICE  SPEAKER  OF  THE  HOUSE:  The  chair  will 
entertain  a  motion  that  the  reports  as  printed  in  the 
Compilation  be  accepted. 

[The  motion  was  made  from  the  floor.] 

Second? 

[The  motion  was  seconded  from  the  floor.] 

All  in  favor  say  "aye":  opposed  "no." 

The  motion  is  carried. 

[Dr.  Koonce  then  resumed  the  chair.  1 

SPEAKER  OF  THE  HOUSE:  Now  comes  a  very  im- 
portant part  of  our  program  and  that  is  the  report 
of  the  Nominating  Committee,  which  will  be  given  by 
Dr.  Ross  in  just  a  minute. 

I  don't  want  to  seem  to  be  wearing  my  heart  and 
my  soul  and  my  feelings  on  my  sleeve,  but  there  have 
also  been  some  criticisms  in  the  years  past  that  after 
the  Nominating  Committee  gave  their  report,  I  passed 
over  nominations  from  the  floor  rather  fast. 

It  has  not  been  my  intention. 

Dr.  Ross  will  read  the  report  of  the  Nominating  Com- 
mittee and  I  remember  someone  got  me  all  confused  at 
one  time  because  the  President  that  read  it  said,  "I 
move  it  be  accepted"  and  it  kind  of  took  me  by  sur- 
prise because  it  was  accepted  before  I  could  even 
get  up  here! 

So  this  time,  when  he  reads  I'm  going  to  ask  "Daddy" 
to  sit  down  and  nominations  from  the  floor  will  be 
open  for  consideration.  If  you  want  to  consider  the 
nominations  singly  it  can  be  done.  If  the  nomination 
for  one  specific  office  and  there's  a  nomination  from 
the  floor,  the  vote  will  be  by  ballot. 

If  there's  only  one  nomination  for  an  office,  it 
will  be  by  voice  vote. 

Dr.  Ross! 

PRESIDENT  ROSS:  Mr.  Speaker  according  to  the 
By-Laws  and  the  Constitution,  this  was  submitted  to 
me  by  Dr.  Henry  Cutchin  your  Chairman  of  the  Nom- 
inating Committee,  sealed,  was  not  steamed  or  extra- 
sensory perception  used— [laughter  1  [Opening  the 
sealed  envelope]  and  we'll  now  read  the  report  of  the 
Nominating  Committee. 
Mr.  Speaker: 

Robert  A.  Ross,  M.D.  President,  Medical  Society 
of  the  State  of  North  Carolina.  Chapel  Hill. 
Dear  Dr.  Ross: 

In  accordance  with  the  Constitution  of  the  Medical 
Society  of  the  State  of  North  Carolina,  the  Commit- 
tee on  Nominations  presents  the  following  nomina- 
tions: 
President-elect,   Edgar  T.   Bedding-field,  Stantons- 
burg: 


Vice  President,  John  Glasson,   Durham: 
Second   Vice   President,   Mark   Lindsey,   Hamlet; 
Speaker  of  the  House,  Donald  Koonce,  Wilmington: 
Vice    Speaker    of    the    House,    James    E.    Davis, 

Durham: 
AMA  Delegates  two  year  terms  beginning  January 
1,  1969:   Donald  Koonce,  Wilmington;   John  R.  Ker- 
nodle,  Burlington: 

AMA  Alternates  two  year  terms  beginning  January 
1,  1969:  D.  E.  Ward,  Lumberton:  Frank  W.  Jones, 
Newton. 

Second    District    Vice    Councilor,    J.     Benjamin 
Warren,  New  Bern. 
This    is   the    report    of   the   Nominating    Committee 
as  given  to  me. 
I  Dr.  Garrard  then  assumed  the  chair.] 
VICE  SPEAKER  OF  THE  HOUSE:  Since  the  Speaker 
is  included  in  these  nominations,  it's  the  Vice  Speaker's 
duty  to  proceed. 

Next  is  to  ask  for  any  nominations  from  the  floor 
for  any  of  these  offices. 
Are  there  any  nominations  from  the  floor? 
DR.    HUBERT    M.    POTEAT    [Johnston    County]:    I 
move  the  report  of  the  Nominating  Committee  be  ac- 
cepted. 
[The  motion  was  seconded  from  the  floor.] 
VICE  SPEAKER  OF  THE  HOUSE:  You've  heard  the 
motion  that  the  report  of  the  Nominating  Committee  be 
accepted. 
The  motion  has  been  seconded. 
Those  in  favor  say  "aye":  those  opposed  say  "no". 
The  motion  is  carried. 

Now.    one    further    motion    before    they're    elected 
is  a  motion  to  elect  this  group.  Do  I  hear  a  motion? 
DR.  CUTCHIN:   So  moved. 

VICE  SPEAKER  OF  THE  HOUSE:  Is  there  a  second 
to  that  motion? 
[The  motion  was  seconded  from  the  floor.] 
Those  in  favor  say  "aye";  those  opposed  say  "no". 
The  motion   is  carried   and  the  slate  of  officers  is 
elected. 
[Applause] 

[Dr.  Koonce  then  resumed  the  chair.] 
SPEAKER  OF  THE  HOUSE:  Next  are  nominations 
from  the  floor  and  election  of  Trustees  to  the  North 
Carolina  Blue  Cross-Blue  Shield:    F.   A.   Blount,  M.D. 
term  expires,  Alfred  T.  Hamilton.  M.D.,  term  expires. 
Each  for  a  four  year  term. 
Do  I  hear  any  nominations  from  the  floor? 
DR.  HOLLISTER:  Mr.  Speaker.  I  would  like  to  pre- 
sent the  names  of  F.  A.  Blount  and  Alfred  Hamilton 
in  nomination  for  a  four  year  term  to  the  North  Caro- 
lina Blue  Cross-Blue  Shield. 

SPEAKER   OF   THE   HOUSE:    Any  further   nomina- 
tions from  the  floor? 

DR.    WILKERSON:    I    would    like    to    second    those 
names,  Mr.  Speaker. 

SPEAKER  OF  THE  HOUSE:  It  doesn't  need  it  but  it's 
nice  to  have  it! 
Any  further  nominations?   [No  response] 
They  are  at  present  in  nomination  only.  Do  I  hear  a 
motion  for  any  action?  What  do  you  move,  sir? 
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DR.  MILLER:  A  motion  that  these  be  elected  by 
unanimous  vote. 

DR.  CUTCHIN:   Second. 

SPEAKER  OF  THE  HOUSE:  You  make  the  motion 
that  these  two  be  elected? 

DR.  MILLER:   Unanimously! 

SPEAKER  OF  THE  HOUSE:  Unanimously. 

And,  the  motion  was  seconded. 

Any  discussion?  [No  response!  One  objection  can 
kill  it. 

All  those  in  favor  let  it  be  known  by  saying  "aye"; 
Hearing  no  objections  they're  elected  unanimously. 

DR.  GEORGE  W.  PASCHAL  [ Delegate-at-large] : 
Any  opposed?  [Laughter! 

SPEAKER  OF  THE  HOUSE:  Did  I  hear  an  objec- 
tion? 

Anybody  opposed? 

I'll  remember  next  time. 

Next,  Retirement  Saving  Plan  Committee,  Dr.  Ben- 
ton and  Dr.  Williams  terms  expire.  It's  a  three  year 
term  each. 

Do  I  hear  any  nominations  from  the  floor? 

DR.  RACHEL  DAVIS  [Lenoir  County!:  I  move  that 
Dr.  Wayne  Benton  and  Dr.  Robert  W.  Williams  suc- 
ceed themselves. 

SPEAKER  OF  THE  HOUSE:  They're  nominated  by 
Dr.  Rachel  Davis  of  Lenoir. 

Any  further  nominations? 

DR.  BRINN:  I  move  the  nominations  be  closed. 

SPEAKER  OF  THE  HOUSE:    Any  second  to  that? 

[The  motion  was  seconded  from  the  floor.] 

Any  discussion?  [No  response] 

Those  in  favor  of  the  nominations  being  closed,  let  it 
be  known  by  saying  "aye";  opposed  "no". 

The  "ayes"  have  it. 

Do  I  hear  a  motion  to  elect? 

DR.  JONES:  I  move  they  be  elected. 

[The  motion  was  seconded  from  the  floor.] 

SPEAKER  OF  THE  HOUSE:  Dr.  Jones  makes  a  mo- 
tion that  they  be  elected  and  it  is  seconded. 

Discussion?  [No  response] 

Those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no." 

They're  so  elected. 

Now,  with  your  permission  I'd  like  to  shift  over  to 
"M"  organization  of  Nominating  Committee  for  1968- 
1969. 

You  will  see  placed  around  here,  your  district  stand- 
ards. A  few  instructions,  if  I  may. 

No  person  can  be  elected  to  the  Nominating  Commit- 
tee who  holds  an  elected  office  in  the  State  Medical 
Society.  It  is  brought  to  my  attention  that  those  mem- 
bers of  the  Boards  of  Hospital  Saving  and  the  Board  of 
Health,  for  instance,  are  elected  by  us  but  they  are 
elected  to  offices  of  other  organizations. 

Whereas  for  instance  the  members  of  the  Editorial 
Board  of  the  Journal  are  members  of  an  organization 
of  the  Society  and  are  not  eligible. 

Therefore  be  sure  that  you  do  not  select  a  man 
who  holds  an  elected  office  in  any  organization  of  this 
Society. 

Second,  he  has  to  be  a  delegate.   Our  Constitution 


and  By-Laws  say  that  ten  delegates  shall  be  selected, 
no  two  of  which  can  come  from  the  same  district. 

Now,  also  according  to  our  Constitution  and  By-Laws, 
no  man  may  succeed  himself  but  once.  Therefore,  Dr. 
John  F.  Lynch  of  the  8th  District  and  Dr.  J.  Henry 
Cutchin  of  the  9th  District  are  not  eligible  to  be  re- 
elected. All  others  are  eligible  to  be  reelected,  but  do 
not  have  to  be  reelected. 

Now,  if  you  will  gather  and  select  your  selection 
for  the  Nominating  Committee  of  next  year  under  the 
heading  of  your  district  and  bring  me  your  report  as 
soon  as  possible,  I  will  report  back  to  you  again. 

DR.  NAUMOFF:  Mr.  Speaker,  does  the  man  to  be 
elected  have  to  be  here  today? 

SPEAKER  OF  THE  HOUSE:  No,  sir.  he  does  not  have 
to  be  present,  but  he  has  to  be  a  delegate. 

DR.  NAUMOFF:  Thank  you,  sir. 

I  There  followed  a  fifteen  minute  recess.  I 

SPEAKER  OF  THE  HOUSE:  Will  the  delegates, 
please  take  their  seats? 

In  the  past,  we  have  always  considered  the  selection 
by  the  districts  as  the  same  thing  as  election. 

According  to  our  By-Laws  it  states: 

The  Nominating  Committee  shall  be  selected  at 
the  first  meeting  of  the  House  of  Delegates- 
After  I  read  the  names,   I  will  entertain  a  motion 
that  they  be  elected  unanimously. 

First  District,  John  A.  Payne: 

Second  District,  Simmons  Patrick; 

Third  District,  E.  Thomas  Marshburn; 

Fourth  District,  James  Maher; 

Fifth  District,  Bruce  Blackmon; 

Sixth  District,   Charles  Wilkerson: 

Seventh  District,  Forrest  M.  Houser; 

Eighth  District,  W.  J.  May; 

Ninth  District,  Clyde  Hedrick; 

Tenth  District,  Michael  Keleher. 

Those  are  the  ones  who  have  been  nominated  and 
elected  by  their  districts.  Do  I  hear  a  motion  that  it  be 
made  unanimous  or  do  I  hear  discussion? 

SPEAKER  OF  THE  HOUSE:  Dr.  Hill  moves  that  it  be 
made  unanimous  and  is  there  a  second? 

DR.  HILL:  So  moved. 

I  The  motion  was  seconded  from  the  floor.] 

Is  there  any  discussion?  [No  response] 

All  those  in  favor  of  election  of  this  Nominating  Com- 
mittee, let  it  be  known  by  saying  "aye";  opposed  "no". 

The  "ayes"  have  it. 

Now,  if  those  men  will  meet  with  Dr.  Styron  in  the 
Dutch  Room  for  selection  of  a  Chairman  and  instruc- 
tions. 

Now  we'll  proceed  with  other  business. 

[Dr.  Garrard  assumed  the  chair.] 

VICE  SPEAKER  OF  THE  HOUSE:  Two  other  items; 
one  is  the  Committee  on  Mediation. 

Are  there  any  additional  reports,  other  than  in  the 
Compilation? 

DR.  FRANK  JONES:  No  further  report. 

VICE  SPEAKER  OF  THE  HOUSE:  The  chair  will 
hear  a  motion  that  the  report  in  the  Compilation  of  the 
Committee  on  Mediation  be  accepted  as  printed. 

DR.  JOHN  GLASSON:  So  moved. 
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VICE  SPEAKER  OF  THE  HOUSE:  Is  there  a  second 
to  that  motion? 

I  The  motion  was  seconded  from  the  floor.] 

Those  in  favor  say  "aye";  opposed  "no". 

The  motion  is  carried. 

Next,  "J"  section,  Committee  on  Negotiations. 
Dr.  William  F.  Hollister! 

DR.  HOLLISTER:  No  further  report. 

VICE  SPEAKER  OF  THE  HOUSE:  Is  there  a  mo- 
tion that  this  be  accepted  as  printed? 

[The  motion  was  made  and  seconded  from  the  floor.] 

Those  in  favor  say  "aye";  opposed  "no". 

The  motion  is  carried. 

[Dr.  Koonce  then  resumed  the  chair.] 

SPEAKER  OF  THE  HOUSE:  Next,  under  item  "K", 
is  the  report  of  the  Executive  Council  with  various 
proposals  which  will  be  turned  over  to  the  Reference 
Committees. 

Dr.  Ross! 

PRESIDENT  ROSS:  Mr.  Speaker,  I  think  this  docu- 
ment illustrates  the  Speaker's  point  about  getting  the 
reports  in  early  and  this  is  the  action  taken  by  the 
Executive  Council  to  be  brought  before  the  House  of 
Delegates  for  Reference  Committees. 

"A"  it  is  submitted  by  the  Blue  Ribbon  Committee 
No.  1— I  don't  know  whether  Dr.  Chapman  is  here  to 
read  it  or  not. 

SPEAKER  OF  THE  HOUSE:  You  go  ahead  and  read 
it. 

PRESIDENT  ROSS:    The   motion: 

I  move  that  the  Executive  Council  be  requested  to 
employ  a  professional  management  consultant  to  study 
headquarters  operations  and  to  submit  an  appropriate 
report  to  the  Executive  Council,  with  copies  to  be 
distributed  to  the  Blue  Ribbon  Committee  No.  1,  in  order 
that  they  might  incorporate  the  consultant's  findings 
in  their  own  study  and  final  report  on  the  headquar- 
ters facilities. 

SPEAKER  OF  THE  HOUSE:  That  goes  to  Reference 
Committee  No.  1. 

Is  there  any  question  of  Dr.  Ross  concerning  this? 
I  No  response] 

PRESIDENT  ROSS:  Next,  the  employment  of  a  field 
man  by  the  Medical  Society  of  the  State  of  North  Caro- 
lina. 

During  the  past  year  and  for  several  years,  many 
people  and  many  agencies  have  been  putting  out 
"brush  fires"  and  some  major  conflagrations  at- 
tempting to  put  this  into  force. 

This  is  a  practice  being  carried  out  by  a  great  many 
state  societies  and  county  societies,  and  the  Council 
felt  this  was  something  that  should  be  considered  and 
this  was  a  report  and  recommendation  for  a  field  man 
to  be  employed  by  the  Medical  Society  of  the  State  of 
North  Carolina. 

SPEAKER  OF  THE  HOUSE:  Goes  to  Reference  Com- 
mittee No.  1. 

Questions?  [No  response] 

PRESIDENT  ROSS:  "C"  Committee  on  Headquarters 
Facility. 

These  are  several  motions  here  and  they  were  dis- 


cussed  fully.    This  has   to   do   with   the   headquarters 
facilties  please  understand. 

That  we  authorize  the  Headquarters  Facility  Com- 
mittee to  acquire  the  additional  land  described  by 
Dr.   Rose   at   the   most   reasonable  price   at  which 
it  can  be  obtained. 
This,    I    think,    has    obvious   advantages.    It   has   to 
do  with  one-way  traffic  in  the  area  where  we  have  our 
proposed  facility.  The  wisdom  of  this  I  think  is  evident 
and  the  committee  thought  that  this  should  be  done. 
The  second  motion: 

I  move  to  this  Council  that  the  headquarters 
facility  committee  be  authorized  to  engage  the 
services  of  an  architect  to  prepare  the  prelliminary 
plans  for  construction  of  the  headquarters  building. 
Please  understand  that's  the  preliminary  plans! 
Third: 

I  move  that  this  Council  recommend  to  the  House 
of  Delegates  that  the  Society  be  authorized  to  bor- 
row a  sum  of  money  not  to  exceed  $750,000  for  the 
purpose    of    constructing    a    headquarters    building 
upon  such  terms  and  conditions  and  amount  as  may 
be  approved  by  the  Executive  Council  of  the  So- 
ciety. 
This   was   worded    according   to   the  advice   of   our 
legal  counsel. 
The  fourth  motion: 

I  move  that  the  Executive  Council  recommend  that 
the  House  of  Delegates   authorize  the  construction 
of  a  headquarters  building  on  the  site  owned  by 
the  Society  in  Raleigh,   North   Carolina,   according 
to  such  plans  and  arrangements  and  at  such  time 
as  shall  be  approved  by  the  Executive  Council. 
This  motion,  again,  was  felt  necessary  by  the  Coun- 
cil in  order  to  proceed  with   the  other  things.   Now, 
please  understand  me,   we  htink  we've  got  adequate 
safeguards  and  adequate  blocks  here  to  take  care  of 
this. 

SPEAKER  OF  THE  HOUSE:  All  four  of  these  go 
to  Reference  Committee  No.  1. 

I'd  like  to  say  here  that  these  are  not  very  explana- 
tory and  I  realize  there  are  a  lot  of  you  who  do  not 
understand  the  ins  and  outs  of  all  these  motions  that 
have  been  made  because  you're  not  benefited  by  the 
discussions  in  the  Executive  Council  that  went  on  ahead. 
Now,  those  discussions  will  be  explained  in  the  Refer- 
ence Committees  and  if  you  cannot  be  present  at  the 
Reference  Committees,  when  we  come  back  here  on 
Tuesday,   it   will   be   the   obligation   of   the   Reference 
Committee  to  be  able  to  explain  these  things  to  you 
and  any  questions  that  you  want  to  ask. 
PRESIDENT  ROSS:  thank  you,  Dr.  Koonce. 
North    Carolina    Interprofessional    Code    redraft    for 
physicians    and    attorneys.    This    was    brought    in    by 
the  Medical-Legal  Committee. 

SPEAKER  OF  THE  HOUSE: :  I  think  you  have  a  copy 
of  that  in  your  folders. 

Well,  we  approved  that  for  presentation  to  the  House 
of  Delegates  and  that  will  go  to  Reference  Committee 
No.   2. 

PRESIDENT  ROSS:  "E"  I  move  that  this  Council 
go  on  record   as  indicating  to  the  State  Board  of 
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Health  and  any  other  agency  within  the  state  which 

is  to  purvey  paramedical  or  medical  information  that 

before  anything  is  set  in  motion  that  it  be  brought 

to  the  attention  of  the  County  Medical  Society. 

This  has  to   do   with   projects   that  were  projected 

and   begun   with    the   understanding   that    they   would 

be  terminated  by  different  agencies  and  by  different 

bureaus,  and  we've  run  into  difficulties  by  not  getting 

them   stopped,   again  by  local  conditions   which  have 

caused  some  unrest  and  publicity. 

This  will  be  explained  again  in  the  Reference  Com- 
mittee. 

SPEAKER  OF  THE  HOUSE:  This  is  a  little  bit  con- 
fusing. The  "E"  is  not  present  and  the  committee  was 
not  put  down,  but  that  goes  to  Reference  Committee 
No.  2. 

I  don't  want  a  single  one  of  you  to  make  any  criti- 
cism, of  Mrs.  King  and  the  others  who  made  that 
mistake,  because  they  stayed  up  all  night  long  doing 
this  and  they  didn't  get  lunch  until  almost  two  o'clock 
today,  so  don't  criticize  them. 
If  they  made  a  mistake  they're  entitled  to  it. 
PRESIDENT  ROSS:  Article  "F"  from  the  subcom- 
mittee on  mental  retardation: 

Be   it   resolved  that  the  Committee   recommends 
that  the  Executive  Council  endorse  the  concepts  be- 
ing proposed  in  the  enclosed  "Summary  of  Proposals 
by   the  N.    C.    Council   on  Mental   Retardation   for 
Adequate  Evaluation   of  Children   before   their  As- 
signment to  Special  Education  Classes". 
I  think  they  have  this  information  in  their  folders. 
SPEAKER  OF  THE  HOUSE:  I  think  you  have  that 
and  they   endorse  the  report  for  presentation   to  the 
House  of  Delegates  and  to  be  referred  to  the  Reference 
Committee. 
That  goes  to  Reference  Committee  No.  2. 
PRESIDENT  ROSS:   "G"  from  Professional  Service 
Commission. 

Inasmuch  as  there  are  four  committees  under  this 
Commission  (Professional  Service  Commission)  i.e., 
the  Committee  on  Blue  Shield,  the  Committee  to 
work  with  the  N.  C.  Industrial  Commission,  the 
Insurance  Industry  Committee,  and  the  Committee 
on  OCHAMPUS  (Office  of  Civilian  Health  and 
Medical  Programs  Uniformed  Service ),  each  of 
which  has  as  a  part  of  its  function  a  review  of 
claims,  i.e.,  claim  review  service,  it  is  recommended 
that  this  subject  be  thoroughly  studied  by  a  sep- 
arate body,  possibly  Blue  Ribbon  No.  1  Committee, 
with  claim  review  service  for  the  Medical  Society 
of  the  State  of  North  Carolina.  Having  observed 
these  various  committees  in  their  deliberations,  it 
is  felt  that  one  claim  review  service  for  the  So- 
ciety might  function  more  efficiently  and  arrive  at 
more  equitable  decisions. 
SPEAKER  OF  THE  HOUSE:  That  goes  to  Reference 
Committee  No.  2. 

PRESIDENT  ROSS:  "H"  this  has  to  do  with  last 
year  when  you  remember  Dr.  Dan  McLaurin  brought 
forth  a  form  and  he  didn't  have  enough  to  pass  around 
the  infield  and  no  one  knew  what  he  was  talking  about 
except  those  who  had  the  forms. 


The  forms,  now,  I  think  are  in  your  folders  and  it's 
brought  back  for  attention  and  that  is  report  of 
Committee  on  School  Health  on  "Uniform  Personal 
Health  and  Medical  Record"  forms. 

SPEAKER  OF  THE  HOUSE:  That  goes  to  Refer- 
ence Committee  No.  2. 

PRESIDENT  ROSS:  Now,  this  next  report  should 
come  from  the  Committee  on  Anesthesia   [laughter]: 

I  move  that  we  recommend  to  the  House  of  Delegates 
an  increase  of  annual  dues  of  $25.00. 

SPEAKER  OF  THE  HOUSE:  I  didn't  know  they  were 
going  to  put  my  name  down  there  as  making  that 
motion!    [Laughter] 

That  goes  to  Reference  Committee  No.  1  and  God 
help  them! 

The  other  things  have  to  do  with  the  Committee 
on  Professional  Insurance.  Our  liability  carrier,  the 
St.  Paul  Company  has  made  a  study.  They've  given 
a  report  of  their  comparison.  They  go  by  the  local 
experience  rather  than  the  so-called  6/4  expense  and 
their  rates  are  still  lower  than  the  others  and  they 
feel  that  an  increase  in  their  rates  is  in  order,  by  the 
St.  Paul  Insurance  Company. 

The   Lumbermen's,   Mr.   Golden's   group,    sent    in   a 
request.  It  was  circularized  to  the  Executive  Council 
which   is   the  way  it  should  have  been  done  for  ap- 
proval and  that  was  approved  by  the  Executive  Council. 
Next,  I  move  that  the  Board  of  Medical  Exam- 
iners be  asked  to  investigate  the  operation  of  the 
Blood  Banks   in   Winston-Salem   and   Charlotte   and 
determine  whether  or  not  a  violation  of  the  Medical 
Practice  Act  is  being  clone. 

Now,  I'm  sure  that  the  folks  in  Mecklenburg  and 
Forsyth  Counties  know  what  this  is  all  about. 

SPEAKER  OF  THE  HOUSE:  These  items  have  al- 
ready been  taken  care  of  (by  the  Executive  Council) 
and  are  not  for  referral.  By  which  I  mean.  Dr.  Ross  is 
just  reporting  to  you  on  some  of  the  things  that  were 
done  in  the  Executive  Council.  They  did  not  have  to 
come  up  before  the  House  of  Delegates,  but  he  is 
required  to  report  to  you  the  action  of  the  Executive 
Council. 

Now,  this  request  to  the  Board  of  Medical  Examiners 
ior  instance,  the  Executive  Council  requests  tnat  tne 
Board  of  Medical  Examiners  check  into  that.  That's 
just  a  request.  That  doesn't  need  any  action  by  the 
House  of  Delegates. 

PRESIDENT  ROSS:  The  first  ones  actually  require 
action  by  the  House  of  Delegates.  The  others  are  for 
your  information,  which  I  did  not  completely  en- 
lighten, obviously. 

I  move  that  the  Vice  Councilors  be  invited  to  sit 
with  the  Executive  Council  at  the  Annual  Meeting. 

This  was  discussed  for  the  information  of  the  men 
who  now  serve  as  Vice  Councilors  in  order  that  they 
might  gain  experience  from  the  proceedings  and  so 
that  they  can  understand  the  functions  better  in  later 
days. 

The  last  thing  was  the  nominations  to  the  Med-Pac 
Board  which  are  listed: 

Dr.  Cosgrove,  Dr.  Paschal.  Dr.  DeCamp,  Dr.  Rhodes, 
Dr.  Hughes,  Mrs.  Johnson,  Mrs.  Robertson,  Dr.  Deaton, 
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Dr.  Frank  Jones,  Dr.  Koonce,  Dr.  Lynch,  Dr.  Poteat, 
Dr.  Reece,  Dr.  Thurston.  Dr.  Van  Gorder,  Dr.  Bond, 
Mrs.  Ledyard  DeCamp.  the  pharmacist,  Charles  Blan- 
ton,  Jr.,  Dr.  William  Hollister  and  Dr.  John  Weyher. 

Mr.  Speaker,  this  finishes  the  report  and  the  infor- 
mation from  the  Executive  Council. 

SPEAKER  OF  THE  HOUSE:   Thank  you.  Dr.  Ross. 

Perhaps  there  should  be  some  information  on  this 
last  item. 

According  to  our  Constitution  and  By-Laws,  of  the 
State  Society  and  also  Med-Pac,  the  Executive  Council 
of  the  State  Medical  Society  shall  elect  the  Board  of 
Directors  of  Med-Pac. 

These  nominations  were  made  by  Dr.  Rhodes  and 
Dr.  Cosgrove,  as  Chairman  of  the  Board  of  Directors, 
and  were  elected  by  the  Executive  Council.  This  is 
simply  for  your  information  which  does  not  necessitate 
any  action. 

Do  I  hear  a  motion  that  Dr.  Ross's  report  be  ac- 
cepted? 

[The  motion  was  made  and  seconded  from  the  floor.  1 

And,  it  has  been  moved  and  seconded. 

Now,  is  there  any  discussion?  Is  there  any  misunder- 
standing- whatsoever?   [No  response] 

Those  in  favor  of  accepting  his  report,  let  it  be 
known  by  saying  "aye";  opposed  "no". 

The  "ayes"  have  it. 

Now,  the  next  thing  for  our  consideration  is  to  sub- 
mit the  1968  budget  for  adoption  by  Dr.  Ross. 

PRESIDENT  ROSS:  This  will  require  action.  You 
have  copies  of  the  budget  in  your  files  and  in  the 
Compilation  also.  'See  page  59  of  compilation  of 
reports. ) 

Mr.  Speaker,  I  move  that  the  budget  as  submitted 
by  the  committee  be  adopted. 

SPEAKER  OF  THE  HOUSE:  That  is  moved  in  per- 
fectly good  order.  Dr.  Ross  is  a  delegate. 

Is  there  a  second? 

I  The  motion  was  seconded  from  the  floor.] 

Now,  it  is  open  for  discussion.  Dr.  Benton  is  Chair- 
man of  the  Finance  Committee  and  is  here  to  answer 
any  questions  that  you  may  ask. 

DR.  LYMBERIS:  There  have  been  several  resolu- 
tions which  will  incur  expenses  to  this  Society  which 
do  not  show  in  this  proposed  budget. 

If  these  resolutions  are  reported  back  favorably,  and 
acted  upon  favorably  by  the  House  of  Delegates,  can 
this  budget  be  altered  so  that  these  can  be  imple- 
mented immediately  or  must  it  wait  for  the  1969  budget? 

SPEAKER  OF  THE  HOUSE:  Dr.  Benton. 

DR.  WAYNE  BENTON  [Chairman.  Finance  Com- 
mittee]: 

Part  of  that  will  be  a  part  of  rules  of  order.  This 
year's  budget  as  adopted  is  already  a  deficit  budget 
and  it  was  explained  when  it  was  first  adopted  for 
1968. 

That's  the  one  we're  voting  on. 

It  was  adopted  as  a  deficit  budget  because  it  had 
been  our  experience  in  the  past — we  spent  hours  and 
hours  trying  to  get  it  to  balance  and  then  it  turns  out 
this  way— that  at  the  end  of  the  year  it  would  balance. 

So   we   didn't   cut   down   every   request   made   and 


went  ahead  and  put  it  in  there  and  hoped  we  would 
have  enough  money  left  to  meet  the  requirements. 

Now,  the  report  ended  April  30th  which  covers  the 
first  four  months  of  this  year  and  adding  it  all  up, 
we  are  having  more  income  than  we  are  expenses  and 
if  we  stay  in  the  same  category  as  we  have  in  the 
first  four  months,  if  Dr.  Welton  can  hold  his  expenses 
down  as  "Daddy"  Ross  has,  we  will  at  the  end  of  the 
year  have  acquired  a  $12,000  surplus. 

Now,  in  the  event  that  that  does  not  happen, 
if  you'll  look  in  your  financial  report  there,  there  is 
some  $200,000  that  we've  got  stashed  away  somewhere 
readily  available  so  that  the  money  will  be  available 
whatever  they  spend. 

Does  that  answer  your  question?  [Affirmative  re- 
sponse] 

SPEAKER  OF  THE  HOUSE:  Any  further  questions? 
[No  response] 

The  motion  has  been  made  and  seconded  that  we 
adopt  the  budget.  Now,  if  there's  any  question,  ask  it 
now. 

Any  further  questions?   [No  response] 

Are  you  ready  for  the  question  on  the  floor? 

All  those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  "no". 

[The  motion  carried  unanimously.] 

Now,  item  "L",  consideration  of  nominations  to  AMA 
Councils  and  Boards.  I'll  recognize  Dr.  Jones. 

DR.  .JONES:  Mr.  Speaker,  it  is  indeed  with  con- 
siderable pleasure  that  I  rise  to  tell  you  of  a  man  that 
North  Carolina  has  to  offer  to  the  American  Medical 
Association  for  a  vacancy  upon  the  Board  of  Trustees 
of  the  American  Medical  Association. 

This  man  has  worked  hard  here  in  our  own  group 
all  the  way  from  the  office  of  the  most  low  category,  all 
the  way  to  President  of  the  State  Society.  He  has  been 
a  delegate  to  the  AMA  for  a  number  of  years. 

There  is  an  opportunity  now  for  someone  from  North 
Carolina  to  go  upstairs.  There  is  a  chance  that  it  may 
be  even  higher  than  the  Board  of  Trustees. 

The  Executive  Council  endorsed  unanimously  the 
candidacy  of  this  man  for  election  to  the  Board  of 
Trustees  to  be  nominated  for  the  vacancy  created  by 
the  departure  from  the  Board  by  Dr.  Gerald  Dorman. 

The  Executive  Council  yesterday  made  a  similar  en- 
dorsement. It  would  be  proper  that  this  House  endorse 
the  candidacy  of  John  R.  Kernodle  to  the  Board  of 
Trustees  of  the  American  Medical  Association. 

As  a  delegate-at-large,  I  so  move. 

SPEAKER  OF  THE  HOUSE:  Is  there  a  second  to  the 
motion? 

[The  motion  was  severally  made  from  the  floor.] 

Is  there  any  discussion,  or  any  endorsements? 

All  those  in  favor,  let  it  be  known  by  saying  "aye"; 
opposed  "no". 

The  AMA  will  be  so  notified. 

SPEAKER  OF  THE  HOUSE:  Dr.  Ross. 

PRESIDENT  ROSS:  There  is  a  vacancy  on  the  Coun- 
cil of  the  AMA  on  Constitution  and  By-Laws. 

At  two  recent  conventions  of  the  AMA,  other  folks 
from  other  areas  and  other  districts  have  suggested 
the  name  of  Dr.  M.  D.  Hill. 
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This  was  a  spontaneous  thing,  unsolicited,  so  now 
at  this  point,  I  do  solicit  the  House  of  Delegates  to 
support  Dr.  M.  D.  Hill  as  a  nominee  for  the  Council 
of  Constitution  and  By-Laws  of  the  AMA. 

SPEAKER  OF  THE  HOUSE:  Dr.  Ross,  do  you  move 
that  the  House  of  Delegates  go  on  record  as  endorsing 
Dr.  Hill? 

PRESIDENT  ROSS:   I  do. 

SPEAKER  OF  THE  HOUSE:  Is  there  a  second  to 
that  motion? 

[The  motion  was  seconded  from  the  floor.] 

Any  discussion?  [No  response] 

All  those  in  favor,  let  it  be  known  by  saying  '"aye "; 
opposed  "no". 

[The  motion  carried  unanimously.] 

Is  there  any  Unfinished  Business?   [No  response  I 

Is  there  any  New  Business?  [No  response] 

There's  a  question  addressed  to  me:  Does  any  mem- 
ber other  than  a  delegate  have  the  privilege  of  the 
floor  at  a  Reference  Committee  meeting? 

The  Reference  Committee  meetings  are  open  meet- 
ings to  any  member  of  the  State  Medical  Society, 
whether  he  be  a  resident,  whether  he  be  an  officer  of 
the  local  county  society,  or  just  a  plain  ordinary  mem- 
ber. 

It  is  an  open  meeting  to  the  members  of  the  State 
Medical  Society. 

PRESIDENT  ROSS:  And,  their  discussions  are  en- 
couraged. 

SPEAKER  OF  THE  HOUSE:  And,  their  discussion 
and  participation  is  encouraged. 

Now,  just  to  make  everything  copacetic,  Mr.  Barnes 
has  requested  we  deal  with  item  "N",  the  reports 
of  all  committees  that  have  been  placed  in  the  Compila- 
tion that  they  be  accepted  as  they  are  in  the  Compila- 
tion. 

[The  motion  was  made  and  seconded  from  the  floor.] 

All  in  favor  let  it  be  known  by  saying  "aye";  op- 
posed "no". 

[The  motion  carried  unanimously.] 

DR.  POTEAT:  Mr.  Speaker,  I  move  we  adjourn! 

SPEAKER  OF  THE  HOUSE: 

Now,  a  motion  to  adjourn  takes  no  discussion,  but 
it  takes  a  second.  Do  I  hear  a  second? 

[The  motion  was  severally  seconded.] 

I'd  like  to  request  that  it  be  made  unanimous. 

All  those  in  favor  let  it  be  known  by  saying  "aye" 
and  I  won't  call  for  an  opposed  vote! 

[The   meeting  adjourned   at  four-forty-five   o'clock.] 


TUESDAY  AFTERNOON  SESSION 
May  14,  1968 

The  Second  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  North  Carolina  con- 
vened at  two-thirty  o'clock,  Dr.  Donald  B.  Koonce. 
Speaker  of  the  House,  presiding. 

SPEAKER  OF  THE  HOUSE: 

Gentlemen,  I'll  call  the  second  meeting  of  the  House 
of  Delegates  of  the  year  1968  to  order. 


According  to  my  count,  we  do  have  a  quorum.  A 
quorum  at  this  meeting  consist  of  a  majority  of  the 
registered  delegates  and  according  to  my  count,  we 
have  a  quorum  and  can  start  with  business. 

Before  we  get  started,  I  would  like  to  request  that  as 
many  of  you  as  possible  stay  here  through  the  meeting 
because  we  need  a  quorum,  we  have  an  awful  lot  of 
important  business  and  this  isn't  a  personal  request  of 
my  mine;  it's  for  your  benefit. 

We  have  a  proposition  which  is  coming  up  from  the 
Executive  Council  at  the  request  of  the  Finance  Com- 
mittee concerning  the  implementation  of  one  of  the 
recommendations  of  the  Reference  Committee  concern- 
ing funds  to  be  raised  for  the  building  program  and  I 
think  that  is  very  important  and  the  proper  place  for 
it  on  the  agenda  is  under  New  Business. 

If  anything  happens,  a  drastic  catastrophe  and  a 
lot  of  you  have  to  leave,  why,  we  can  change  it,  but 
we  would  prefer  to  go  through  with  the  regular  agenda 
as  we  have  it. 

Now,  if  Dr.  Shaffner  will  come  up.  we'll  take  up 
"A"  of  the  agenda  of  the  second  meeting  of  the  House 
under  Unfinished  Business  which  is  the  final  ratifica- 
tion of  By-Laws,  second  reading. 

DR.  SHAFFFNER:  Mr.  Speaker,  there  are  only  two 
By-law  changes  which  were  presented  on  Sunday  after- 
noon and  this  would  be  the  second  reading  and  they 
are  items  two  and  three  on  your  supplementary  report 
and  I  do  not  feel  they  are  controversial,  but  we'll  read 
them  again. 

One,  is  a  technical  one  which  changes  the  name  of  the 
Blue  Cross  organization  and  this  is: 

Amend  Chapter  X,  Section  16  'page  34)  of  the  By- 
Laws  which  refers  to  the  Blue  Shield  Committee  by 
deleting  the  words,  "Hospital  Saving  Association  and 
Hospital  Care  Association"  and  inserting  in  lieu  there- 
of the  words,  "North  Carolina  Blue  Cross  and  Blue 
Shield,   Inc.". 

Mr.  Speaker.  I  move  the  adoption  of  this  change 
in  the  By-Laws. 

[The  motion  was  seconded  from  the  floor.] 

SPEAKER  OF  THE  HOUSE:  This  action,  of  course, 
is  final  action  and  it's  in  the  By-Laws  and  takes  a 
majority. 

Any  discussion?  [No  response] 

If  not,  those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  "no". 

The  "ayes"  have  it. 

DR.  SHAFFNER:  This  next  one  is  item  three  which 
is  not  printed  on  your  supplementary  report,  but  if  you'll 
remember  has  to  do  with  the  change  in  the  time  re- 
quired for  submission  of  resolutions  ahead  of  Annual 
Meetings. 

So  the  amendment  is: 

Amend  Chapter  IV,  Section  18,  'page  15*  of  the  By- 
Laws  by  deleting  the  word,  "sixty"  and  inserting  in 
lieu  thereof  the  word,   "fourteen". 

So  that  the  section  will  then  read: 

No  resolution  shall  be  considered  or  voted  upon 
by  the  House  of  Delegates  unless  the  resolution  has 
been  filed  with  the  Executive  Director  of  the  So- 
ciety at  least  fourteen  days  before  the  first  meeting 
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of  the  House  of  Delegates,  except  upon  vote  of  two- 
thirds  of  the  members  present  at  the  meeting  of  the 
House  of  Delegates  or  upon  reference  to  the  House 
of  Delegates  by  the  Executive  Council. 
Mr.  Speaker  I  move  the  adoption   of  this  change   in 
the  By-Laws. 
[The  motion  was  seconded  from  the  floor.] 
SPEAKER  OF  THE  HOUSE:  It  has  been  seconded. 
Is  there  any  discussion?   [No  responsel 
If  not,  all  those  in  favor  let  it  be  known  by  saying 
"aye":  opposed  "no". 
The  "ayes"  have  it. 

DR.  SHAFFNER:  Mr.  Speaker,  that  concludes  my 
report. 

SPEAKER  OF  THE  HOUSE:    Do  I  hear  a  motion 
that  his  report  be  accepted  as  a  whole? 
DR.  ROSS:  So  moved. 
[The  motion  was  seconded  from  the  floor.] 
SPEAKER   OF   THE  HOUSE:    Discussion?    [No  re- 
sponse] 

Those  in  favor,  let  it  be  known  by  saying  "aye": 
opposed  "no". 
The  "ayes"  have  it. 

I  can't  help  but  at  this  moment  take  two  seconds 
to  thank  Dr.  Shaffner  for  all  he  has  done  and  the  way 
he  has  worked  out  things  with  his  committee  so  that 
even  though  there  have  been  times  when  I've  been 
confused  and  I  know  some  of  you  have,  he  has  soon 
straightened  us  out  and  it  has  been  a  difficult  job  for 
him  and  he  certainly  has  my  deepest  thanks  and  I'm 
sure  yours,  too. 
[Applause] 

The  next  report  according  to  our  agenda  is  the 
reports  of  the  Reference  Committees. 

Reference  Committee  No.  1.  Dr.  John  Glasson.  Chair- 
man. Will  he  come  up.  please? 

DR.  JOHN  GLASSON  [Chairman.  Reference  Com- 
mittee No.  1):  Reference  Committee  No.  1  submits  to 
the  House  of  Delegates  the  following  report. 

I  believe  you  all  have  copies  available  of  this 
report.  If  you  do  not  have  them  at  hand  they  are 
available  in  the  boxes  at  the  rear  of  the  room. 

With  regard  to  Resolution  No.   3  submitted  by  the 
Mecklenburg  County  Medical  Society: 
Therefore  be  it, 

RESOLVED,   that   a  committee  be   appointed  by 
the  incoming  President  of  the  Medical  Society  of 
the  State  of  North  Carolina  to  study  in  depth  and  to 
give   comprehensive   reports   and   recommendations 
regarding  the  best  organizational  and  functional  re- 
lationship for  the  Medical  Society  of  the  State  of 
North  Carolina  and  Blue  Cross— Blue  Shield  plans, 
such    committee    being    selected    from    the    major 
practice    interests    of   the  Medical    Society    of    the 
State  of  North  Carolina. 
The  Reference  Committee  heard  opinions  on  this  at 
its    meeting.    The    members    of    the    Blue    Cross-Blue 
Shield  Committee  supported  this  and  we  had  informa- 
tion from  the  Blue  Cross-Blue  Shield  Plans  that  they 
also    supported    it    and    Reference    Committee    No.    1 
recommends    the    approval    of    Resolution    No.    3    as 
presented. 


Mr.  Speaker,  I  move  that  it  be  adopted. 
DR.  NAUMOFF:  Second. 

SPEAKER  OF  THE  HOUSE:  He's  a  member  of  the 
House  of  Delegates  and  his  committee  also,  the  other 
two,    and   his   motion   of  approval   by   his   committee 
doesn't  need  any  second. 
Any  discussion  of  this?   [No  response] 
If  not,  those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no". 
The  "ayes"  have  it. 

DR.  GLASSON:  The  second  motion  considered  by 
Reference  Committee  No.  1  was  with  regard  to  Motion 
"A"  of  the  Executive  Council  as  recorded  in  the  Com- 
pilation of  Reports  and  as  reported  to  the  House  of 
Delegates. 

Reference  Committee  No.  1  recommends  the  dis- 
approval of  this  motion  in  view  of  the  fact  that  informa- 
tion presented  at  the  Reference  Committee  meeting 
indicated  that  the  final  action  of  the  Executive  Council 
dictated  that  a  cost  and  feasibility  study  be  instituted 
and  that  a  report  be  brought  back  to  the  Executive 
Council  on  the  results  of  this  study. 

Reference  Committee  No.  1  therefore  offers  a  sub- 
stitute motion  to  the  effect  that  a  cost  and  feasibility 
study  be  instituted  for  the  purpose  of  determining  the 
availability  and  cost  of  a  professional  management 
consultant  to  study  the  headquarters  operations  of  the 
Medical  Society  of  the  State  of  North  Carolina  and 
that  Blue  Ribbon  Committee  No.  1  be  authorized  to 
proceed  with  this  study,  the  results  of  which  are  to 
be  reported  back  to  the  Executive  Council  at  its  next 
meeting. 
Mr.  Speaker,  I  so  move. 

SPEAKER  OF  THE  HOUSE:  Is  there  any  discussion? 
[No  response]  Do  you  understand  the  motion?  They're 
making  a  substitute  motion  for  the  main  motion  which 
has  been  presented  to  you  on  Sunday. 

If  there  are  no  questions,  all  those  in  favor  let  it  be 
known  by  saying  "aye":  opposed  "no". 
[The  motion  carried  unanimously.] 
DR.  GLASSON:    The  next   resolution   considered  by 
Reference  Committee  No.  1  was  Resolution  No.  2  by 
Mecklenburg  County  Medical  Society. 
Be  it, 

RESOLVED,  that  the  Medical  Society  of  the  State 
of  North  Carolina  give  careful  consideration  to  the 
employment  of  trained  personnel  or  contract  per- 
sonnel to  give  professional  legislative  assistance  to 
the  Medical  Society  of  the  State  of  North  Carolina, 
whose  chief  duties  shall  be  liaison  between  the 
Medical  Society  of  the  State  of  North  Carolina  and 
the  State  Legislature  and  that  the  Executive  Com- 
mittee of  the  Executive  Council  begin  immediately 
to  secure  such  personnel  and  report  to  the  Execu- 
tive Council,  and  be  it.  further, 

RESOLVED,  that  the  Annual  Dues  of  the  Medical 

Society  of  the  State  of  North  Carolina  be  raised  to 

cover  this  additional  expense  to  the  Medical  Society 

of  the  State  of  North  Carolina. 

Reference  Committee  No.   1  recommends  that  with 

regard  to  this  resolution  submitted  by  the  Mecklenburg 

County    Medical    Society    regarding    employment    of 
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trained  personnel  to  give  professional  legislative  as- 
sistance and  to  increase  the  annual  dues  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina  be  disap- 
proved for  the  reason  that  to  some  extent  the  objec- 
tive of  this  resolution  will  be  met  by  other  action  of 
the  Executive  Council  and  Reference  Committee  No.  1 
in  the  matters  which  Resolution  No.  2  deals  with. 

Mr.  Speaker,  Reference  Committee  No.  1  recom- 
mends that  this  not  be  adopted. 

SPEAKER  OF  THE  HOUSE:  On  your  blue  sheet, 
you  have  "Mr.  Speaker,  I  so  move".  I  have  asked  him 
to  change  that  to  the  fact  that  the  Reference  Commit- 
tee recommends  because  you  cannot  have  a  negative 
motion  on  a  main  motion. 

As  I  understand,  a  resolution,  any  resolution  pre- 
sented on  Sunday  is  the  same  as  a  main  motion. 

Therefore,  you  can't  make  a  motion  that  the  motion 
be  not  approved.  The  only  way  you  can  take  care  of 
it  is  to  vote  against  the  motion. 

So  your  Reference  Committee  recommends  that 
Resolution  No.  2  be  defeated  and  the  resolution  is  the 
main  motion.  If  you  want  the  resolution  approved,  you 
vote  "aye";  if  you  want  to  take  the  recommendation 
of  the  Reference  Committee,  you  vote  "no"  and  de- 
feat the  resolution. 

Is  that  understood? 

The  main  motion  is  on  the  floor.  Is  there  any  discus- 
sion? [No  response] 

All  those  in  favor  of  Resolution  No.  2  being  adopted, 
let  it  be  known  by  saying  "aye";  all  those  opposed  to 
Resolution  No.  2  being  adopted,  let  it  be  known  by 
saying  "no". 

The  "no's"  have  it. 

Resolution  No.  2  is  not  adopted. 

DR.  GLASSON:  The  next  item  considered  by  Refer- 
ence Committe  No.  1  was  motion  "B"  of  the  Execu- 
tive Council  which  was  presented  to  the  House  of  Dele- 
gates at  its  last  session. 

That  motion  "B"  of  the  Executive  Council  be 
implemented  and  that  a  field  representative  for  the 
Medical  Society  of  the  State  of  North  Carolina  be 
employed  solely  by  the  Medical  Society. 

This  is  an  amendment  of  the  original  motion. 

In  the  hearings  of  the  Reference  Committee  No.  1 
those  testifying  seemed  to  indicate  that  the  primary 
need  in  the  legislative  program  of  the  Medical  Society 
was  for  improved  communications  with  the  county 
medical  societies  and  it  was  felt  that  the  field  repre- 
sentative would  help  immeasureably  in  correcting  this 
deficiency. 

Mr.  Speaker,  I  move  the  adoption  of  the  amended 
motion  "B." 

SPEAKER  OF  THE  HOUSE:  It  has  been  moved  and 
seconded.  Is  there  any  discussion?  [No  responsel 

Now,  if  you'll  remember  Sunday  we  pushed  some 
things  through  pretty  fast  with  the  distinct  under- 
standing that  you  would  have  full  time  and  full  dis- 
cussion in  the  Reference  Committees  and  if  you  did 
not  understand  it,  or  if  you  had  a  "beef"  you  wanted 
to  bring  back,  if  you  couldn't  go  to  the  Reference 
Committee,  this  floor  would  be  open  today  for  discus- 
sion. 


Please  feel  free  to  discuss  or  ask  questions. 

Is  there  any  question  on  the  motion?  [No  response] 

If  not,  those  in  favor  let  it  be  known  by  saying 
"aye":  opposed  "No." 

The  "ayes"  have  it. 

DR.  GLASSON:  Mr.  Speaker,  as  regard  Motion  C(l) 
of  the  Executive  Council,  the  Reference  Committee  No. 
1  approves  a  revised  motion  substituting  for  motion 
C1 1 1  of  the  Executive  Council  as  follows: 

That  the  Committee  on  Headquarters  Facilities  is 
authorized  to  acquire  an  additional  10,000  square 
foot  'approximately)  plot  of  land  adjacent  to  the 
property  in  Central  Raleigh  which  has  been  acquired 
for  construction  of  a  headquarters  facility. 

It  has  been  brought  out  that  this  additional  property 
will  be  invaluable  as  a  means  of  entrance  and  egress 
due  to  the  traffic  pattern  being:  established  by  the 
City  of  Raleigh  in  this  area  and  that  it  will  also  provide 
additional  parking  space. 

Mr.  Speaker,  I  move  the  adoption  of  this  amended 
motion  CC1). 

SPEAKER  OF  THE  HOUSE:  Any  discussion?  [No 
response] 

If  not,  those  in  favor  let  it  be  known  by  saying 
"aye":  opposed  "no." 

[The  motion  carried  unanimously.] 

DR.  GLASSON:  With  regard  to  motion  C<21  of  the 
Executive  Council  reported  at  the  last  meeting  of  the 
House  of  Delegates,  Reference  Committee  No.  1  recom- 
mends approval  of  motion  C'2)  which  reads  as  fol- 
lows: 

I  move  to  this  Council  that  the  Headquarters  Faci- 
lities Committee  be  authorized  to  engage  the  ser- 
vices of  an  architect  to  prepare  the  preliminary 
plans  for  the  construction  of  the  headquarters  build- 
ing. 

Mr.  Speaker,  I  move  the  adoption  of  this  motion. 

SPEAKER  OF  THE  HOUSE:   Any  discussion? 

Yes,  Dr.  Blackmon! 

DR.  BRUCE  BLACKMON  [Harnett  County]:  Black- 
mon of  Harnett! 

Mr.  Speaker,  I'm  not  going  to  oppose  this  except 
to  the  point  on  page  one  we  have  suggested  a  profes- 
sional management  study  and  I  wonder  if  we  should  not 
have  this  study  before  we  go  into  the  building  of  a 
building. 

SPEAKER  OF  THE  HOUSE:  That's  a  legitimate 
question. 

Any  other  questions? 

I  can't  answer  that.  Dr.  Blackmon  because  I'm  not 
qualified  to,  but  is  there  anybody  who  is  on  the 
Finance  Committee  or  the  Executive  Council  who  can 
answer  it? 

Any  other  questions?  [No  responsel 

If  not,  those  in  favor  let  it  be  known  by  saying 
"aye":   opposed  "no." 

One  "no." 

[The  motion  carried  with  one  opposed.] 

DR.  GLASSON:  With  regard  to  motion  C(3)  of  the 
Executive  Council  reported  at  the  last  meeting  of  the 
House  of  Delegates,  Reference  Committee  No.  1  recom- 
mends approval  of  motion  C'3)  as  follows: 
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I  move  that  this  Council  recommend  to  the  House 
of  Delegates  that  the  Society  be  authorized  to  borrow 
a  sum  of  money  not  to  exceed  $750,000  for  the 
purpose  of  constructing  a  headquarters  building 
upon  such  terms  and  conditions  and  amount  as  may 
be  approved  by  the  Executive  Council. 

And,  recommends  its  adoption  by  the  House  of 
Delegates  with  the  following  amendment  and  addition, 
namely: 

That  the  Finance  Committee  of  the  Society,  after 
consultation  with  the  Committee  on  Headquarters 
Facility,  be  requested  and  authorized  to  investi- 
gate and  recommend  to  the  Executive  Council  meth- 
ods or  means  for  obtaining  the  funds  necessary  for 
the  construction  of  a  headquarters  building. 

Mr.  Speaker,  I  move  the  adoption  of  the  amended 
motion. 

SPEAKER    OF    THE    HOUSE:    Any    discussion?     [No 
response] 

It's  going  too  smooth!   [Laughter] 

No  further  discussion? 

Come  to  the  microphone,  state  your  name,  where 
you're  from  and  state  your  piece,  sir. 

DR.  JOHN  L.  BROCKMAN  [Guilford  County!:  Dr. 
Brockman  from  Guilford. 

I  wanted  to  ask  a  question  about  the  property  of  the 
Medical  Society  at  Triangle  Corner  outside  of  Raleigh 
as  to  its  status. 

SPEAKER  OF  THE  HOUSE:  Can  you  answer  that? 

DR.  GLASSON:  I'd  like  to  call  on  Dr.  Benton  if  he's 
here  to  speak  to  this.  He's  at  the  microphone  at  the 
other  side. 

DR.  BENTON:  We  still  own  it  and  please  forget 
it!  I'll  take  care  of  it  for  you!   [Laughter] 

SPEAKER  OF  THE  HOUSE:  That's  one  of  the  brief- 
est and  most  to  the  point  answers  I've  ever  heard !  Does 
that  answer  you,  doctor? 

DR.  BROCKMAN:  Perfectly!  [Laughter] 

SPEAKER  OF  THE  HOUSE:  Dr.  Bedding-field! 

DR.  BEDDINGFIELD:  I  just  wondered  as  a  matter 
of  semantics  in  the  original  motion  and  in  the  amend- 
ment; the  original  motion  authorized  the  borrowing  of 
a  sum  of  money  and  the  amendment  changes  it  to 
methods  or  means  for  obtaining  funds  necessary.  Does 
one  contravene  the  other  or  not? 

DR.  GLASSON:  This  is  a  supplementary  amended 
motion  and  in  explaining  the  action  of  the  Reference 
Committee,  there  was  considerable  opposition  to  bor- 
rowing the  money  expressed  at  the  Reference  Commit- 
tee and  therefore  the  additional  amendment  was  added 
where  it  was  suggested  that  the  Finance  Committee 
explore  means  of  raising  the  funds  which  may  or  may 
not  include  borrowing. 

SPEAKER  OF  THE  HOUSE:  My  impression  from 
reading  this  several  times  is  that  the  intent  of  the 
Reference  Committee  was  to  make  it  less  restrictive. 

DR.  BEDDINGFIELD:   Thanks. 

SPEAKER  OF  THE  HOUSE:  Any  further  questions? 

Yes,  sir! 

DR.  TILGHMAN  HERRING  [Wilson  County]:  Tilgh- 
man  Herring  from  Wilson  County! 

I'm  wondering  about   the  wording  of  this  that  the 


Finance  Committee  is  requested  to  make  recommenda- 
tions and  that  the  Executive  Council  will  then  sup- 
posedly approve  this. 

Does  this  mean  that  once  this  is  approved  the 
members  back  home  will  not  have  an  opportunity  to 
discuss  this  and  decide  whether  or  not  they  agree  with 
whatever  method  of  financing  is  chosen? 

DR.  GLASSON:  I  think  that  you  in  this  meeting 
probably  will  have  this  opportunity  before  it's  over 
with. 

SPEAKER  OF  THE  HOUSE:  I  think  the  purpose  of 
this,  we  took  fairly  positive  action  last  year,  but  this 
is  more  or  less  to  ratify  that  positive  action  and  to 
give  the  implicit  rights  to  the  Finance  Committee 
and  Executive  Council  to  proceed. 

Any  further  questions?  [No  response]  These  are 
healthy  questions.  These  are  things  that  you've  got  to 
know  to  take  back  to  your  group  and  local  county 
societies. 

Any  further  questions?   [No  response] 

If  not,  those  in  favor  let  it  be  known  by  saying 
"aye";  opposed  "no." 

Two  "no's." 

[The  motion  carried  with  two  opposed  votes.] 

DR.  GLASSON:  With  regard  to  motion  C<4>  of  the 
Executive  Council,  Reference  Committee  No.  1  recom- 
mends adoption  of  the  motion  which  reads  as  follows: 
I  move  that  the  Executive  Council  recommend  that 
the  House  of  Delegates  authorize  the  construction  of 
a  headquarters  building  on  the  site  owned  by  the 
Society  in  Raleigh,  North  Carolina,  according  to 
such  plans  and  arrangements  and  at  such  time  as 
shall  be  approved  by  the  Executive  Council. 

In  explanation  of  this,  these  last  two  motions, 
the  one  you  just  voted  on  and  this  one,  have  been 
drawn  up  in  consultation  with  the  legal  counsel  and 
the  building  committee,  the  Finance  Committee,  in  an 
effort  to  implement  the  borrowing  of  money,  the  mak- 
ing of  preliminary  plans  for  the  building,  all  things 
which  cannot  be  instituted  with  the  various  people 
who  do  these  things  without  the  approval  by  the  So- 
ciety. 

Mr.  Speaker,  I  move  the  adoption  of  motion  C(4>. 

SPEAKER  OF  THE  HOUSE:  Any  questions?  [No 
responsel 

If  not,  all  those  in  favor  let  it  be  known  by  saying 
"aye":  opposed  "no." 

One  "No". 

[The  motion  carried  with  one  opposing  vote.] 

DR.  GLASSON:  With  regard  to  motion  I  of  the 
Executive  Council.  Reference  Committee  No.  1  recom- 
mends to  the  House  of  Delegates  an  increase  of  annual 
dues  of  $25.. 

It  has  been  self-evident  that  in  your  previous  actions 
at  this  meeting,  you  have  voted  the  expenditure  of 
additional  funds  which  will  become  necessary  in 
employing  a  field  representative.  It  has  been  pointed 
out  that  we  are  now  operating  on  a  deficit  budget. 

The  Finance  Committee  has  made  a  study  of  this 
and  has  estimated  and  reported  to  the  Reference  Com- 
mittee in  the  hearings  that  a  $25  increase  in  annual 
dues  should  meet  our  operating,  our  regular  operat- 
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ing  expenses,  and  should  obviate  any  further  increase 
for  these  purposes  for  approximately  the  next  five 
years. 

If  I'm  not  correct  in  that.  Dr.  Benton,  you  can  cor- 
rect me. 

Mr.  Speaker,  I  move  the  adoption  of  motion  I. 

SPEAKER  OF  THE  HOUSE:  Any  discussion?  [No 
response] 

Don't  tell  me  you're  not  going  to  discuss  this? 

Dr.  Benton! 

DR.  BENTON:  I'm  afraid  I  misunderstood.  You 
said  five  years — ? 

SPEAKER  OF  THE  HOUSE:  He  said  the  estimate 
was  that  if  it  was  raised  to  this  that  for  operational 
expenses,  there  probobly  would  not  be  any  need  for  an 
increase  for  approximately  five  years. 

DR.  BENTON:   Right! 

SPEAKER  OF  THE  HOUSE:  I  think  he  is  summariz- 
ing some  of  your  remarks. 

Any  question?  [No  response] 

Remember  now,  when  you  approve  this,  this  goes 
into  action. 

If  there's  no  discussion,  those  in  favor  let  it  be 
known  by  saying  "aye";   opposed  "no." 

Three  "no's." 

[The  motion  carried  with  three  opposing  votes.] 

DR.  GLASSON:  The  report  is  signed  by  members 
of  Reference  Committee  No.  1: 

John  Glasson,  Thomas  Marshburn  and  Philip  Naum- 
off. 

Thank  you,  Mr.  Speaker. 

SPEAKER  OF  THE  HOUSE:  Do  I  hear  a  motion  that 
this  report  as  a  whole  be  approved? 

[The  motion  was  made  from  the  floor.] 

It  has  been  moved.  Is  there  a  second? 

[The  motion  was  seconded  from  the  floor.] 

Is  there  any  discussion?  [No  response] 

If  not,  those  in  favor  let  it  be  known  by  saying 
"aye";  opposed  "no." 

[The  motion  carried  unanimously.] 

I  think  this  committee  deserves  a  round  of  applause. 
They  worked  hard  all  night  and,  Dr.  Glasson,  to  you 
and  the  members  of  your  committee,  my  deepest 
thanks  for  taking  a  big  burden  off  of  me. 

[Applause] 

Next,  is  the  report  of  Reference  Committee  No.  2, 
Dr.  Paul  Deaton,  Chairman. 

DR.  PAUL  McN.  DEATON  [Chairman,  Reference 
Committee  No.  2] :  Mr.  Speaker,  Reference  Committee 
No.  2  submits  to  the  House  of  Delegates  the  following 
report. 

Resolution  1: 

Now,  therefore,  be  it, 

RESOLVED,  that  the  Wilson  County  Medical  So- 
ciety unanimously  goes  on  record  endorsing  the 
Country  Doctor  Museum,  and  that  it  offers  its  loy- 
alty, interest  and  support  to  the  Board  of  Direc- 
tors of  the  Country  Doctor  Museum  and  that  a 
copy  of  this  resolution  be  sent  to  Josephine  E. 
Newell.  M.D.,  Chairman  of  the  aforementioned 
Board  of  Directors,  and  be  it  further, 
RESOLVED,  that  the  Wilson  County  Medical  So- 


ciety submits  a  copy  of  this  resolution  to  the  Med- 
ical Society  of  the  State  of  North  Carolina  and  re- 
spectfully requests  its  favorable  consideration  of  a 
similar  resolution  of  endorsement  and  that  a  copy 
copy  of  this  resolution  of  endorsement  be  sent  to 
Robert  A.  Ross  President  of  the  Medical  Society  of 
the  State  of  North  Carolina  and  to  James  T.  Barnes, 
Executive  Director  of  the  Medical  Society  of  the 
State  of  North  Carolina. 

The  Committee  recommends  to  the  House  of  Dele- 
gates the  adoption  of  this  resolution  as  originally 
presented. 
Mr.  Speaker,  I  so  move. 

SPEAKER  OF  THE  HOUSE:  It  has  been  moved  and 
seconded  that  this  resolution  be  approved. 
Do  I  hear  any  discussion?  [No  response] 
If  not,   those   in   favor  let   it  be  known  by  saying 
"aye";   opposed  "no." 
[The  motion  carried  unanimously.] 
DR.  DEATON:  Resolution  No.  4: 
In  view  of  the  fact  that  Mr.  Wilbur  J.  Cohen  was 
confirmed  by  the  Senate  several  days  ago,   and  this 
matter  came  to  the  attention  of  the  Reference  Com- 
mittee during  its  session,  this  committee  recommends 
that  this  resolution  not  be  adopted.. 

SPEAKER  OF  THE  HOUSE:  And.  I  think,  Dr.  Dea- 
ton, that  was  with  the  agreement  of  one  of  the  pro- 
ponents, was  that  not  true? 
DR.   DEATON:    No. 

SPEAKER  OF  THE  HOUSE:  Catawba  County  agreed 
that  it  not  be  recommended  to  be  adopted. 

DR.  DEATON:  They  didn't  recommend  that  to  me, 
sir. 

SPEAKER  OF  THE  HOUSE:  Well,  maybe  I'm  wrong. 

Anyhow,  this  is  the  same  as  the  other.  Your  Refer- 
ence Committee  recommends  that  Resolution  No.  4 
not  be  adopted. 

Now,  is  there  discussion  of  this  resolution? 

If  you  vote  "aye"  the  resolution  will  be  passed.  If 
you  vote  "no"  it  will  be  defeated  as  is  recommended 
by  the  Reference  Committee. 

DR.  DEATON:  Exceuse  me,  Mr.  Speaker,  in  refer- 
ence to  the  Catawba  County  proposer,  I  must  say  that  at 
the  end  of  our  session  there  was  some  discussion  of 
about  possibly  watering  down  the  resolution  and  not 
making  it  quite  so  harsh. 

SPEAKER  OF  THE  HOUSE:  The  motion  is  on  the 
floor. 

You're  voting  to  either  approve  or  disapprove  the 
resolution. 

Those  in  fovor  of  the  resolution  let  it  be  known  by 
saying  "aye";  those  opposed  "no." 

The  resolution  is  not  adopted. 

DR.  DEATON:  Resolution  No.  5: 

The  committee  recommends  that  Resolution  No. 
5  be  rephrased  as  follows: 

RESOLVED,  that  the  Medical  Society  of  the  State 
of  North  Carolina  develop  an  effective  program 
directed  toward  the  election  or  appointment  of  phy- 
sicians in  private  practice  to  hospital  governing 
boards  and  that  the  effectiveness  of  such  a  program 
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or  plan  be  reviewed  at  yearly  intervals  prior  to  the 
annual  meeting  of  the  House  of  Delegates,  and  be  it, 
further 

RESOLVED,  that  the  President  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  either  assign 
this  function  to  an  existing  committee  or  create  an 
ad  hoc  committee  for  such  purpose. 
Mr.  Speaker,  I  move  it  be  adopted  as  rephrased. 
SPEAKER  OF  THE  HOUSE:  Substitute  resolution  has 
been  moved  and  seconded. 
Any  discussion?   [No  response] 
If  not,  those  in  favor  of  the  substitute  resolution  let 
it  be  known  by  saying  "aye";  opposed  "no." 
The  substitute  resolution  is  adopted. 
DR.  DEATON:  Resolution  No.  6: 
The  committee  recommends  that  Resolution  No.  6  be 
amended  by  omitting  the  second  paragraph  thereof,  so 
that  it  reads  as  follows: 
Be  it, 

RESOLVED,  that  the  Medical  Society  of  the  State 
of  North  Carolina  go  on  record  as  favoring  the  use 
of  fluoride  in  correct  scientific  quantities  in  all  com- 
munity drinking  water  supplies,  and  be  it,  further 
RESOLVED,   that  the   North   Carolina   State   De- 
partment   of   Health    be    informed    of    this    resolu- 
tion. 
Mr.  Speaker,  I  move  the  adoption  of  this  resolution 
as  read. 

SPEAKER  OF  THE  HOUSE:  As  read,  which  means 
as  amended. 
Any  discussion? 
DR.  GLASSON:  Mr.  Speaker! 
SPEAKER  OF  THE  HOUSE:   Yes,  sir. 
DR.    GLASSON:     What    was    the    thinking    of    the 
Reference    Committee    on    the    portion    of    this    which 
involved  offering  a  supply  where  there  was  too  much 
fluoride  in  the  water?  Was  this  discussed? 

DR.  DEATON:  Yes,  and  it  was  felt  that  there  were 
several  counties — maybe  two  or  three  in  the  North- 
eastern part  of  North  Carolina — where  possibly  some 
excess  of  fluoride  over  and  above  the  recommended 
quantity,  certainly  nothing  that  would  be  called  a 
hazard  to  health. 

SPEAKER  OF  THE  HOUSE:    Any  further  question 
or  discussion?  ]No  response] 
You're    voting    on    the   amended    resolution. 
Those   in  favor  let  it  be  known  by  saying   "aye": 
opposed  "no." 
The  amended  resolution  is  adopted. 
DR.  DEATON:  Resolution  No.  7: 
The  committee  recommends   that   Resolution  No.   7 
be  rephrased  as  follows: 
Be  it, 

RESOLVED,  that  the  Medical  Society  establish  a 
permanent  committee  on  medical  education  to  be 
composed  of  representatives  from  the  medical 
schools  in  North  Carolina,  specially  organizations  and 
the  Academy  of  General  Practice  of  North  Caro- 
lina, with  no  member  serving  for  more  than  five 
years.  The  purpose  of  the  committee  would  be  to 
study  medical  student  recruitment  and  quality  and 
distribution   of   physicians   and   to   recommend   im- 


provements in  the  education  system  which  will  be 
forwarded  to  the  proper  authorities  for  action. 
Mr.  Speaker,  I  move  it  be  adopted  as  rephrased. 
SPEAKER  OF  THE  HOUSE:  It  has  been  moved  and 
seconded  that  the  amended  or  substitute  resolution  be 
adopted. 
Any  discussion?   [No  response] 
Those  in   favor  let   it   be  known   by  saying  "aye"; 
opposed  "no." 
It's  so  adopted. 

DR.  DEATON:  Resolutions  Nos.  8  and  9  and  Item 
"H": 

The  committee  recommends  the  combining  and  re- 
phrasing- of  Resolutions  8  and  9  and  Item  "H"  as  fol- 
lows : 

RESOLVED,  that  the  State  Medical  Society  recom- 
mends to  the  Health  Department  of  the  State  of 
North  Carolina  and  the  State  Department  of  Public 
Instruction  that  all  preschool  children  have  a  phy- 
sical examination  before  entering  school  and  that  a 
uniform  personal  health  and  medical  record  form 
be  used.  Regulations  should  become  uniform 
throughout  the  State  and  that  examination  of  all  pre- 
school children  should  be  a  concern  of  local  public 
groups  and  individuals  concerned  with  school  ad- 
ministration. 
Be  it,  further, 

RESOLVED,    that    the    Medical    Society    go    on 

record  as  recommending  that  preschool  children  and 

those  at  the  ninth  grade  age  level  be  skin  tested  for 

tuberculosis  on  a  uniform  statewide  basis. 

Mr.    Speaker,    I    move    it    be   adopted    as    amended 

and  rephrased. 

SPEAKER  OF  THE  HOUSE:  You've  heard  the  mo- 
tion. It's  in  order. 

Now  if  there  are  any  questions  at  all  as  to  why  a 
Reference  Committee  came  to  the  decision  it  did,  why 
they  amend  it,  why  they  rephrase,   don't  hesitate  to 
ask. 
Any  questions?  Any  discussion?  [No  response] 
If  not,   those   in   favor  let   it   be  known  by   saying 
"aye";  opposed  "no." 
So  be  it  adopted. 
DR.  DEATON:  Resolution  No.  10: 
The  committee  recommends  that  Resolution  No.   10 
be  rephrased  as  follows: 

WHEREAS,  traffic  accidents  and  deaths  are  use- 
less and  are  the  result  of  many  factors,  be  it, 

RESOLVED,  that  the  Medical  Society  go  on  record 
as  recommending  to  the  appropriate  authorities  the 
following: 

1)  That  education  in  traffic  safety  be  taught 
throughout  student  attendance  in  public  schools  so 
that  the  habit  of  thinking  traffic  safety  becomes  a 
conditioned  reflex. 

2>  That  stricter  licensing  regulations  be  applied 
to  drivers  under  age  18. 

3i  That  two  levels  of  alcoholism  in  drivers  should 
be  recognized.  Blood  levels  up  to  0.05  per  cent 
should  be  considered  as  impairing  one's  ability  to 
drive  and  one  so  discovered  driving  should  be 
adequately  penalized:   0.10  per  cent  should  be  con- 
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sidered  driving  under  the  influence  of  alcohol  and 
these  individuals  should  be  penalized  severely  and 
regulated. 

Mr.  Speaker,  I  move  the  adoption  of  the  resolution 
as  rephrased  and  amended. 

SPEAKER  OF  THE  HOUSE:  Any  questions  or  dis- 
cussion? 

Name  and  where  you  came  from,  sir. 

DR.  A.  W.  McMURRY  [Cleveland  Countyl:  McMurry 
from  Cleveland. 

What  about  between  0.5  and  .10? 

DR.  DEATON:  A  good  question  and  we  did  not 
discuss  this.  I  don't  know,  sir. 

SPEAKER  OF  THE  HOUSE:   You  mean  0.05! 

DR.  McMURRY:  I  wonder  if  you  can't  run  from  0.05 
up  to  one— 

DR.  DEATON:  Above! 

DR.  McMURRY: — considered  impaired  above  one. 
indicative  as  impaired? 

SPEAKER  OF  THE  HOUSE:  You  have  a  perfect 
right  to  make  that  as  an  amendment  if  you  want  to. 

DR.  McMURRY:   I  think  I  so  move. 

SPEAKER  OF  THE  HOUSE:  State  just  what  your 
amendment  is,  please  sir. 

DR.  McMURRY:  Delete  the  words  "Up  to"  and  put 
above  0.05.  Blood  levels  above  0.05  per  cent. 

SPEAKER  OF  THE  HOUSE:  Do  I  hear  a  second  to 
that  amendment? 

[The  motion  was  seconded  from  the  floor.] 

The  amendment  has  been  moved  and  seconded.  Is 
there  any  discussion  of  the  amendment? 

DELEGATE  FROM  THE  FLOOR:  I  don't  think  I 
need  to  get  up,  but  I  would  point  out  that  he  says 
"above  0.05."  He  should  word  it  "0.05  and  above"  to  get 
the  intent,  so  that  eliminates  0.05  which  is  just  an  edi- 
torial point. 

SPEAKER  OF  THE  HOUSE:  Will  you  accept  that, 
sir? 

DR.  McMURRY:   I  accept. 

DR.  JAMES  WRIGHT  [Wake  Countyl:  Jim  Wright 
from  Raleigh  and  I'd  like  to  know  what  they  mean  by 
"stricter  licensing  regulations  to  be  applied  to  drivers 
under  age  18"? 

DR.  DEATON:  Dr.  Wright,  we  felt  this  should  be 
the  prerogative  of  some  law-making  body  rather  than 
this  committee. 

There  were  several  things  discussed  such  as  a  pro- 
bational  license  up  to  age  18,  or  possibly  even  a  higher 
age,  maybe  20  years  of  age.  Also  this  probational 
license  would  be  at  16  years  of  age  to  18  years  of 
age,  possibly  issuing  a  license  that  would  be  good 
only  with  a  parent  in  the  car. 

We  just  felt  it  needed  study  and  we  couldn't  go 
into  it  anymore  than  this. 

SPEAKER  OF  THE  HOUSE:  This  individual  item  was 
not  particularly  pertinent  to  the  amendment. 

I'll  ask  that  any  further  discussions  or  questions 
be  limited  to  the  amendment. 

Any  further  discussion  or  question  of  the  amend- 
ment?   [No  response] 

If  not,  those  in  favor  of  the  amendment,  let  it 
be  known  by  saying  "aye";  opposed  "no." 


All  those  in  favor,  please  rise!  Those  opposed! 

[The  motion  carried.] 

Now,  that  is  the  amendment. 

Now  we've  voting  on  the  main  motion  of  the  Ref- 
erence Committee  that  this  resolution  as  rephrased 
be  adopted. 

Any  discussion  of  that? 

Yes,  sir! 

DR.  WILLIAM  H.  PETTUS  [Mecklenburg  County]: 
Pettus  from  Mecklenburg. 

Will  you  reread  the  amended  resolution?  I  don't 
think  it's  quite  clear  what  we're  voting  on  here.  I 
think  some  bad  wording  here  is  all  that's  wrong. 

I  think  the  Reference  Committee  meant  what  every- 
one here  wants,  but  it  doesn't  say  that. 

SPEAKER  OF  THE  HOUSE:  Well,  the  amendment 
that  was  just  made  I  think  took  care  of  that. 

DR.  PETTUS:  That's  my  question.  That's  my  rea- 
son for  mentioning  it. 

SPEAKER  OF  THE  HOUSE:  Can  you  read  that? 

REPORTER:  To  delete  the  words,  "up  to"  so  that 
it  reads  blood  levels  0.05  per  cent  and  above  .  .  .". 

SPEAKER  OF  THE  HOUSE:  Is  that  the  understand- 
ing of  what  you  passed? 

Yes,  sir! 

DR.  T.  E.  ROSS  [Richmond  County]:  Thomas  Ross, 
Richmond  County. 

In  reference  to  item  one  of  this  resolution,  it  may 
be  a  misinterpretation,  but  I  think  as  a  scientific  body 
we  ought  not  to  say,  ".  .  .  so  that  the  habit  of  thinking 
traffic  safety  becomes  a  conditioned  reflex." 

I  think  I  would  object  to  that  and  we  should  say 
".  .  .  that  thinking-  traffic  safety  should  become  a 
habit."  I  don't  think  our  phraseology  would  stand  up 
very  well  when  they  consider  these  things  and  I  would 
suggest  that  it  be  rephrased  to,  ".  .  .  so  that  thinking 
traffic  safety  becomes  a  habit"  and  leave  out  the  "con- 
ditioned reflex." 

SPEAKER  OF  THE  HOUSE:  You're  making  that  as 
an  amendment? 

DR.  ROSS:  Yes. 

SPEAKER  OF  THE  HOUSE:  Any  second  to  the 
amendment? 

[The  motion  was  seconded  from  the  floor.] 

It  has  been  seconded. 

Any  discussion  of  the  amendment  only?  [No  re- 
sponse] 

Those  in  favor  of  this  amendment  to  the  amendment, 
let  it  be  known  by  saying  "aye":  opposed  "no." 

[The  motion  carried  unanimously.] 

Now,  we're  back  to  the  main  motion. 

Any  further  discussion? 

If  not,  all  those  in  favor  of  the  recommendation  and 
motion  of  the  committee,  as  amended,  let  it  be  known 
by  saying  "aye":  opposed  "no." 

One   "no." 

[The  motion  carried.] 

DR.  DEATON:  Resolution  No.  11: 

The  committee  recommends  that  Resolution  No.  11 
be  rephrased  as  follows: 

RESOLVED,    that    the    House    of   Delegates    ap- 
prove the  promotion  of  legislation  in  the  1969  Gen- 
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eral  Assembly  of  the  State  of  North  Carolina  to 
permit  the  practice  of  medicine  by  licensed  physi- 
cians in  the  corporate  form  under  conditions  that  will 
maintain  and  preserve  the  present  relationship  be- 
tween the  physician  and  his  patient.. 

Mr.  Speaker,  I  move  the  adoption  of  this  resolution 
as  rephrased. 

SPEAKER  OF  THE  HOUSE:  Is  that  understood? 

Dr.  Beddingfield! 

DR.  BEDDINGFIELD:  Ed.  Beddingfield  of  Wilson 
County! 

A  question,  Mr.  Speaker,  to  the  Chairman  of  the 
Reference  Committee. 

If  approved  by  the  House,  is  this  a  mandate  to  the 
Committee  on  Legislation?  If  it  leaves  some  leeway, 
depending  upon  the  circumstances  and  the  various 
federal  court  rulings  at  various  times,  then  it  would 
be  fine  to  pass  it  like  it  is,  but  if  it's  a  mandate  as  it 
is  now   I'd  like  to   discuss   it   further. 

It  says,  ".  .  .  the  House  of  Delegates  approve  the 
promotion  of  legislation  in  the  1969  General  Assem- 
bly. .  .*'. 

DR.  DEATON:  Just  approve! 

DR.  BEDDINGFIELD:  So  that  the  committee  would 
not  be  derelict  if,  in  its  judgment  and  as  approved 
by  the  Executive  Council,  this  were  not  introduced  if 
the  circumstances  seemed  to  dictate  this  should  not 
be  done? 

I  just  wanted  to  get  it  clear. 

DR.  DEATON:  I  think  the  committee  had  this  idea. 

SPEAKER  OF  THE  HOUSE:  Any  further  discussion 
of  this  motion?  [No  response] 

My  interpretation  in  reading  this,  under  the  approval, 
is  that  it  is  not  a  mandate. 

Any  further  discussion?  [No  responsel 

If  not,  those  in  favor  of  the  motion  let  it  be  known 
by  saying  "aye";  opposed  "no." 

So  be  it. 

DR.  DEATON:  The  next  is  item  "D". 

North  Carolina  Interprofessional  Code  Redraft  for 
Physicians  and  Attorneys. 

Mr.  Speaker,  the  committee  recommends  the  adop- 
tion of  this  item  as  it  was  presented  and  I  so  move. 

SPEAKER  OF  THE  HOUSE:  You  all  had  copies 
of  that  Sunday  and  I  think  you  understand  it. 

The  motion  is  on  the  floor.  Do  I  hear  any  dis- 
cussion? [No  response] 

If  not,  those  in  favor  let  it  be  known  by  saying 
"aye":  opposed  "no." 

[The  motion  carried  unanimously.  1 

DR.  DEATON:   Item  "E": 

I  move  that  this  Council  go  on  record  as  indicat- 
ing to  the  State  Board  of  Health  and  any  other 
agency  within  the  State  which  is  to  purvey  para- 
medical or  medical  information  that  before  anything 
is  set  in  motion  that  it  be  brought  to  the  attention 
of  the  county  medical  society. 

This  item  was  brought  into  the  Reference  Committee 
on  the  basis  of  certain  computer  type  examinations 
being  used  by,  I  believe,  health  departments  in  some 
areas  where  there  was  some  possible  friction  over  the 
period  of  use. 


Mr.  Speaker,  the  committee  recommends  the  adop- 
tion of  this  motion  and  I  so  move. 

SPEAKER  OF  THE  HOUSE:  The  motion  is  before 
you.  Do  you  have  any  discussion? 

Dr.  Beddingfield! 

DR.  BEDDINGFIELD:  Mr.  Speaker,  I  apologize  for 
continually  getting  up.  but  I  don't  believe  this  is  the 
intent  that  the  Executive  Council  had. 

We  say  "any  agency  which  is  to  purvey  paramedical 
or  medical  information  within  the  state."  This  would 
include  the  Heart  Association,  the  TB  Association  and  I 
know  this  was  not  our  intent. 

I  don't  think  we  were  aiming  to  stop  informational 
programs  as  much  as  we  were  operational  activities 
at  the  local  level. 

I'm  not  prepared  to  suggest  a  total  rephrasing  of  the 
resolution  but  this  sounds  pretty  horrible  to  me  and 
I  offer  that  as  a  comment. 

SPEAKER  OF  THE  HOUSE:  Any  further  ques- 
tions? 

DR.  WYAN  WASHBURN  [Cleveland  County]:  Mr. 
Speaker,  Dr.  Washburn  from  Cleveland. 

I  agree  with  Ed  very  heartily.  To  me  this  would 
mean  that  nobody  could  come  in  and  begin  to  teach 
in  the  school  or  the  TB  Association  or  the  Heart  Asso- 
ciation to  show  any  slides,  pictures  or  anything  else. 
or  anything  about  prevention  of  diseases  and  so  on. 

This  just  doesn't  say  apparently  what  it  means. 

I  would  like  to  know  a  little  bit  more  about  what  the 
people  who  brought  it  to  the  attention  of  the  Reference 
Committee  meant  for  it  to  mean.  It  doesn't  mean  that 
to  me  and  I  would  be  opposed  to  it  in  its  present  form. 

DR.  GEORGE  G.  GILBERT:  Mr.  Speaker.  George 
Gilbert! 

I  suggest  this  as  an  amendment  which  I  believe  would 
solve  this  controversy.  If  we  amend  the  printed  mes- 
sage here,  deleting  the  word  "information"  and  substi- 
tuting "services,"  I  think  will  do  it. 

SPEAKER  OF  THE  HOUSE:  Do  you  think  that  takes 
care  of  it? 

DR.  WASHBURN:  Mr.  Speaker.  I  don't  believe  any 
word  inserted  there  will  take  care  of  it  because  the 
State  Board  of  Health  and  all  these  other  people 
are  licensed  in  the  state:  many  of  them  are  corpora- 
tions and  they're  operating  under  the  law.  I  think  they 
can  purvey  information  that  they  have  without  per- 
mission of  the  Medical  Society. 

SPEAKER  OF  THE  HOUSE:  I'm  letting  this  discus- 
sion go  on  because  I  did  not  feel  that  Dr.  Gilbert 
has  made  an  amendment.  He  was  suggesting.  Is  that 
correct? 

DR.   GILBERT:    Yes.   sir. 

SPEAKER  OF  THE  HOUSE:  So  the  discussion 
can  go  on  as  it  is  until  someone  makes  a  positive  mo- 
tion of  amendment. 

Dr.  Beddingfield! 

DR.  BEDDINGFIELD:  Mr.  Speaker.  I  think  that  the 
suggestion  of  Dr.  Gilbert.  I'm  glad  to  offer  this  as  an 
amendment,  in  that  we  delete  the  word,  "information" 
and  insert  in  lieu  thereof  the  word,  "services." 

I  think  it  might  be  very  worthwhile  for  a  thirty 
second  explanation  to  the  House  as  to  how  this  came  up 
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if  I  may,  in  the  Council — 

SPEAKER  OF  THE  HOUSE:  Thirty  seconds,  not 
thirty  minutes! 

DR.  BEDDINGFIELD:  Thirty  seconds! 

The  State  Board  of  Health  has  got  a  series  of  auto- 
analyzers  in  operation  in  various  places  across  the 
state  with  free  innoculations  and  apparently  there's 
some  defect  in  communications — with  walk-in  service 
and  various  types  of  screening,  various  blood  studies 
were  done  on  patients  without  the  local  medical  society 
knowing  anything  about  it. 

SPEAKER  OF  THE  HOUSE:  Now,  he  has  made 
that  as  an  amendment. 

Do  I  hear  a  second  to  the  amendment? 

DR.  GLASSON:   Second. 

SPEAKER  OF  THE  HOUSE:  It  has  been  made 
and  seconded.  We  amend  it  by  changing  "information" 
to  "services." 

Is  there  any  further  discussion?   [No  response] 

If  not,  those  in  favor  of  the  amendment,  let  it  be 
known  by  saying  "aye";  opposed  "no." 

[The  motion  carried  unanimously.] 

We're  back  to  the  main  motion. 

All  those  in  favor  of  the  main  motion  as  amended, 
let  it  be  known  by  saying  "aye";  opposed  "no." 

Those  in  favor  let  it  be  known  by  standing  up  for 
the  amended  motion;  please  be  seated.  Those  op- 
posed! 

I  think  the  "ayes"  have  it. 

Is  there  any  question? 

DR.  DEATON:  Item  "F": 

Be  it, 

RESOLVED,  that  the  committee  recommends  that 
the  Executive  Council  endorse  the  concepts  being 
proposed  in  the  "Summary  of  Proposals  by  the 
N.  C.  Council  on  Mental  Retardation  for  Adequate 
Evaluation  of  Children  Before  Their  Assignment  to 
Special  Education  Classes." 

Mr.  Speaker,  the  Reference  Committee  recommends 
that  the  House  of  Delegates  approve  the  "Summary 
of  Proposals"  in  principle  only,  for  the  reason  that  it 
does  not  feel  qualified  to  judge  the  adequacy  of  the 
proposed  methods  of  implementation. 

I  so  move. 

SPEAKER  OF  THE  HOUSE:  The  motion,  is  that  the 
action  of  the  Executive  Council  be  approved  and  this 
concept  be  approved  of  "Summary  of  Proposals"  in 
principle  only. 

Is  there  any  discussion?  [No  response] 

If  not.  those  in  favor  let  it  be  known  by  saying 
"aye:"  opposed  "no." 

The  "ayes"  have  it. 

DR.  DEATON:   Item  "G": 

Inasmuch  as  there  are  four  committees  under  this 
Commission  I  Professional  Service  Commission),  i.e., 
the  Committee  on  Blue  Shield,  the  Committee  to  work 
with  the  N.  C.  Industrial  Commission,  the  Insurance 
Industry  Committee,  and  the  Committee  on  OCHAM- 
PUS  (Office  of  Civilian  Health  and  Medical  Programs 
Uniformed  Services),  each  of  which  has  as  a  part 
of  its  function  a  review  of  claim,  i.e.  claim  review 
service,  it  is  recommended  that  this  subject  be  thor- 


oughly studied  by  a  separate  body,  possibly  Blue  Rib- 
bon No.  1  Committee,  with  claim  review  service  for  the 
Medical  Society  of  the  State  of  North  Carolina.  Having 
observed  these  various  committees  in  their  delibera- 
tions, it  is  felt  that  one  claim  review  service  for  the 
Society  might  function  more  efficiently  and  arrive  at 
more  equitable  decisions. 

The  proposer  of  this  item,  after  it  was  proposed 
and  recommended  that  this  report  be  tabled.  The  com- 
mittee recommends  this  report  be  tabled  and  I  so  move. 

SPEAKER  OF  THE  HOUSE:  It  is  my  opinion,  from 
what  I  can  gather,  a  resolution  cannot  be  tabled,  but 
this  is  not  a  resolution.  This  is  a  report  on  action  and 
a  motion  made  and  taken  by  the  Executive  Council. 

Therefore,  the  motion  before  the  House  and  on  the 
floor  is  correct  that  it  can  be  tabled.  This  matter  can 
be  tabled  in  the  House  of  Delegates,  but  it  doesn't 
necessarily  mean  that  it's  tabled  in  the  Executive 
Council. 

That's  your  motion,  as  far  as  the  House  of  Delegates 
is  concerned  that  this  matter  be  tabled. 

A  tabling  motion  is  moved  by  a  majority  and  of 
course  can  be  brought  back  after  further  business  has 
been  taken  care  of. 

Those  in  favor  let  it  be  known  by  saying  "aye":  op- 
posed "no." 

[The  motion  carried  unanimously.] 

DR.  DEATON:  Item  "H"  is  incorporated  in  a 
previous  recommendation. 

Mr.  Speaker,  this  concludes  the  report  of  Reference 
Committee  No.  2.  I  want  to  thank  the  other  two  mem- 
bers of  this  committee  who  are  Dr.  Jack  Hughes  and 
Dr.  Lynwood  Williams  for  their  several  hours  put  in  at 
this  committee  work. 

I  also  want  to  thank  all  the  members  of  the  State 
Medical  Society  who  came  to  this  Reference  Committee 
meeting  and  offered  their  suggestions  during  several 
hours  of  discussion. 

Thank  you,  very  much. 

SPEAKER  OF  THE  HOUSE:  Thank  you.  Dr.  Dea- 
ton. 

[Applause] 

My  personal  thanks!  We  have  not  taken  a  motion 
yet  to  accept  this  report  in  toto  as  amended,  but  I 
will  listen  to  your  discussion  or  motion,  sir. 

DR.  McCURRY:  McCurry  from  Cleveland! 

Before  we  do  approve  the  report  of  this  committee, 
as  a  matter  of  clarification  to  motion  "E",  at  the  top 
of  the  page,  "I  move  that  the  Council  go  on  record 
as  indicating  to  the  State  Board  of  Health  and  any 
other  agency  within  the  state,"  that  the  intent  of  the 
committee  is  not  any  other  agency  of  the  state — or 
are  we  talking  about  these  other  voluntary  health  or- 
ganizations, or  are  we  talking  about  our  own  state  or- 
ganizations? 

DR.  DEATON:  Mr.  Speaker,  it  was  the  thought  of 
this  committee  that  the  State  Board  of  Health  would 
be  the  only  agency. 

DR.  McMURRY:  Then  I  think  it  would  be  to  the 
satisfaction  of  everyone  if  the  words  ".  .  .  any  other 
agency  .  .  ."  would  be  taken  out  of  this  resolution. 

That's  the  idea. 
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SPEAKER  OF  THE  HOUSE:  That  can't  be  done 
without  a  vote  to  reconsider  because  action  has  al- 
ready been  taken. 

DR.  McMURRY:  I  make  the  motion  that  we  recon- 
sider. 

SPEAKER  OF  THE  HOUSE:  You  have  that  right. 
Is  there  a  second? 

[The  motion  was  seconded  from  the  floor.] 

DR.  BEDDINGFIELD:  In  the  Executive  Council, 
Dr.  Raper  who  is  the  President  of  the  State  Board  of 
Health,  was  the  author  of— 

SPEAKER  OF  THE  HOUSE:  Of  the  original  motion, 
not  the  motion  to  reconsider. 

DR.  BEDDINGFIELD:  Right,  but  he  used  the  words 
he  wanted  his  own  organization  to  have  this  as  a  guide- 
line and  I  thought  it  was  important  for  the  group  to 
know  that. 

SPEAKER  OF  THE  HOUSE:  Any  discussion?  INo 
response] 

If  not,  those  in  favor  of  reconsidering  let  it  be  known 
by  saying  "aye";  opposed  "no". 

The  motion  is  open  for  reconsideration. 

DR.  POTEAT:  Mr.  Speaker,  Poteat  from  Johnston! 

I  move  you,  sir,  that  this  motion  lie  on  the  table. 

SPEAKER  OF  THE  HOUSE:  You  cannot  table  a 
motion  to  reconsider — I  mean,  you  cannot  table  an 
original  motion  after  it  has  been  passed  to  reconsider 
until  after  it  has  been  reconsidered  to  some  extent. 

A  motion  to  table  will  be  perfectly  proper  after  some 
discussion  has  gone  along  about  the  motion  here. 

[The  motion  was  seconded  from  the  floor.]  [Laugh- 
ter] 

Who  said  that?   [Laughter] 

The  motion  to  table  has  been  made  and  seconded. 

The  Speaker  of  the  House  feels  that  it  is  not  right. 
The  parliamentarian  says  that  it  is. 

[At  this  point.  Dr.  Garrard  conferred  with  the 
Speaker  on  Robert's  Rules  of  Order.] 

Robert's  Rules  of  Order  says  after  a  motion  to  re- 
consider has  passed  that  to  table  is  not  in  order  until 
after  there  has  been  some  reconsideration. 

DR.  POTEAT:   I  yield,  Mr.  Speaker!    [Laughter] 

SPEAKER  OF  THE  HOUSE:  I'm  going  to  request 
a  vote  to  either  uphold  my  ruling  or  not. 

Those  in  favor  of  upholding  the  ruling  of  the  chair, 
let  it  be  known  by  saying  "aye";  opposed  "no". 

[The  motion  carried  unanimously.] 

The  motion  to  reconsider  has  been  passed.  The 
main  motion  is  now  in  order  for  discussion. 

If  after  you  discuss  it  once  you  can  make  that  mo- 
tion. 

DR.  McMURRY:  Mr.  Speaker.  I  would  like  to 
propose  that  motion  "E"  be  reworded  and  delete 
after  ".  .  .  the  State  Board  of  Health".  ".  .  .  and  any 
other  agency  within  the  state  .  .  ."  and  leave  the 
original  amendment  of  modifying  "medical  informa- 
tion" to  "medical  services"  as  passed. 

I  would  like  to  reword  this  again.  ".  .  .  and  any 
other   agency   of  the   state". 

SPEAKER    OF    THE    HOUSE:    Instead    of   "within" 


you're  changing  it  to  "of"? 

DR.  McMURRY:  Correct. 

SPEAKER  OF  THE  HOUSE:  That's  an  amendment? 

DR.  McMURRY:  So  moved. 

SPEAKER  OF  THE  HOUSE:  Any  second  to  that 
amendment? 

[The  motion  was  seconded  from  the  floor.] 

It  has  been  moved  and  seconded. 

Any  discussion  of  changing  "within"  to  "of"?  [No 
response] 

All  those  in  favor  let  it  be  known  by  saying  "aye"; 
opposed  "no". 

The  "ayes"  have  it  and  the  main  motion  is  back  on 
the  floor. 

Do  I  hear  a  motion  that  the  main  motion  as  amended 
be  approved? 

[The  motion  was  made  and  seconded  from  the  floor.] 

Let  it  be  known  by  saying  "aye"  if  you  approve; 
opposed  "no". 

The  "ayes"  have  it. 
It  has  been  approved  and  doesn't  have  to  be  tabled. 

DELEGATE  FROM  THE  FLOOR:  Don't  we  have  any 
discussion  of  this? 

SPEAKER  OF  THE  HOUSE:  I  asked  for  any  dis- 
cussion. 

DR.  WRIGHT:  Just  as  an  afterthought,  I  would  like 
to  ask  does  this  mean  the  Society  would  prevent  or- 
ganizations coming  into  a  county  taking  a  survey  of 
people  all  over  the  county  without  saying  anything  to 
the  county  society? 

SPEAKER  OF  THE  HOUSE:  Action  has  already 
been  taken. 

DR.  LYNWOOD  E.  WILLIAMS  [Lenoir  County]: 
Dr.  Williams  from  Lenoir  County! 

Whenever  a  company  comes  into  a  county  and 
starts  business,  to  stay  in  motion  they  have  to  be 
State  Board  of  Health  approved. 

I  think  the  local  state  medical  society  should  be  in- 
formed about  it  and  they  want  to  come  before  a  county 
society.  The  state  health  officers,  the  county  health 
officers,  it's  my  understanding,  wants  them  to  know 
they're  there;  likes  them  to  know  what  they're  fixing 
to  do,  likes  to  get  the  county  society's  backing  of  it 
and  put  it  on  this  kind  of  a  footing  to  the  people,  that 
it  is  medically  approved  by  the  local  profession  and  I 
think  when  we  quibble  over  this  motion,  we're  going 
to  be  cutting  our  throats. 

This  is  what  we  all  should  want  and  I  don't  under- 
stand what's  all  the  quibbling  about. 

SPEAKER  OF  THE  HOUSE:  Action  has  been  taken 
so  I'm  going  to  take  the  liberty  of  the  chair  and  close 
the  debate. 

Do  I  hear  a  motion  that  the  report  of  the  Reference 
Committee  NO.  2  as  amended  be  accepted? 
[The  motion  was  made  from  the  floor.] 

And,  a  second? 

[The  motion  was  seconded  from  the  floor.] 

Any  discussion?  [No  response] 

Those  in  favor,  let  it  be  known  by  saying  "aye": 
opposed  "no". 
[The  motion  carried  unanimously.] 
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Thank  you.  Dr.  Deaton  and  your  committee. 

Next  on  our  agenda  is  the  report  of  the  Committee 
to  Review  Two  Messages  of  the  President,  Chairman, 
Dr.  William.  H.  Romm. 

DR.  WILLIAM  H.  ROMM  [Chairman,  Committee  to 
Review  Two  Messages  of  the  President):  Mr.  Speaker, 
this  committee  has  had  the  pleasure  of  reviewing  the 
two  excellent  addresses  given  during  this  session  of 
the  Annual  Meeting  by  President  Robert  A.  Ross. 

In  his  first  address,  our  President  has  challenged 
the  membership  to  familiarize  themselves  with  the 
duties  and  privileges  of  membership  in  this  organiza- 
tion. He  has  warned  us  to  be  alert  to  the  intrusions  of 
outside  interests  in  the  practice  of  medicine. 

In  his  second  message,  our  President  has  given  an 
account  of  his  stewardship  of  a  successful  adminis- 
tration and  has  very  wisely  given  us  much  to  think 
about  as  we  face  the  problems  of  the  future. 

The  fine  leadership  that  Dr.  Ross  has  given  to  our 
Medical  Society  during  a  most  difficult  year  has 
been  an  inspiration  to  every  North  Carolina  physician 
and  indirectly  has  helped  every  citizen  of  our  State. 

Mr.  Speaker,  the  committe  recommends  to  you,  sir, 
and  to  the  House  of  Delegates  to  accept  these  two 
messages  of  Robert  A.  Ross  and  recommends  that 
these  messages  be  recorded  in  the  archives  of  the 
Society  for  future  reference. 

George  G.  Gilbert,  James  E.  Davis  and  William  H. 
Romm,  Chairman. 

SPEAKER  OF  THE  HOUSE:   Thank  you. 

DR.  ROMM:  Mr.  Speaker,  I  move  the  adoption  of  this 
report. 

SPEAKER  OF  THE  HOUSE:  Any  discussion?  [No 
response] 

If  not,  those  in  favor  let  it  be  known  by  saying  "aye": 
opposed  "no". 

[The  motion  carried  unanimously.] 

Thank  you.  Dr.  Romm  and  thank  your  committee. 

[Applause] 

Is  there  any  further  Unfinished  Business?  [No  re- 
sponse] 

If  not,  we're  in  the  realm  of  New  Business. 

According  to  our  Constitution  and  By-Laws,  no  resolu- 
tions can  be  introduced  from  the  floor  unless  they  have 
a  two-thirds  vote. 

The  assumption  and  the  custom  has  been  that  no 
New  Business  can  come  on  unless  they  have  been 
through  the  Executive  Council. 

The  assumption  is  I  think  that  no  New  Business 
can  be  introduced  from  the  floor,  except  by  the  Execu- 
tive Council  or  by  a  two-thirds  permission  of  the 
floor. 

There  is  some  New  Business  I  think  to  be  pre- 
sented from  the  Executive  Council. 

Dr.  Ross! 

PRESIDENT  ROSS:   Thank  you,  Mr.  Speaker. 

Before  I  touch  on  the  topic  which  is  germane  to  the 
Speaker's  remarks.  I  want  to  call  your  attention  to 
your  program. 

Several  years  ago,  when  we  were  in  quarters  which 
were  restricted,  somehow  it  got  into  the  record  that 
the  President's  Reception  was  limited  by  invitation. 


Don't  believe  that  information  because  like  salvation, 
it's  wide  open!  [Laughter]  And,  we  hope  that  you,  as 
delegates,  will  inform  your  members  that  the  Presi- 
dent's Reception  is  open  for  everyone,  knowing  full 
well  that  when  the  room  is  filled  up  and  somebody 
wants  a  drink,  they  will  not  wait  to  stand  around, 
they  will  go  to  their  own  room  or  some  other  place! 
[Laughter] 

So,  there  will  be  no  problem  and  I  do  wish  and 
hope— and  Mr.  Barnes  concurs  with  this— this  is  an 
oversight  on  our  part. 

Now,  more  importantly,  we  have  a  topic  here  that 
has  to  do  with  the  headquarters  facilities  and  I  think 
that  some  of  us  will  remember  that  after  World  War 
II,  Dr.  William  Coppridge.  in  his  infinite  wisdom, 
bought  property  out  on  Highway  No.  70  on  Airport  Road 
which  has  now  appreciated. 

Since  then,  some  of  you  may  remember  the  brochure 
that  outlined  the  building  that  was  to  be  proposed  and 
for  two  decades  or  more,  this  has  been  discussed. 

I  think  that  it  has  been  fully  discussed. 

If  it  has  not  been  fully  discussed,  why,  then  it's  our 
own  fault. 

Now,  you  have  heard  recommendations  from  your 
Reference  Committee  where  I'm  sure  it  was  fully 
discussed  about  the  proposed  construction,  of  the 
feasibility  and  the  possibility  of  construction  of  this 
facility. 

It  has  been  decided  that  it  shall  be  in  Raleigh  and 
shall  be  within  two  blocks  of  the  State  House  and  I 
think  that's  all  well  and  proper;  whether  or  not  my 
original  opinion  was  different  has  nothing  to  do  with 
it. 

That  now  is  the  consensus  and  I  think  it  is  well 
founded. 

Now,  the  question  before  the  House  of  Delegates  and 
this  came  up  when  the  business  of  the  House  of  Dele- 
gates was  being  considered  and  in  the  reports  that 
Dr.  Glasson  recommended,  it  became  necessary  that 
we  call  a  meeting  of  the  Executive  Council  in  order 
that  this  matter  might  be  brought  before  the  House  of 
Delegates  at  this  time  for  action,  one  way  or  the 
other;  action,  if  favorably  taken  all  well  and  good; 
if  not,  it  will  be  delayed  and  that  is  a  matter  for  your 
judgment. 

We  hope  you  have  discussed  this  with  your  people, 
in  your  own  areas  and  you  are  prepared  to  make  a 
decision  which  probably  will  be  a  compromise,  but 
that's  the  way  decisions  are  made. 

The  Council  has  brought  in  this  recommendation. 
Now,  remember  the  recommendations  which  you  have 
approved  from  your  Reference  Committees,  and  I 
will  read,  and  this  was  prepared  with  much  agony 
and  with  much  soul-searching  and  with  a  great  deal 
of  talk  back  and  forth  and  I  hope,  and  you  know 
this  is  always  open  for  discussion,  and  this  is  what 
it  is: 

The  Executive  Council  recommends  that  the 
House  of  Delegates  increase  the  annual  dues  of  the 
members  of  the  Society  by  an  additional  amount  of 
$60  per  year  for  a  period  of  five  years,  beginning 
with  the  year  of  1969  and  beginning  with  the  first 
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year  of  admission  of  members  admitted  to  member- 
ship during  and  after  1969.  All  members  shall  have 
the  option  of  paying  $250  in  January  of  1969  or  in  the 
first  year  of  their  admission  thereafter  in  prepay- 
ment for  the  foregoing  additional  increase  in  their 
dues.  These  additional  funds  are  to  be  used  for  the 
purpose  of  construction  and  maintenance  of  the 
headquarters  facility. 

Now,  I  believe  your  legal  counsel  has  had  an  oppor- 
tunity to  review  this,  to  look  into  the  tax  angle  and  the 
other  things,  and  this  is  submitted,  Mr.  Speaker,  from 
the  Executive  Council  as  a  possible  way  of  meeting 
the  exigencies  which  we'll  face  if  and  when  we  are 
to  construct  a  headquarters  facility. 

Now,  the  other  members  of  the  Council  are  here  who 
perhaps  can  elucidate  more  and  clarify  any  of  the 
problems  and  any  of  the  wording  which  might  not  be 
clear. 

Mr.  Speaker,  I  suggest  that  we  ask  some  of  the 
members  of  the  Council  to  do  this  and  I  would  first 
suggest  Dr.  Lymberis  and  others  to  do  this. 

SPEAKER  OF  THE  HOUSE:  Thank  you.  Mr.  Presi- 
dent. 

I'm  going  to  take  the  prerogative  of  the  chair  and 
before  asking  for  questions  or  motions  or  anything 
else  is  done,  to  ask  Dr.  Lymberis  who  is  on  the  Head- 
quarters Facilities  Committee  if  he  will  discuss  this 
and  give  some  of  the  pros  and  cons. 

Dr.  Lymberis! 

DR.  LYMBERIS:  Mr.  Speaker,  Mr.  President: 

The  construction  of  the  headquarters  facility  has 
been  under  consideration  by  this  Society  for  80  years. 

For  the  past  20  years,  there  has  been  standing  com- 
mittees to  implement  the  construction  of  this  facility. 
Half-hearted  steps  have  been  made  and  then  retrac- 
tions. 

Within  the  past  two  years,  very  definite  steps  have 
been  made  in  the  House  of  Delegates  and  the  mem- 
bership of  the  State  Society  has  indicated  their  deter- 
mination to  build  a  headquarters  facility. 

You  have  approved,  both  this  year  and  last  year, 
resolutions  allowing  the  building  committee  to  make 
certain  positive  commitments:  such  as, 

The  purchase  of  a  block  of  land  conveniently  located 
to  the    State  Capitol. 

You  have  approved  today  the  resolution  allowing 
your  Headquarters  Facility  Committee  to  hire  an 
architect  and  to   proceed  with  preliminary   studies. 

You  have  approved  that  the  Headquarters  Facility 
Committee,  with  permission  of  Finance  Committee  and 
Executive  Council,  shall  be  empowered  to  finance  the 
construction. 

Now,  what  we  are  considering  today  is  the  Finance 
Committee's  proposal  as  one  method  of  financing 
this  structure  and  it  is  to  this  I  wish  to  speak. 

The  construction  of  this  building  is  estimated  at 
approximately  $750,000.  Any  of  you  who  have  ever 
added  anything  so  much  as  a  small  bedroom  to  your 
home  know  that  ancillary  expenses  and  inflationary 
costs  will  be  somewhat  greater  than  this,  so  for  pur- 
poses of  discussing  the  merits  of  this,  let's  talk  about 
a  million  dollars. 


If  you  borrow,  here  are  the  avenues  open  for  the 
financing  of  this  building. 

We  may  go  to  the  financial  institutions  and  borrow 
the  construction  funds  paying  the  current  rate  of 
seven  per  cent. 

Well,  for  fast  figuring,  six  percent  money  will 
double  itself  in  sixteen  years;  so  one  million  dollars  at 
six  percent  means  you  require  two  million  to  pay  off 
the  debt  in  twenty  years.  A  million  dollars  at  seven  per 
cent  over  twenty  years  come  to  approximately  $1.25 
million. 

Now,  there's  only  one  source  of  revenue  for  the 
Medical  Society  for  the  State  of  North  Carolina— the 
membership  of  this  Society. 

It  would  seem  to  me  that  we  should  be  more  than 
willing  to  put  up  an  extra  $60  for  a  period  of  five 
years  or  a  discount  at  $250  in  order  to  save  this  So- 
ciety $1-1/4  million  over  the  next  twenty  years  and  it 
would  be  this  much  in  actual  savings. 

I  do  not  need  to  talk  to  the  point  of  the  necessity 
for  this  building — you've  already  passed  that.  I  ask  you 
to  consider  the  alternatives  of  financing  this  building. 

To  borrow  the  full  amount  from  commercial  lenders 
is  an  obvious  way.  This  would  be  indeed  costly. 

To  try  to  sell  bonds  to  the  individuals  would  be  both 
time  consuming  in  selling  bonds  to  these  individuals, 
expensive  in  the  number  of  contacts  to  be  made,  and 
expensive  in  the  servicing  of  these  bonds. 

I  have  heard  one  objection  to  this  plan  under  con- 
sideration and  that  is  that  this  puts  the  burden  of  con- 
struction upon  the  present  membership  and  the  mem- 
bership for  the  next  five  to  ten  years. 

I  would  rather  say  it  puts  the  privilege  of  establishing 
this  headquarters  facility  upon  the  present  member- 
ship and  the  immediate  future  membership.  Just  as 
we  have  enjoyed  the  heritage,  the  investment  and  the 
hard  work  of  our  forebears,  let  it  be  our  privilege  to 
bear  some  of  the  burden,  but  I'd  rather  call  it  privilege 
of  establishing  a  building  in  which  our  Society  may 
function  more  properly  in  a  congenial  atmosphere, 
near  to  our  working  areas,  near  to  the  Legislature  and 
a  place  which  you  can  be  proud  to  visit. 

This  plan,  after  careful  consideration  by  your  Finance 
Chairman,  certainly  is  the  most  feasible  and  easiest 
plan  in  which  to  secure  these  monies  at  the  least  pos- 
sible cost  to  the  State  Society. 

I  would  be  glad  to  answer  any  questions  which  I 
possibly  can  regarding  this. 

I'd  like  to  speak  to  the  wording  of  this  resolution. 

There  were  those  of  us  who  felt  it  would  be  far  bet- 
ter to  call  this  an  assessment  of  $300  payable  over  a 
period  of  five  years,  but  legal  counsel,  with  your  in- 
terest in  mind,  has  stated  that  because  such  an  assess- 
ment would  indeed  place  the  amount  you  paid  in 
jeopardy  with  Internal  Revenue,  it  was  his  opinion 
that  as  long  as  it  was  called  "dues",  you  were  in  no 
jeopardy  of  having  your  deduction  challenged. 

For  this  reason,  the  motion  as  read  by  Dr.  Ross, 
states  that  there  be  an  increase  in  dues  to  the  amount 
of  $60  per  year  for  the  limited  period  of  five  years, 
rather  than  assessment. 

Are  there  any  other  questions? 
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SPEAKER  OF  THE  HOUSE:  If  you  don't  mind,  Dr. 
Lymberis,  I'm  going  to  hold  up  those  questions,  until 
after  the  business  is  on  the  floor,  unless  Dr.  Ross  has 
something  further  he  wants  to  say. 

I  know  we'll  have  a  lot  of  discussion  on  this  and  a 
lot  of  questions  to  answer,  but  I  think  the  proper  way 
to  do  this — 

DR.  JOHN  R.  KERNODLE:  So  moved. 
SPEAKER  OF  THE  HOUSE:   You  move— 

DR.  KERNODLE:  We  adopt  this. 

SPEAKER  OF  THE  HOUSE:  Dr.  Kernodle  move  that 
the  recommendation  of  the  Executive  Council  be  ac- 
cepted. 

DR.  F.  W.  JONES:  Second  the  motion. 

SPEAKER  OF  THE  HOUSE:   It  has  been  seconded. 

It's  on  the  floor  and  is  open  for  questions  of  any- 
body you  want  to  ask,  discussions,  objections  and  what 
not. 

Dr.  Benton,  would  you  like  to  discuss  this  in  any 
way? 

DR.  BENTON:  Yes,  that  should  be  worded  "adopted". 

SPEAKER  OF  THE  HOUSE:  Adopted— do  you  ac- 
cept that  Dr.  Kernodle  and  the  seconder? 

DR.   BENTON:    Adopted  and  approved! 

SPEAKER  OF  THE  HOUSE:  Do  you  accept  that, 
Dr.  Kernodle? 

DR.  KERNODLE:   Yes,  I  do. 

SPEAKER  OF  THE  HOUSE:  And,  the  seconder? 

DR.  F.  W.  JONES:  Yes. 

SPEAKER  OF  THE  HOUSE:  Any  discussion?  [No 
response] 

DR.  GEORGE  W.  PASCHAL:  Question! 

SPEAKER  OF  THE  HOUSE:  Question  has  been  called 
for,  that  the  recommendation  of  the  Executive  Council 
be  approved  and  adopted. 

Those  in  favor  let  it  be  known  by  saying  "aye";  op- 
posed "no". 

Just  because  this  is  so  important,  those  in  favor 
please  stand!   Opposed! 

I  declare  this  approved  and  adopted. 

Now,  is  there  any  further  new  business  to  come 
before  the  House?  [No  response] 

Is  there  any  further  new  business  to  come  before 
the  House? 

DR.  JACK  HUGHES  [Durham  County]:  Hughes 
from  Durham! 

The  Blue  Ribbon  Committee  No.  1— 

SPEAKER  OF  THE  HOUSE:  Just  a  minute,  sir,  are 
you  asking  for  permission  to  bring  new  business  before 
the  House? 

DR.  HUGHES:  I  was  attempting  to  do  that. 

SPEAKER  OF  THE  HOUSE:  If  you'll  present  just 
what  your  new  business  is,  then  we'll  bring  it  up  for 
a  two-thirds  vote  to  see  if  it  can  be  considered. 

DR.  HUGHES:  The  Blue  Ribbon  Committee  No.  1 
makes  certain  proposals  in  its  report  referrable  to 
involving  specialty  societies  in  the  scientific  program 
of  the  annual  meeting  of  the  Medical  Society  of  the 
State  of  North  Carolina. 

I  would  like  to  request  permission  of  this  body  to 
present    a   motion    which    would    institute    some    pre- 


liminary plans  and  preliminary  action  that  would  re- 
quire no  constitutional  or  by-law  changes. 

If  that  permission  is  granted,  I  would  like  to  make 
that  motion. 

SPEAKER  OF  THE  HOUSE:  It  will  call  for  a  two- 
thirds  vote  for  permission. 

Those  in  favor  of  granting  him  this  privilege,  let 
it  be  known  by  saying  "aye";  opposed  "no". 

I  declare  that  you  have  the  privilege. 

DR.  HUGHES:  Mr.  Chairman,  I  move  that  the  House 
of  Delegates  direct  the  appropriate  committee  con- 
cerned with  the  program  of  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  North  Carolina  to  con- 
tact the  specialty  societies  most  representative  of  the 
groups  within  the  State,  and  this  includes  the  AAGP, 
as  to  their  interest  in  assuming  responsibility  for  the 
scientific  programs  of  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  North  Carolina. 

SPEAKER  OF  THE  HOUSE:  That  is  a  motion.  Do  I 
hear  a  second? 

[The  motion  was  seconded  from  the  floor.] 

Is  there  any  discussion? 

DR.  SHAFFFNER:  Dr.  Hughes,  do  you  mean  the 
entire  scientific  program  or  the  section  portion  of  the 
program? 

DR.  HUGHES:  I'm  sorry,  I  should  have  said  the 
sections  meeting. 

I  mean  the  scientific  sectional  meetings  of  the  an- 
nual meeting. 

DR.  SHAFFNER:  You're  directing  this  to  the  sec- 
tional meetings. 

SPEAKER  OF  THE  HOUSE:  Do  you  add  that  to 
your  motion? 

DR.  HUGHES:  I  think  the  scientific  program  and 
the  sectional  meetings. 

SPEAKER  OF  THE  HOUSE:  Is  that  acceptable  to 
the  seconder?   [Affirmative  response] 

Any  further  discussion? 

DR.  DAVIS:  Dr.  Davis  from  Durham! 

Mr.  Speaker,  by  this  we  are  granting  to  the  committee 
the  right  to  decide  which  society  within  the  specialty 
is  most  representative? 

DR.  HUGHES:  Yes. 

DR.  DAVIS:  Where  there  are  several  societies,  your 
committee  will  decide  which  one  is  most  representative? 

DR.  HUGHES:  The  program  committee  could  be  di- 
rected to  do  this.  They  would  have  to  assume  this 
responsibility. 

DR.  F.  W.  JONES:  Mr.  Speaker! 

SPEAKER  OF  THE  HOUSE:  Dr.  Jones,  yes,  sir! 

DR.  F.  W.  JONES:  This  is  not  an  objection  to  the 
motion.  It's  a  question. 

Each  year,  the  President  is  obligated  to  appoint 
a  program  committee  under  a  commission. 

Does,  by  any  chance,  the  motion  of  Dr.  Hughes'  in 
any  way  change  this  pattern? 

DR.  HUGHES:   Not  according  to  my  understanding. 

DR.  F.  W.  JONES:  The  questioner  accepts  that 
interpretation  of  the  mtoion  for  the  record. 

SPEAKER  OF  THE  HOUSE:  Let  the  record  be  so 
instructed. 

Any  further  discussion?   [No  response] 
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If  you  don't  like  it,  vote  it  down.  If  you  like  it,  vote 
for  it! 

Yes,  Dr.  Welton! 

DR.  WELTON:  May  we  have  the  motion  restated, 
Mr.  Speaker. 

REPORTER:  I  move  that  the  House  of  Delegates  di- 
rect the  appropriate  committee  concerned  with  the 
program  of  the  annual  meeting  of  the  Medical  Society 
of  the  State  of  North  Carolina  to  contact  the  specialty 
societies  most  representative  of  the  groups  within  the 
State,  and  this  includes  the  AAGP,  as  to  their  interest 
in  assuming  responsibility  for  the  sectional  meetings 
of  the  scientific  program  of  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  North  Carolina. 

SPEAKER  OF  THE  HOUSE:    Is  that   your  motion? 

DR.  HUGHES:  That  is  my  motion. 

SPEAKER  OF  THE  HOUSE:  Any  further  discussion 
or  questions? 

Yes,  sir! 

DR.  HERRING:   Dr.  Herring! 

You  included  the  AAGP  in  this  annual  sectional  meet- 
ing and  there  is  a  Section  on  General  Practice  of  Medi- 
cine. 

SPEAKER  OF  THE  HOUSE:  Do  you  want  to  answer 
that? 

DR.  HUGHES:  I  believe  they  have  a  section  in  this 
particular  instance.  This  says  anyone  who  has  a  sec- 
tional meeting  be  contacted. 

SPEAKER  OF  THE  HOUSE:  Any  further  questions? 

Yes,  sir! 

DA.  ERNEST  SPANGLER  [Guilford  County]:  Spang- 
ler  from  Guilford! 

I  just  wondered  what  the  purpose  of  this  motion  is: 
how  it  involves  any  difference  in  structure  or  method 
of  operation  to  what  we're  doing  now. 

SPEAKER  OF  THE  HOUSE:  Dr.  Hughes,  will  you 
tell  us  why  you  brought  this  up? 

DR.  HUGHES:  On  page  136  of  the  minutes  of  the 
Executive  Council. 

It  is  becoming  increasingly  evident  that  the  Medical 
Society  of  the  State  of  North  Carolina,  at  least  the 
medical  people,  is  not  able  to  provide  post-graduate 
education,  if  I  may  use  that  term,  comparable  to  that 
offered  by  the  specialty  societies. 

This  is  evidenced  by  the  attendance  at  some  of  the 
General  Sessions  and  at  many  of  the  specialty  so- 
ciety meetings  themselves. 

It  is  equally  evident  that  the  specialty  societies  are 
not  able  to  deal  with  many  problems  or  matters  of 
what  we  call  socio-economic  and  political,  as  effectively 
or  as  efficiently  as  the  Medical  Society  of  the  State  of 
North  Carolina. 

There  has  been  considerable  discussion  of  the  de- 
sirability of  closer  cooperation  between  the  State 
Medical  Society  and  the  specialty  organizations  with  the 
purpose  of  improving  the  post-graduate  education  and 
involving,  or  arriving  at  a  possible  avenue  for  co- 
operation between  these  organizations,  this  motion  was 
offered. 

SPEAKER  OF  THE  HOUSE:  Any  further  discussion? 

Dr.  Welton! 

DR.  WELTON:    I  think  Dr.   Hughes  is  referring  to 


one  of  the  recommendations  of  Blue  Ribbon  Commit- 
tee No.  1;  is  that  right.  Dr.  Hughes? 

DR.  HUGHES:   Yes. 

DR.  WELTON:  I  am  very  much  in  favor  of  this  and 
I  would  like  to  add  a  little  additional  explanation. 

This  realization  was  arrived  at  during  considerable 
study  by  this  committee  and  the  objective  is  to  bring 
the  specialty  societies  in  this  State  into  a  closer  work- 
ing relationship  with  our  State  Medical  Society. 

We  think  if  this  objective  is  mutually  desirable  and 
if  they  have  something  to  say,  the  responsibility  about 
their  own  scientific  programs,  it  should  stimulate  bet- 
ter attendance. 

On  the  other  hand,  some  of  them  are  relatively 
small  groups.  There  are  such  things  as  mailing  out 
notices  and  office  work  which  we  think  we  can  help 
them  with  from  our  State  Headquarters  Office. 

So  I  think  in  the  context  of  bringing  greater  unity  to 
the  medical  profession  in  this  State  and  drawing  our 
specialty  groups  into  a  better  relationship  with  us,  this 
is  very  much  desirable. 

SPEAKER  OF  THE  HOUSE:  Any  further  discussion? 

Are  you  ready  for  the  question? 

Those  in  favor  let  it  be  known  by  saying  "aye'; 
opposed  "no". 

Then,  his  motion  is  approved. 

Is  there  any  further  New  Business?    [No  response] 

If  not,  before  I  ask  for  a  motion  to  adjourn,  may  I 
say  a  few  words. 

I'd  tike  first  of  all  to  thank  Bob  Garrard  for  his  in- 
valuable help  over  several  years,  in  trying  to  maintain 
order  and  decorum  in  the  House  of  Delegates. 

I'd  like  to  thank  Dr.  Ross  for  all  he  has  done  in 
helping  me  as  Speaker  of  the  House.  As  an  individual 
member  of  the  State  Medical  Society,  I'd  like  to  thank 
him  for  his  invaluable  work  during  the  past  year. 

Since,  obviously,  I'm  going  to  be  up  here  one  more 
year,  I  would  like  to  state  that  I  hope  that  we  are 
beginning  to  see  some  of  the  realizations  of  the  value 
of  the  Reference  Committees. 

I  hope  that  nobody  feels  that  we  have  railroaded 
anything  through. 

I  hope  they  realize  that  this  is  the  only  way  that  the 
enormous  amount  of  business  of  the  State  Medical  So- 
ciety can  be  carried  through  in  one  convention  and  two 
meetings  of  the  House  of  Delegates. 

I  would  also  like  to  say  that  there  will  be  improve- 
ments in  the  way  Reference  Committees  are  handled 
as  we  go  along  and  learn  things. 

I  would  like,  before  our  next  meeting,  to  be  able  to, 
and  intend  to.  send  a  copy  of  the  State  Constitution  and 
By-Laws  to  every  member  of  the  House  of  Delegates 
and  hope  that  they  will  read  it. 

I  think  it  would  be  of  valuable  help  to  the  future 
Speakers,  as  well  as  help  to  you. 

I  would  also  like  to  send  a  photostatic  copy  of  parlia- 
mentary procedures  of  Reference  Committees.  Sturgis' 
Parliamentary  Procedures  which  is  the  only  book 
that  I  have  found  that  has  anything  to  do  with  Refer- 
ence Committees  and.  of  course,  the  American  Medical 
Association  is  the  only  large  assembly  that  does  use 
Reference  Committees  to  the  extent  that  this  one  does. 
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So  that  I  vvil  send  a  copy  of  that  and  I  hope  that  we  excellent  work  and  procedure  in  expediting  a  very  long 

can  make  you  more  knowledgeable  of  the  things  we're  agenda  to  the  Speaker, 

trying  to  accomplish.  [Applause] 

I  will  now  entertain  a  motion  to  adjourn.  SPEAKER    OF    THE    HOUSE:     Thank    you,    very 

much. 

DR.  LYMBERIS:  Mr.  Speaker,  I  would  like  to  move  I  now  declare  us  adjourned, 

that  this  House  give  a  rising  vote  of  thanks  for  the  [The   meeting   adjourned   at   four-ten   o'clock.] 
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MONDAY  MORNING  SESSION 

May  13,  1968 

The  First  General  Session  of  the  114th  Annual  Meet- 
ing of  the  Medical  Society  of  the  State  of  North  Carolina 
convened  at  nine-hventy-five  o'clock  in  the  Cardinal 
Ballroom  of  The  Carolina  Hotel,  Pinehurst,  North 
Carolina,  Dr.  Robert  A.  Ross,  President  of  the  So- 
ciety, presiding. 

PRESIDENT  ROSS:  The  session  will  now  come  to 
order. 

The  program  this  morning  is  one  that  the  member- 
ship has  been  asking  for  for  several  years,  and  will 
be  presided  over  by  the  Second  Vice  President,  Dr. 
James  S.  Raper  from  Asheville. 

Dr.  Raper! 

(Whereupon  Dr.  James  S.  Raper,  Second  Vice  Presi- 
dent of  the  Society,  assumed  the  chair.] 

CHAIRMAN  RAPER:   Thank  you,  Dr.  Ross. 

I'll  call  on  Dr.  Edward  R.  Cronan,  Chaplain  of  St. 
Joseph's  Hospital,   to  pronounce  the  invocation. 

[Whereupon  Reverend  Edward  R.  Cronan,  Chaplain, 
St.  Joseph's  Hospital,  Southern  Pines,  North  Carolina, 
delivered  the  invocation.] 

As  Dr.  Ross  has  indicated,  the  program  this  morning 
is  one  of  more  than  general  interest. 

The  Chairman  of  the  Committee  on  Scientific  Works 
was  given  word  by  Dr.  Ross  that  he  wanted  a  program 
having  to  do  with  the  health  and  mental  welfare  of 
primary  and  secondary  school  children. 

And,  towards  this  end,  this  panel  has  been  arranged. 

Dr.  Harry  Chamberlin  was  supposed  to  moderate 
the  panel.  In  his  absence,  I  will  introduce  the  speakers 
and  questions  will  come  later. 

Our  first  speaker  really  needs  no  introduction  to 
North  Carolinians.  He  has  been  in  education  almost 
as  long  as  I  can  remember.  He  has  been  superintendent 
of  public  instruction  in  North  Carolina  since  1952. 

I  understand  he  feels  unusually  free  today  to  speak 
his  mind  since  he  is  not  running  for  public  office. 

It  gives  me  a  great  deal  of  pleasure  to  introduce 
Dr.  Charles  F.  Carroll. 

[Applause] 

DR.  CHARLES  F.  CARROLL  [Superintendent  of 
Public  Instruction,  State  of  North  Carolina,  Raleigh, 
North  Carolina] :  Dr.  Raper,  Dr.  Keith-Lucas,  Father 
Cronan,  Ladies  and  Gentlemen: 

I  express  appreciation  to  all  who  are  responsible 
for  the  invitation  extended  to  me  to  share  this  hour 
with  you. 

Most  of  us  in  public  education,  I  trust  you  know,  con- 
sider you  of  the  Medical  Society  to  be  our  indispensable 
allies  as  we  jointly  devote  our  respective  lives  to  the 
betterment  of  individuals  and  thus  to  an  improved 
society. 

Certainly,  I  feel  today  that  I  am  among  fellow  team 
members  in  every  sense  of  the  word. 

Within  the  time  allowance  and  necessarily  in  sketchy 
and  incomplete  fashion,  I  propose  in  the  next  few  min- 


utes to  center  my  remarks  around  four  phases  of  pub- 
lic school  operations  in  the  field  of  child  health. 

First,  the  Department  of  Public  Instruction's  man- 
date from  the  General  Assembly  and  the  express  and 
implied  constitutional  and  legislative  mandates  de- 
volving upon  the  State  Superintendent  of  Public  In- 
struction. 

Secondly,  some,  not  all  of  the  health  programs  in 
which  we  are  currently  engaged. 

Thirdly,   availability  and  utilization  of  personnel. 

Fourthly,  opportunities  for  improved  child  health 
programs  in  North  Carolina. 

i  Dr.  Carroll  then  presented  a  paper  which  will  be 
sent  to  the  North  Carolina  Medical  Journal  for  pos- 
sible publication.) 

[Applause] 

CHAIRMAN  RAPER:   Thank  you,  Dr.  Carroll. 

I  hope  the  members  of  the  Reference  Committee  hav- 
ing to  do  with  three  resolutions  on  school  and  mental 
retardation  are  here  today. 

Our  next  speaker  is  Alumni  Distinguished  Professor 
of  Social  Work  at  the  University  of  North  Carolina. 

He  is  head  of  a  project  there  that  has  gained  inter- 
national fame. 

His  subject  today  is  "The  University  of  North  Caro- 
lina's Group  Child  Care  Project". 

Dr.  Keith-Lucas! 

[Applause] 

Dr.  Alan  Keith-Lucas  [Alumni  Distinguished  Professor 
of  Social  Work,  University  of  North  Carolina,  Chapel 
Hill,  North  Carolina]  then  presented  a  paper  which  will 
be  sent  to  the  North  Carolina  Medical  Journal  for  pos- 
sible publication.) 

[Applause] 

CHAIRMAN  RAPER:  Our  next  speaker  has  re- 
covered from  the  stop  light  in  Pittsboro! 

He  comes  to  us  by  way  of  Harvard  where  he  gained 
an  AB  and  MD  degree.  He  interned  at  New  Haven  Hos- 
pital. He  has  been  an  instructor  and  assistant  profes- 
sor and  social  professor  in  pediatrics  at  the  University 
of  North  Carolina  School  of  Medicine  since  1953. 

He  is  the  Director  of  the  Developmental  Evaluation 
Clinic  at  the  University  of  North  Carolina  School  of 
Medicine. 

He's  going  to  speak  to  us  today  on  "The  Child  with 
Minimal  Brain  Dysfunction". 

Dr.  Harrie  Chamberlin! 

[Applause] 

DR.  HARRIE  R.  CHAMBERLIN  [Department  of 
Pediatrics  University  of  North  Carolina  School  of  Medi- 
cine, Chapel  Hill,  North  Carolina]  then  presented  a 
paper  which  will  be  sent  to  the  North  Carolina  Medical 
Journal  for  possible  publication. ) 

[Applause] 

We  have.  I  believe,  about  twenty  minutes  in  order 
to  have  some  degree  of  break  before  eleven  o'clock 
for  questions  of  our  speakers  and  I  would  like  to  throw 
the  floor  open  now  to  questions,  or  any  comments  per- 
haps that  some  of  you  would  like  to  make. 
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I  see  a  variety  of  people  in  the  audience  who  are 
I  think  quite  familiar  with  the  things  each  of  us  has 
been  talking  about,  so  let  me  let  some  of  them  take 
over.   (A  spirited  discussion  ensued.) 

[There  followed  a  fifteen  minute  recess.] 

CHAIRMAN  RAPER:  We  have  with  us  today  as  a 
representative  of  the  American  Medical  Association  Dr. 
Harold  Margulies. 

He  has  had  a  varied  background,  from  graduation 
from  Medical  School  at  University  of  Tennessee,  he  in- 
terned in  medicine  at  the  Medical  Clinic  from  1944-1945; 
again  from  1946-1949;  he  practiced  medicine  from  1949- 
1961  in  Des  Moines. 

He  has  had  a  number  of  teaching  appointments.  He 
is  a  member  of  numerous  societies  and  in  talking  to 
Dr.  Mays.  I  found  that  he  knew  him  in  Pakistan.  He 
was  doing  some  studies  at  the  time. 

Dr.  Mays  tells  me  this  man  has  his  feet  on  the 
ground  and  I'm  delighted  to  hear  it. 

He's  going  to  talk  to  us  today  on  "The  American 
Medical  Association's  Reaction  to  Recent  and  Impend- 
ing Federal  Legislation". 

Dr.  Harold  Margulies! 

[Applause] 

(DR  HAROLD  MARGULIES  [American  Medical 
Association.  Washington,  D.  C]  presented  a  paper 
which  will  be  sent  to  the  North  Carolina  Medical  Jour- 
nal for  possible  publication.) 

[Applause] 

CHAIRMAN  RAPER:    Thank  you,   Dr.   Margulies. 

At  this  time,  I'll  ask  our  honorable  President,  Dr. 
Robert  A.  Ross,  to  come  to  the  podium. 

I  must  say  that  it  has  been  a  pleasure  to  have  served 
with  him  this  past  year. 

Dr.  Ross! 

[Whereupon  the  entire  assemblage  then  accorded 
President  Ross  a  standing  ovation.] 

PRESIDENT  ROSS:  Mr.  Chairman.  Friends,  Ladies 
and  Gentlemen: 

I'm  sorry  I  missed  my  cue!  Our  legal  friend  was 
talking  about  the  Magna  Carta  at  Runnymede  and  I 
didn't  know  just  when  to  come  in  at  this  point!  I  was 
waiting  for  the  Bill  of  Rights!  And,  the  States'  Rights! 
[Laughter] 

But,  seriously,  Mr.  Chairman,  Dr.  Davison,  Mr. 
Ex-Presidents,  One  and  All: 

I  thank  Dr.  Davison  because  I  think  any  considera- 
tion of  North  Carolinians  should  recognize  him  because 
of  what  he  has  done  for  medicine. 

Dr.  Davison,  we're  delighted  that  you're  with  us. 

[President  Ross  then  proceeded  to  read  his  prepared 
address.  'President  Ross  address  printed  in  June  1968 
North  Carolina  Medical  Journal— Vol.  29,  No.  6  p.  233.] 

[At  the  completion  of  his  paper,  President  Ross  was 
accorded  a  standing  ovation.] 

CHAIRMAN  RAPER:  Need  more  be  said! 

This  meeting  is  adjourned. 

[The   meeting   adjourned  at   twelve-twenty   o'clock.] 

TUESDAY  MORNING  SESSION 
May  14,   1968 

The  Second  General  Session  of  the  114th  Annual  Ses- 


sion of  the  Medical  Society  of  the  State  of  North  Caro- 
lina convened  at  nine-forty-five  o'clock.  Dr.  Edgar  T. 
Beddingfield.  First  Vice  President  of  the  Society,  pre- 
siding. 

CHAIRMAN  BEDDINGFIELD:  If  you  will  please  take 
your  seats  we  will  convene  this  Second  General  Session 
of  the  meeting. 

I  hope  our  ranks  will  swell  as  the  morning  moves 
along  because  I  think  the  things  we're  going  to  talk 
about  are  equally  soul  stirring  and  perhaps  equally 
important  to  the  future  of  the  human  race  as  the 
remarks  we  heard  at  breakfast  this  morning. 

We  have  an  interesting  program  this  morning. 

Certainly,  the  concepts  of  immunology  that  have  re- 
mained in  the  research  laboratory  are  of  perhaps  only 
casual  interest  to  the  practicing  physician  in  the  im- 
munization of  children,  has  now  moved  into  the  front 
pages  of  the  newspapers  and  I  suppose  newspapers  of 
every  language  if  we've  been  reading  about  the  things 
that  have  been  going  on  in  the  past  few  months. 

I  will  briefly  introduce  the  members  of  our  panel 
and  then  turn  the  panel  over  to  the  moderator  and 
we  will  proceed  from  there. 

The  panel  members  have  elected  to  remain  down  in 
the  front  seats  so  they  can  view  and  criticize  each 
other's  slides,  so  as  I  introduce  them,  you  can  simply 
stand  where  you  are  in  place. 

Our  first  presentation  is  from  Dr.  John  Harry  Schwab 
who  was  born  in  St.  Cloud,  Minnesota,  and  has  four 
children.  Dr.  Schwab  belongs  to  all  the  appropriate 
honorary  and  professional  societies  that  one  would  ex- 
pect and  some  that  one  wouldn't  expect  for  a  Professor 
of  Bacteriology  and  Immunology  which  is  a  post  that 
he  now  holds  at  the  University  of  North  Carolina  in 
Chapel  Hill. 

Through  the  years,  his  travels  have  taken  him  from 
Minnesota  to  Chapel  Hill  to  London  and  we're  all  grate- 
ful that  he's  back  in  Chapel  Hill. 

Dr.  Schwab,  if  you  will  please  stand  and  let  the  group 
look  at  you  there! 

[Whereupon  Dr.  John  H.  Schwab  stood  up  to  be 
recognized.  ]   [Applause] 

Our  second  speaker  will  be  Dr.  Geoffrey  Haughton, 
who  was  born  in  Leeds,  Yorkshire:  came  to  the  United 
States  in  1956. 

His  education  was  basically  in  England,  of  course. 
He  has  won  a  number  of  honors.  I  see  here  he  had 
class  honors  in  zoology  at  which  time  he  also  studied 
in  biochemistry  and  physiology  in  Southampton. 

He  has  an  imposing  list  of  publications  and  if  I  read 
them  I  would  preempt  his  time,  but  at  the  present  time, 
he  is  the  Assistant  Professor  in  the  Department  of 
Bacteriology  and  Immunology,  School  of  Medicine,  Uni- 
versity of  North  Carolina  in  Chapel  Hill. 

Dr.  Houghton! 

[Whereupon  Dr.  Geoffrey  Haughton  stood  up  to  be 
recognized.]   [Applause] 

The  third  speaker  who  will  also  be  the  moderator  of 
the  panel  is  Dr.  Quentin  Myrvik  who  was  also  born  in 
Minnesota.  Through  the  years,  his  travels  have  taken 
him  in  his  educational  background  to  Seattle  at  the 
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University  of  Washington  where  he  obtained  his  Bache- 
lor's, Master's  and  Ph.D.  degree  in  microbiology. 

He  has  taught  at  the  University  of  Washington,  Uni- 
versity of  Virginia,  at  Charlottesville  and  at  Bowman- 
Gray. 

His  areas  of  special  interest  have  included  Natural 
Immunity,  the  role  of  enzymes,  of  mierophages  in  im- 
munity, delayed  hypersensitivity,  structure  of  miero- 
phages, and  others  that  I  will  not  pursue  either. 

He  also  has  been  recognized  by  a  long  and  impos- 
ing list  of  honorary  and  professional  societies. 

Dr.  Myrvik! 
[Whereupon   Dr.    Queetin   N.    Myrvik   stood   up   to  be 
recognized.]   [Applause] 

There  is  a  change  as  far  as  our  fourth  speaker 
is  concerned. 

Dr.  Rebecca  Buckley  is  pinch-hitting  for  Dr.  Bernard 
Amos. 

Dr.  Buckley  is  an  instructor  in  pediatrics  and  im- 
munology at  Duke  University  and  Duke  Medical  Center. 
She  is  a  native  North  Carolinian  from  Hamlet. 

Her  undergraduate  education  was  at  Duke.  She  went 
to  medical  school  at  the  University  of  North  Carolina. 
All  of  her  postgraduate  work  has  been  at  Duke. 

Her  primary  field  of  interest  has  been  in  immunology 
but  being  a  female  and  being  a  pediatrician,  she  is  the 
mother  of  four  children! 

Dr.  Buckley! 

[Whereupon  Dr.  Rebecca  Buckley  stood  up  to  be 
recognized.]  [Applause] 

And,  Mr.  Moderator,  I'll  turn  it  over  to  you  and  you 
can  introduce  the  speakers  and  their  topics  in  turn. 

[Whereupon  Dr.  Quentin  N.  Myrvik  then  assumed  the 
chair.  ] 

CHAIRMAN  MYRVIK:  Thank  you,  Dr.  Beddingfield. 

This  morning,  we  are  going  to  attempt  to  cover 
some  of  the  interesting  highlights  of  the  area  of  basic 
immunology  and  as  I'm  sure  all  of  you  well  recognize, 
there  has  been  a  tremendous  explosion  in  the  knowl- 
edge of  immunology  over  the  last  ten  years. 

In  fact,  immunology  had  its  humble  beginnings  in 
bacteriology,  but  now  we  find  it  cross-fertilizing  and  im- 
pinging on  essentially  every  specialty  of  medicine. 

Without  taking  any  further  time,  I  think  we'll  move 
on  to  our  program  and  I  would  like  to,  again  reintroduce 
Dr.  John  Schwab,  who  will  discuss  "Control  of  the 
Immune  Response." 

Dr.  Schwab! 

(DR.  JOHN  H.  SCHWAB  [Department  of  Bacteriology, 
University  of  North  Carolina.  Chapel  Hill,  North  Caro- 
lina presented  a  paper  which  will  be  sent  to  the  North 
Carolina  Medical  Journal  for  possible   publication.) 

[Applause] 

CHAIRMAN  MYRVIK:  Thank  you,  Dr.  Schwab. 

Since  time  is  short.  I  think  we'll  move  right  along  to 
the  second  presentation. 

"The  Immunological  Aspects  of  Cancer"  will  be  pre- 
sented by  Dr.  Haughton. 

|  DR.  GEOFFREY  HAUGHTON  [Assistant  Professor 
of  Bacteriology  and  Immunology,  University  of  North 
Carolina  School  of  Medicine,  Chapel  Hill,  North  Caro- 
lina] presented  a  paper  which  will  be  sent  to  the  North 


Carolina    Medical    Journal    for    possible    publication.) 

[Applause] 

CHAIRMAN  MYRVIK:    Thank  you,   Dr.   Houghton. 

[There  followed  a  five  minute  recess.] 

I'd  like  to  call  this  session  back  to  order  and  hope 
that  we  can  move  on  schedule  and  be  finished  by 
twelve  o'clock. 

•  Dr.  Myrvik  then  presented  a  paper,  "The  Role  of 
Phagocyte  Cells  in  Immune  Response,"  which  will  be 
sent  to  the  North  Carolina  Medical  Journal  for  possible 
publication.) 

[Applause] 

We  will  continue  with  the  next  presentation.  "Devel- 
opment Aspects  of  Immunity"  will  be  presented  by 
Dr.  Rebecca  Buckley. 

(DR.  REBECCA  BUCKLEY  [Department  of  Experi- 
mental Surgery  and  Immunology,  Duke  University 
School  of  Medicine,  Durham,  North  Carolina]  presented 
a  paper  which  will  be  sent  to  the  North  Carolina  Med- 
ical Journal  for  possible  publication. ) 

[Applause] 

CHAIRMAN  MYRVIK:  Thank  you,  Dr.  Buckley. 

I  know  the  time  is  over  the  hour,  but  perhaps  we 
could  just  take  about  two  minutes  if  anyone  has  any 
questions  they  would  like  to  direct  against  the  panel- 
ists. 

(There  followed  a  short  question  period.) 

[Applause] 

[Whereupon  Dr.  Beddingfield  resumed  the  chair.] 

CHAIRMAN  BEDDINGFIELD:  On  behalf  of  the  Med- 
ical Society,  I  want  to  thank  all  of  our  panelists  for 
what  I  think  has  been  one  of  the  most  enlightening, 
provocative  symposium  we've  had  in  one  of  these  gen- 
eral sessions. 

I  couldn't  help  but  reflect  as  Dr.  Buckley  was  talking 
as  she  repeated  the  aphorism  that  ontogeny  recapitu- 
lates phylogeny. 

There  were  two  things  I  remembered  from  high 
school  biology.  That  was  one  of  them  and  the  second 
was  that  bit  of  doggerel  that  said  "big  bugs  have  little 
bugs  upon  their  backs  to  bite  them  and  little  bugs  have 
lesser  bugs  and  so  ad  infinitum!" 

We  wonder  if  it  is  ad  infinitum  when  we're  beginning 
to  teach  lysozymes  inside  phagocytes.  When  I  was  in 
medical  school,  we  had  a  hard  time  teaching  medical 
students,  Dr.  Buckley! 

But  we  do  want  to  thank  you  all  and  I  would  also 
like  to  thank  the  audience.  I  learned  also  from  Dr. 
Buckley  that  the  bursa  of  fabricius  is  located  in  the 
hind  gut  and  I  hope  none  of  you  have  damanged  your 
bursa  during  this  session! 

Thank  you,  very  much. 

We  declare  the  session  adjourned. 

[The  meeting  adjourned  at  twelve-fifteen  o'clock.] 
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CHAIRMAN  RAPER:  Gentlemen,  if  you  will  come  to 
order,  we  will  bring  this  meeting  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  to  order. 

It's  my  pleasure  at  this  time  to  introduce  Dr.  Jacob 
Koomen  for  us  to  hear  his  report. 

Dr.  Koomen! 

DR.  JACOB  KOOMEN  [Director,  State  Board  of 
Health!: 

Thank  you,  Dr.  Raper. 

I  always  look  forward  to  these  occasions.  They're  ed- 
ucational for  me  for  obvious  reasons. 

We  review  our  activities  of  the  year  past.  Because 
our  organization  is  large,  because  there  are  many  em- 
ployees there  are  a  number  of  things  that  I  learn  as  I 
go  along. 

1967  was  a  mighty  busy  year  in  the  whole  health 
field  and  it  was  a  legislative  year  as  well. 

This  meant  the  enactment  of  a  considerable  amount 
of  health  legislation. 

For  one,  North  Carolina  Abortion  Act,  widely  hailed 
as  model  legislation  and  progressive  legislation. 

Furthermore,  the  passage  of  a  true  medical  ex- 
aminer act,  a  statewide  medical  examiner  system. 

You  will  recall  some  thirteen  years  ago  there  was 
enabling  legislation  which  permitted  counties  to  form 
medical  examiner  systems  under  which  ultimately 
some  fifteen  counties  did  by  resolution  of  county  com- 
missioners. 

More  recently,  there  was  legislation  which  permitted 
individual  counties,  apart  from  the  older  system,  to 
form  medical  examiner  systems. 

But  this  is  a  great  day  in  the  name  of  the  State 
Board  of  Health  because  in  the  earlier  Board  meeting 
this  morning,  the  State  Board  of  Health  appointed  a 
Chief  Medical  Examiner,  Dr.  Richard  P.  Hudson,  Jr., 
about  whom  you'll  be  hearing  more  in  the  coming 
year;   eminently  qualified  for  the  post. 

Then,  it  brought  the  formation  of  an  Office  of  Com- 
prehensive Health  Planning  in  the  Department  of  Ad- 
ministration, a  wise  place,  in  my  estimation,  to  put  such 
a  planning  office  since  in  North  Carolina  we  have 
a  number  of  agencies  in  the  health  field— yours,  the 
Department  of  Mental  Health,  the  Hill-Burton  Agency, 
that  is  the  Medical  Care  Commission,  Tuberculosis 
Sanitarium  System,  a  very  large  university  complex 
and  quite  a  few  others  that  have  important  health  func- 
tions. 

Indeed,  education  with  vocational  rehabilitation  and 
the  Department  of  Public  Welfare,  with  MHA  programs 
also  has  important  health  components. 

So  these  then  are  some  of  the  generalities. 

The  causes  of  death  and  disability  were  not  greatly 
changed  from  the  year  past  and  so  heart  disease,  stroke 
and  cancer  continue  to  take  a  large  toll  of  North  Caro- 
linians. 

Mounting  in  numbers,  were  the  number  of  deaths 
on  the  highways,  home  and  farm  accidents,  death  by 
suicide  and  by  homicide  and  within  a  week,  last  Satur- 
day specifically,  the  State  Board  of  Health  lost  one  of 
its  staff  members  by  death  in  an  auto  accident. 

And,  I  can  name  from  our  community  alone  now  at 


least  six  boys,  sixteen  to  seventeen  years  of  age,  who 
have  committed  suicide  in  the  past  few  years. 

Suicide,  always  an  important  cause  of  death,  in  the 
postwar  years,  has  become  increasingly  important 
as  a  cause  of  death  of  young  males. 

Now,  I  would  like  to  relate  to  you  some  of  our  activi- 
ties that  bear  on  what  I've  just  said. 

We've  remained  the  local  health  division,  the  com- 
munity health  division,  more  appropriate  in  keeping 
with  the  times. 

It  works  in  such  areas  as  public  health  nursing, 
health  education,  emergency  health  preparedness,  serv- 
ices to  migrant  workers  and  the  like. 

Among  the  things  done  by  this  division  in  the  past 
year  were  the  aiding  and  setting  up  of  community 
health  councils. 

We  did  have  a  number  of  these  in  North  Carolina 
in  the  past.  Sometimes  they  were  straight  health  coun- 
cils: sometimes  they  were  ones  that  incorporate  health, 
and  recreation:  sometimes  health,  welfare  and  ed- 
ucation. 

But,  increasingly,  in  part  because  of  national  legis- 
lation making  money  available,  but  in  part  because 
health  is  such  a  complex  field,  communities  are  begin- 
ning to  set  up  planning  councils  and  a  considerable 
amount  of  aid  has  been  given  in  this  field. 

Then,  with  the  Department  of  Mental  Health,  we  have 
fostered  education  of  public  health  nurses  who  will 
follow  up  patients  released  from  mental  hospitals, 
thereby  serving  the  patient,  the  state  as  a  whole,  and 
the  Department  of  Mental  Health. 

Now,  nurses  have  updated  their  manual  of  pro- 
cedures. 

We  are  the  agency  in  North  Carolina  which  spon- 
sors training  in  medical  self-help. 

This  is  a  form  of  training  more  elemental  perhaps 
than  Red  Cross  first-aid  and  a  form  of  training  we 
hope  nationally  that  eventually  each  family  will  have 
a  person  so  trained  that  in  a  time  of  great  disaster, 
natural,  atomic  or  other,  that  one  could  be  trained 
in  each  household  through  survival  training. 

Not  to  train  them  as  individuals  to  help  until  the 
doctor  comes  as  Red  Cross  so  importantly  does,  but 
to  train  in  survival  techniques. 

The  division  has  been  responsible  for  the  training  of 
nearly  40,000  individuals  in  this  manner. 

Part  of  this  program  sets  up,  as  you  know,  a  hospital 
model  stocked  with  drugs,  bandages  and  necessary 
m?dical  equipment  so  that  each  of  these  hospitals  may 
have  a  thirty  day  supply:  again,  to  fit  into  areas  of 
natural  disaster  or  a  great  accident  scene,  such  as  air- 
craft crashes  such  as  experienced  in  New  Hampshire, 
hurricane  or  an  atomic  problem. 

There  is  sufficient  supply  now  stored  in  the  state  in 
conjunction  with  hospitals  to  take  care  of  111,000  pa- 
tient days. 

We've  also  departed  from  a  pattern  of  the  past  in  all 
fields  of  health. 

The  shortage  of  manpower  is  a  terribly  acute  one  and 
we  have  therefore  found  it  necessary  to  depart  from 
the  physician  health  director  to  a  non-physician  health 
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director,  who  will  serve  as  administrator  for  a  local 
health  department. 

One  is  already  at  work  in  Cabarrus  County  and  do- 
ing extremely  well  and  a  number  of  others  are  under 
consideration.  Indeed,  as  of  now,  I  believe  two  are  at 
work. 

These  are  men  trained  in  public  health  administra- 
tion generally  trained  in  administration  and  can  look 
uncommonly  well  at  problems  of  communities,  problems 
of  administration,  management  of  personnel,  the  man- 
agement of  money  and  strictly  leave  to  the  profes- 
sional those  matters  that  are  purely  health. 

The  programs  in  prevention  and  the  programs  in 
care  and  these  will  of  necesisty  be  expanded  over  the 
years. 

For  many  of  us  this  has  brought  some  pain.  The 
necessity  for  moving  from  the  physician  health  director 
to  a  non-physician  health  director,  long  seen  in  hos- 
pitals and  now  in  public  health. 

In  the  personal  health  division,  there  were  some 
major  budgetary  problems. 

As  you  know,  the  legislature  in  its  last  session  in  an 
effort  to  reimburse  more  realistically  departed  from 
a  flat  day  rate  for  patient  care  to  a  system  whereby 
there  was  proportional  reimbursement  and  the  utiliza- 
tion of  Blue  Cross  Plans  in  billing. 

There  was,  as  elsewhere  over  the  nation,  an  in- 
crease in  health  costs  in  our  program  too,  reflected 
in  cost  of  hospital  staying. 

We  stregthened  our  diabetes  screening  program  so 
that  some  75  local  health  departments  now  have  these, 
29,000  people  were  screened  and  some  213  cases  of 
diabetes  were  brought  to  light. 

Similarly,  there's  increasing  activity  in  cancer 
screening  and  four  multiphasic  screening  clinics  have 
been  set  up,  using  twelve  channel  analyzers.  I  should 
tell  you  that  in  some  areas  these  are  going  very  well: 
in  others,  there  are  problems  associated  with  their  use. 

But,  these  are  devices  for  screening  and  purely  that, 
not  to  establish  a  diagnosis,  and  they  serve  in  this 
state  in  this  pilot  time  another  important  consideration; 
it  being  this:  That  this  is  a  time  in  which  these  ma- 
chines and  those  who  work  with  them  are  trying  to 
establish  what  the  standards  of  society  are,  what  the 
normals  are  for  these  truly  remarkable  devices. 

They  can  run  through  a  small  amount  of  blood, 
do  chemical  tests  which  will  pick  up  before  we  can 
make  positive  identification  by  physical  diagnosis 
blood  evidence  of  the  presence  of  a  number  of  diseases. 

The  Crippled  Children's  Division  expanded  its  area 
of  work.  While  this  is  still  largely  orthopedic  in  func- 
tion, there  are  a  number  of  other  crippling  conditions 
of  children  of  which  you  are  aware  and  some  of  which 
we  are  now  concerned  with. 

All  together,  care  was  provided  to  about  22,000  pa- 
tients. 

Then  we  come  to  the  matter  of  the  Health  Insurance 
Benefits  Program,  known  as  Medicare. 

Of  174  licensed  hospitals  in  the  state,  151  of  174  pro- 
grams now  have  beds  certified,  but  the  proportion  of 
hospitals  certified  would  be  misleading  if  this  were 
considered  independently  because  the  151  certified  hos- 


pitals actually  contain  97  per  cent  of  the  hospital  beds. 

So  what  I  am  saying  then  is  that  in  this  state  in 
our  hospitals  97  per  cent  of  the  beds  are  Medicare 
certified.  That's  no  small  achievement  and  sets  us  out 
from  a  very  large  number  of  states  and  puts  us  high 
in  national  ranking  in  beds  certified  and  it  is  a  tribute 
obviously  to  all  that  has  gone  into  hospitals,  whether 
it  be  those  who  are  insurance  carriers,  the  trustees,  the 
communities  that  supported  them,  the  physicians,  the 
nurses,  the  laboratory  technicians  and  the  record  lib- 
rarian. 

That's  a  very  large  number  of  beds  certified  and 
I  must  say  it  includes  the  mental  and  tuberculosis  hos- 
pitals as  well. 

Certification  in  this  state  was  not  nearly  so  compli- 
cated as  it  was  in  many  because  many  of  our  hos- 
pitals were  already  certified  under  the  Joint  Commis- 
sion of  the  Accreditation  of  Hospitals  and  so,  virtually, 
automatically,  these  become  eligible  under  survey  for 
classification. 

Some  40  extended  care  facilities  were  also  certified, 
2600  beds  all  together  and  some  17  home  care  agencies 
certified,  plus  12  independent  laboratories. 

Especially  with  the  news  of  recent  days,  we're  con- 
cerned about  nutrition  in  this  state,  always  have  been 
because  nutrition  even  in  the  wealthier  parts  of  the 
world  is  a  problem  worthy  of  consideration. 

In  addition  to  the  general  advancement  in  the  field, 
we've  been  working  intensively  with  hospitals  through 
our  nutrition  section  and  through  the  health  insurance 
benefits  section  and  through  a  recruiting  effort  some 
twelve  additional  qualified  individuals  came  to  work 
in  14  hospitals  in  the  Western  half  of  the  state. 

This  brings  to  52  hospitals  or  30  per  cent  of  our 
licensed  hospitals  with  a  dietitian  or  a  trained  home 
economist  either  employed  full  or  part-time. 

When  you  consider  the  role  of  the  therapeutic  diet 
these  days,  you  recognize  the  importance  of  these  in- 
dividuals. 

Our  nursing  home  section  has  now  licensed  71  nursing 
homes  and  added  additionally  some  27  combinations; 
that  is,  nursing  and  rest  homes. 

All  together  here,  there  are  5300  beds.  Eventually. 
there  will  be  more  and  progress  is  being  made. 

Four  new  ones  were  added  this  year  and  further  than 
that,  some  27  planned,  are  presently  under  consideration 
and  some  12  new  nursing  homes  are  under  construc- 
tion. 

We've  said  a  lot  about  planned  parenthood  in  this 
state  and  public  welfare,  the  School  of  Public  Health, 
your  Health  Department  and  your  physician,  members 
of  the  State  Society,  have  done  a  hegira  over  the  state 
in  six  locations  to  spread  the  word  of  planned  parent- 
hood. 

More  than  a  thousand  people  were  drawn  to  these 
meetings.  Outstanding  speakers  came  in  from  the 
outside  as  well— Alan  Guttmacher  on  two  occasions. 

I  must  say  that  we  were  very  warmly  received 
and  Planned  Parenthood  founded  so  many  years  ago  in 
the  State  Board  of  Health  strongly  stressed  by  Dr. 
Norton    and   his   predecessor  and    extremely    strongly 
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advocated  by  him,  has  been  a  popular  and  necessary 
program  in  the  whole  health  field  in  North  Carolina. 

The  crippled  children's  people  combined  with  the 
whole  personal  health  were  instrumental  in  a  number 
of  publications  during  the  last  year  and  the  single  meet- 
ing perhaps  attracting  the  most  attention  was  one  on 
the  Governor's  Conference  on  Child  Abuse.  This  drew 
660  people,  swelled  the  Sir  Walter  out  to  the  seams 
and  the  subject  of  great  concern  at  the  moment  was 
a  program  very  well  received. 

We  like,  of  course,  to  be  associated  with  such  suc- 
cessful ventures. 

We're  in  the  field  of  water  protection  and  we're  up  to 
more  than  1300  water  supplies,  in  this  for  the  first 
time.  We  began  to  use  engineering  technicians  because 
engineers,  too,  are  short  and  we  found  that  the  properly 
trained  technician  can  carry  many  of  the  burdens 
formerly  carried  by  the  full  scale  professional. 

Some  $12  million  in  contracts  were  let  for  public 
water  supplies. 

We  were  involved  in  the  sanitation  in  boats  about 
which  you  know  and  this  came  out  of  legislative  action 
and  popular  appeal. 

And,  then,  in  this  field  there  are  some  old  standbys 
that  have  been  given  increasing  attention:  namely,  the 
control  of  the  salt  marsh  mosquito. 

I  might  digress  here  for  a  moment.  Those  of  us  who 
were  brought  up  on  farms,  you  know,  always  look  to 
swamp  as  just  a  place  where  you  couldn't  raise  crops. 

It  now  turns  out  that  swamp  and  estuaries  are  ex- 
tremely important  to  all  of  the  cycles  of  life  and  is 
receiving  belated  attention. 

They're  important  to  the  scallop  industry  and  there, 
the  legislature  passed  something  and  permitted  some 
expenditure  of  money  on  some  sanitary  regulations. 

But  the  real  crying  need  probably  is  around  solid 
waste  disposal  and  there,  we  have  Public  Health  Serv- 
ice support  to  look  into  this. 

Now,  in  the  United  States,  we  put  out  about  1500 
pounds  of  solid  waste  for  each  individual  per  year 
and  the  disposal  of  this  matter  sets  up  very  great 
problems. 

We're  short,  as  I  said,  of  personnel. 

In  the  communicable  disease  field,  we  were  vigorous, 
I  think,  the  whole  state,  in  extensive  programs  to 
immunize  as  many  as  possible  to  measles  and  appro- 
priately we  have  seen  response  to  that  program. 

Some  22  counties  have  carried  on  mass  vaccination 
campaigns. 

We  discouraged  typhoid  vaccination  this  year.  It's 
difficult  to  put  in  a  new  vaccination  and  when  no 
longer  needed,  it  is  difficult  to  bring  it  to  an  end. 

And,  perhaps  most  useful,  we  began  a  good  labora- 
tory service,  I  think,  for  rubella  infection. 

Under  the  PKU  program,  some  87  per  cent  of  the 
newborn,  were  tested  for  this  unique  anomaly. 

In  the  past  year,  three  youngsters  were  discovered 
with  an  ultimate  enormous  saving  in  taxpayer  money. 

In  venereal  disease,  we  intensified  our  epidemiolog- 
ical effort  because  these  diseases  are  still  with  us 
and  in  the  keeping  of  records,  we  managed  to  put 
into  file  many  of  yours,  in  a  rebinding  system. 


Then,  in  the  field  of  tuberculosis,  still  a  scourge, 
we  intensified  our  efforts,  were  able  to  hire  some 
seventy  additional  individuals  in  local  health  depart- 
ments so  that  a  more  careful  track  can  be  kept  of  this. 

In  occupational  health,  there  was  the  discovery  of 
some  eleven  new  cases  of  first  stage  silocosis  as  com- 
pared to  six  the  year  before. 

I  could  expand  on  our  accident  prevention.  I've  men- 
tioned it  briefly,  but  those  of  you  who  have  association 
with  the  ambulance  industry  or  wherever  this  occurs, 
know  thatthere  has  been  work  in  this  field  and  that  ere 
long  there  will  be  available  through  the  state,  where 
there  is  not  already,  we  hope  not  only  an  ambulance 
appropriately  equipped  but  in  addition  to  that,  an 
ambulance  appropriately  staffed. 

One  can't  travel  far  in  North  Carolina  without  seeing 
the  need  for  this. 

We've  had  recurrence,  or  at  least  increase  in  rabies 
in  this  state  and  there  again,  because  this  is  a  cyclic 
disease,  we're  watching  with  anxiety  the  increasing 
isolations  from  wild  life. 

We're  in  the  highway  safety  field.  Perhaps  highway 
safety  is  a  belated  field  that  we  come  to  in  health, 
but  we're  involved  in  emergency  medical  services,  in 
alcohol  in  relation  to  highway  safety,  and  then  we'U 
be  importantly  involved— you  physicians,  all  physicians 
—in  medical  aspects  of  driver  licensing. 

In  past  years,  I've  had  opportunity  to  say  a  good 
bit  about  the  dental  health  division  and  its  particular 
needs,  but  our  personnel  is  increased  from  years  past. 
We've  been  able  to  carry  on  an  association  with  the 
dental  schools,  in  certain  programs  where  dental 
students  have  been  able  to  participate  in  care  and  pre- 
vention programs  and  the  number  of  school  children 
seen  where  much  good  can  be  done  on  prevention  has 
increased.  More  than  100,000  inspections  of  mouths; 
95,000  children,  for  instance,  attended  lectures  on  the 
care  of  teeth. 

From  our  laboratory  let  me  report  this. 

Our  environmental  health  sciences,  because  we're  in- 
creasingly concerned  about  the  quality  of  our  water 
and  air,  there  our  work  is  more  vigorous  than  before. 
The  number  of  specimens  seen  in  the  lab  numbers 
perhaps  some  800.000  in  the  course  of  the  year. 

Our  cancer  cytology,  a  popular  service  in  the  state, 
now  see  almost  120,000  smears  per  year. 

It  sees  them,  I  might  mention,  by  virtue  of  the  work 
of  many  of  you,  some  of  whom  serve  in  the  legislature 
and  are  responsible  for  legislation,  and  others  of  you 
who  campaigned  for  funds  and  the  many  of  you  who 
have  sent  specimens. 

All  together,  the  laboratory  becomes  increasingly 
important  in  our  society  because  more  and  more  we're 
dependent  upon  it,  and  for  that  reason,  financial  as 
well  as  personnel  support  is  something  we  stress. 

So  far  as  administrative  services  are  concerned,  the 
looking  after  of  our  money  and  the  looking  after  of 
our  personnel. 

The  state  now  employs  506  people  in  the  public  health 
family,  associated  with  our  agency:  most  in  Raleigh, 
but  not  all. 

Local  health  departments  have  1638  employees.  The 
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family  no  wamounts  to  more  than  2100  individuals. 

We  look  after  the  matters  of  personnel  for  all,  the 
salaries  for  all,  the  availability  of  personnel,  and  so 
on. 

All  together,  the  public  health  expenditures  in  North 
Carolina  amount  to  about  $24,000,000  per  year;  that's 
local,  state  and  federal. 

As  you  know  we  circulate  a  HEALTH  BULLETIN. 
It's  one  of  the  oldest  in  the  nation  and  was  founded 
in  the  1880's  at  a  time  when  there  was  little  formal, 
good,  public  health  or  health  literature  and  we  still 
produce  this  bulletin. 

It  contains  up-to-date  notes  of  activity  and  up-to-date 
items  of  advice,  as  we  give  by  radio  as  well  in  the  cur- 
rent "Health  Hints". 

Our  film  library,  to  which  many  of  you  subscribe, 
it  that's  the  word,  to  the  use  of  film. 

We  bought  250  new  films  last  year.  Our  total  film 
distribution  was  51,000. 

Now,  I  should  say  something  about  the  older  form 
of  our  medical  examiner  system  in  which  first  Dr. 
Norton,  then  I  served  as  Secretary,  and  Kenneth  Brink- 
nous  as  Chairman. 

In  this,  some  1700  deaths  were  followed  up  with  207 
autopsies,  but  as  I've  indicated  before,  it  was  not  truly 
a  statewide  system. 

It  did  however  have  a  toxicology  lab.  It  had  the  fea- 
tures of  a  good  system. 

Its  drawback  simply  was  that  it  did  not  cover 
the  state  as  a  whole. 

Our  new  legislation  will  do  that. 

I  come  now  to  closing.  We  operate  as  you  know  under 
a  nine  member  Board.  The  background  of  the  Board 
members  are  such  as  to  bring  us  know-how  in  the  field 
of  medicine,  know-how  in  the  field  of  various  sciences, 
know-how  in  the  field  of  veterinary  medicine,  know- 
how  in  the  field  of  pharmacy  and  know-how  in  the  field 
of  dentistry— all  of  intent  of  concern  in  the  whole 
health  field. 

We  operate  not  only  under  the  Board  bearing  the 
names  of  important  citizens,  but  under  an  extremely 
good  one  who  serve  to  guide  and  make  policies  for  us. 

The  Chairman  introducing  me  today  is  Dr.  Raper.  His 
predecessor  was  Dr.  Lenox  Baker.  We've  had  a  succes- 
sion of  fine  Boards  and  fine  Board  Chairmen. 

Now,  I  come  to  closing:  we  seek  of  course  to  work 
with  the  physician,  to  work  with  organized  medicine  and 
the  individual  practitioner  and  where  we  can  be  help- 
ful, to  alleviate  the  conditions  of  ill  health,  those  that 
cause  death  and  disability. 

There  are  constantly  new  challenges,  sometimes 
out  of  the  atmosphere  and  sometimes  out  of  the  intro- 
duction of  new  disease. 

We  want  to  keep  the  cooperative  spirit  that  we've 
had  so  long  in  this  state. 

There  is  increasignly  the  role  of  the  practitioner  in 
the  field  of  prevention  and  I  must  say  increasingly  gov- 
ernment is  involved  in  the  role  of  care  and  so  these 
two  fields  are  not  so  sharply  separated  as  they  once 
were. 

But,  based  upon  my  experience  elsewhere  and  my 
prior    experience    in    the    Public    Health    Service,    no- 


where is  there  an  area  where  Medical  Society  and  Pub- 
lic Health  function  get  along  so  well  together. 

We'd  like  then  to  keep  this  cooperative  spirit.  Wnen 
there  are  questions  that  trouble  you,  in  which  we  can 
be  useful,  please  write  or  call  our  local  department  or 
our  state  staff.  That's  the  purpose  for  which  we're  hired. 

When  there  are  things  which  are  being  done  which 
are  obsolete  and  are  no  longer  useful,  we  need  to  know 
that,  too,  and  when  there  are  items  that  you'd  suggest 
for  programs,  we'd  welcome  those. 

So,  we  want  then  to  continue  a  cooperative  spirit. 

Our  admiration  for  the  physicians  of  the  state  is 
obviously  an  enormous  one  and  their  aid  in  what  we 
try  to  do  is  absolutely  necessary. 

As  in  past  years,  you've  listened  to  me  attentively, 
I've  indicated  that  it's  a  joy  for  me  to  come  to  present 
what  we  do.  As  a  man  who  enjoys  his  work,  I  enjoy 
talking  about  it  as  well  and  so  for  those  of  you  who 
have  been  with  us.  thank  you,  very  much. 

[Applause! 

CHAIRMAN  RAPER:  Thank  you.  Dr.  Koomen,  for 
a  very  fine  report. 

At  this  time,  we  will  move  to  the  presentation  of 
awards. 

Dr.  Lester  A.  Crowell,  Jr.  Chairman  of  the  Commit- 
tee on  Awards,  will  make  the  presentations. 

DR.  LESTER  A.  CROWELL,  Jr.  [Chairman,  Com- 
mittee on  Awards]:  Thank  you,  Mr.  Chairman. 

This  is  a  time  when  it  is  a  very  pleasant  time  for 
me  to  present  the  awards  for  Moore  County,  Wake 
County  and  Gaston  County  Awards. 

Th  first  one  is  the  Moore  County  Award. 

Dr.  Carlyle  Crenshaw,  will  you  come  forward 
please? 

[Whereupon  Dr.  Crenshaw  came  forward  to  accept 
the  award.] 

Dr..  Brame,  for  your  excellent  presentation  to  the 
Section  of  Obstetrics  at  the  1967  session.  I  am  pleased 
to  give  you  this  award  from  the  Wake  County  Medical 
Society. 

[Whereupon  Dr.  Crowell  then  presented  the  Wake 
County  Certificiate  to  Dr.  Brame.]  T Applause] 

Next  is  the  Gaston  County  Award  for  which  two 
awards  are  given. 

Is  Dr.  Youngblood  in  the  audience,  or  Dr.  Tomlin? 

[no  response] 

I  assume  that  neither  one  of  them  are  here,  but  they 
are  presented  by  the  Gaston  County  Medical  Society  for 
presentation  of  "Anti-Inflammatory  Agents  for  Urethral 
calculi".  This  was  an  exhibit  in  the  1967  session. 

Since  neither  one  of  them  are  here,  these  will  be 
sent  to  them. 

That  completes  my  part. 

CHAIRMAN  RAPER:   Thank  you.  Dr.  Crowell. 

Dr.  Miller  will  now  present  the  Vietnam  plaques. 

DR.  ROBERT  E.  MILLER  [Chairman.  Committee 
on  Scientific  Exhibits]:  This  is  the  award  of  recognition 
to  Dr.  John  Gaskin  of  Albemarle  and  unfortunately  Dr. 
Gaskin  couldn't  be  here. 

Certificate  of  Humanitarian  Services  presented  to 
John  S.  Gaskin,  Jr.  M.D.  by  the  American  Medical 
Association  in  recognition  of  the  meritorious  service 
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he  performed  for  the  medical  profession,  United 
States  Government  and  the  people  of  South  Vietnam 
by  treating  the  ill  and  injured  during  his  medical  mis- 
sion under  the  AMA  Volunteer  Physicians  for  Viet- 
nam. 

This  was  presented  by  the  AMA  to  Dr.  Gaskin  and 
unfortunately,  he  is  absent  today. 

CHAIRMAN  RAPER:  Next,  is  the  Aesculapius 
Award,  to  be  presented  by  Dr.  Miller. 

DR.  MILLER:  For  some  years,  the  Mead-Johnson 
Laboratory  has  given  a  prize,  a  monetary  prize,  to  be 
presented  to  the  best  scientific  exhibit  at  the  North 
Carolina  Medical  Society  Meeting,  and  a  plaque. 

It's  always  difficult.  We've  had  some  good  exhibits. 

The  committee  has  had  difficulty  this  year. 

After  some  consideration  and  a  lot  of  deliberation, 
from  which  I  disqualified  myself  and  let  the  rest  of  the 
committee  do  the  picking,  the  first  prize  of  Aesculapius 
Award  is  being  presented  to  Dr.  Claude  A.  Frazier 
of  Asheville  for  his  exhibit  on  "Insect  and  Arthropoid 
Allergy". 

Dr.  Frazier,  will  you  come  forward? 
[Whereupon    Dr.    Frazier   then    came   forward   to   ac- 
cept the  award.] 

In  recognition  of  your  excellent  exhibit,  we'd  like 
to  give  you  this  check  and  this  plaque  which  we  will 
hold  and  get  it  appropriately  engraved  and  send  it 
back  to  you. 

[Whereupon  Dr.  Miller  then  presented  the  awards 
to  Dr.  Frazier.]  [Applausel 

The  award  for  the  second  best  exhibit  of  the 
scientific  exhibit  section  goes  to  the  exhibit,  "Saving 
the  Diabetic  Foot"  by  Dr.  Lowrie  and  associates  and 
Dr.  Redfern  who  has  been  here  to  show  the  exhibit,  is 
here  this  morning  to  accept  for  himself  and  his  asso- 
ciates. 

This  exhibit  which  is  excellent  is  from  Ford  Hospital 
and  I  would  hope  that  you  will  see,  if  you  have  not 
seen. 

[Whereupon  Dr.  Redfern  came  forward  to  accept 
the  award.  J 

Dr.  Redfern.  thank  you  for  coming,  here  is  the  award 
and  something  to  back  it  up. 

[Whereupon  Dr.  Miller  then  presented  the  awards 
to  Dr.  Redfern.]   [Applause] 

CHAIRMAN  RAPER:  Thank  you. 

I'll  ask  Dr.  William  Fleming  to  come  to  the  podium 
please.  He  has  a  very  pleasant  task  and  I'll  let  him 
tell  you  about  it. 

Dr.  Fleming! 

DR.  WILLIAM  FLEMING:  I  have  a  pleasant  job  of 
presenting  AMA-ERF  checks  to  the  three  North  Caro- 
lina medical  schools. 

I  might  say  just  a  word  about  the  work  of  the  com- 
mittee this  year. 

The  North  Carolina  Medical  Society  Committee  on 
the  American  Medical  Association  Education  and  Re- 
search Foundation  have  made  a  diligent  effort  this 
year  to  understand  better  the  AMA-ERF  program  and 
to  promote  better  liaison  between  the  program  and  the 
thvee  North  Carolina  medical  schools. 

In  this  connection,  it  has  passed  on  suggestions  to  the 


Board  of  Directors  of  AMA-ERF.  In  addition  to  writing 
to  North  Carolina  physicians,  encouraging  contributions 
to  AMA-ERF,  it  has  written  North  Carolina  physician 
graduates  of  our  State  schools  encouraging  AMA-ERF 
contribution  designated  for  the  three  North  Carolina 
medical  schools,  and  has  also  written  the  SAMA 
Chapters  of  the  three  schools  in  the  State  regarding 
AMA-ERF. 

It  acknowledges,  with  pleasure,  the  very  generous 
gift  to  the  North  Carolina  medical  schools  through 
AMA-ERF  which  was  made  by  the  Richmond  County 
Medical  Society. 

So  I  have  the  pleasure  of  turning  over  to  representa- 
tives of  the  three  schools,  if  they're  here,  these  checks. 

Is  anyone  here  from  Bowman-Gray  School  of  Medi- 
cine? We  have  acheck  in  hand  for  $4,586.60  for  the 
Bowman-Gray  Medical  School. 

Is  there  any  representative  from  the  Duke  Medical 
School? 

[Whereupon  the  representative  from  Duke  Medical 
School  came  forward   to  accept   the  check.] 

I  have  the  pleasure  of  giving  this  check  to  pass  on  to 
Duke  for  $5,881.43. 

Lastly,  I  have  the  pleasure  to  present  a  check  for 
$4,537.73  to  the  University  of  North  Carolina  School 
of  Medicine. 

[Whereupon  the  representative  from  University  of 
North  Carolina  School  of  Medicine  came  forward  to  ac- 
cept the  check.] 

Thank  you. 

CHAIRMAN  RAPER:  Thank  you.  Dr.  Fleming. 

It's  the  first  time  I  can  ever  remember  anyone  not 
being  present  to  receive  a  check! 

[There  followed  a  twenty -five  minute  recess.] 

The  Third  General  Session  will  now  continue  if  you 
will  come  in  please. 

It's  my  pleasure  at  this  time  to  present  to  you  the 
Constitutional  Secretary  of  the  Medical  Society  of  the 
State  of  North  Carolina  Dr.  Charles  Styron. 

Dr.  Styron! 

DR.  CHARLES  W.  STYRON  [Secretary,  Medical  So- 
ciety of  the  State  of  North  Carolina]:  Mr.  Chairman, 
Members  of  the  Society,  Guests: 

It  gives  me  great  pleasure  indeed  to  award  two 
plaques  at  this  third  general  session  to  two  very  dis- 
tinguished health  workers. 

First  I  should  like  to  call  on  Mr.  Eugene  B.  Crawford 
to  come  to  the  podium. 

[Whereupon  Mr.  Crawford  came  forward  to  accept 
the  award.] 

Mr.  Crawford,  it  gives  me  great  pleasure  indeed 
to  award  this  plaque  to  you  by  the  Medical  Society 
of  the  State  of  North  Carolina  for  your  distinguished 
career  in  health  and  in  health  services  to  the  people 
of  North  Carolina. 

The  plaque  reads  as  follows: 

Presented  to  Eugene  B.  Crawford  of  Chapel  Hill 
for  distinguished  achievement  in  voluntary  health 
services  to  the  people  of  North  Carolina.  A  tribute 
by  the  Medical  Society  of  the  State  of  North  Carolina, 
1968. 

Congratulations! 
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[Whereupon  Secretary  Styron  then  presented  the 
plaque  to  Mr.  Crawford.]  [Applause] 

MR.  EUGENE  B.  CRAWFORD:  Thank  you. 

Twenty-nine  years  ago,  when  I  came  to  Chapel  Hill, 
and  if  I  had  been  asked  the  question  "What  will  hap- 
pen?' I  think  my  answer  then  would  have  been,  "I 
don't  know!  Let's  try  and  see!" 

Now,  twenty-nine  years  later,  if  you  were  to  ask 
me  that  same  question  today,  my  answer  would  be 
the  same.  So  far  as  the  future  is  concerned,  I  really 
don't  know,  but  with  the  able  thoughts  and  the  able 
guidance  of  men  like  McMahon  and  Ken  Beeston,  who 
are  younger,  they  will  be  able  to  tell  you  perhaps 
because  J  now  belong  to  Medicare!  [Laughter] 

In  fact,  I've  been  able  to  persuade  my  wife  to  join 
Medicare  too  so,  so  far  as  we're  concerned,  we  have 
no  more  worries  at  all!  [Laughter] 

I  want  to  take  this  opportunity,  however,  to  thank 
the  trustees  appointed  by  the  Medical  Society  and  the 
other  factions  of  our  Board  for  their  tremendous  help 
all  during  the  twenty-nine  years  that  I've  had  the 
privilege  to  be  in  this  particular  work. 

They  have  done  tremendous  duties,  have  been  of  tre- 
mendous help  to  all  and,  of  course,  we  have  made, 
I  think,  very  good  progress. 

I  want  to  brag  about  what  we  have  done,  but  we  have 
gotten  to  be  a  tremendous  organization.  Actually  today, 
we  are  the  fourteenth  largest  Blue  Cross  Plan  in  the 
United  States,  down  to  the  twelfth  largest  Blue  Shield 
Plan. 

We  now  serve  over  1,300,000  North  Carolinians  and 
we  think  that's  a  pretty  good  job,  but  we  could  not 
have  done  it  without  the  guidance  and  the  help  of  the 
fine  trustees. 

And,  may  I  cite  one  other  faction  and  that  of  your 
Blue  Shield  Committee.  They  have  done  tremendous 
work  and  they  have  come  long  distances  and  served 
many  fine  purposes. 

I  commend  you  on  your  study  that  you're  going  to 
have  for  the  Blue  Shield  program.  I  hope  it  will  be  in 
depth. 

I  will  say,  if  I  had  to  forecast,  I  believe  that  you  have 
now  begun  a  new  era  with  a  tremendous  organization 
and  I  sense  enthusiasm  from  all  the  new  boys,  24  men 
of  which  8  of  these  men  are  physicians  appointed  by 
the  Society. 

I  commend  you  on  the  two  appointments  you  made 
recently— Dr.  Hamilton  and  Dr.  Blount.  They're  fine 
men  and  have  done  good  work  and  will  continue  to 
render  fine  service  for  you. 

So  for  the  future,  I  will  say  that  I  think  you  have  a 
great  future.  I  know  that  you  will  have  wonderful  suc- 
cess and  much  more  widespread  service  in  the  future. 

Thank  you,  very  much,  again,  for  the  honor. 

[Applause] 

SECRETARY  STYRON:  Mr.  Elisha  M.  Herndon, 
please  come  to  the  podium. 

[Whereupon  Mr.  Herndon  came  forward  to  accept 
the  award.] 

Mr.  Herndon,  it  gives  me  great  pleasure  this  morn- 
ing at  the  Tihrd  General  Session  of  the  Medical  Society 
and  in  behalf  of  the  Medical  Society  of  the  State  of 


North  Carolina  to  present  to  you  this  plaque  for  dis- 
tinguished service  in  the  various  health  areas  over  a 
period  of  many  years. 

The  plaque  reads  as  follows: 

Presented  to  Elisha  M.  Herndon  of  Durham  for 
distinguished  achievement  in  voluntary  health  serv- 
ices to  the  people  of  North  Carolina.  A  tribute  by 
the  Medical  Society  of  the  State  of  North  Carolina, 
1968. 
Congratulations! 

MR.  ELISHA  M.  HERNDON:  Thank  you,  very  much. 

Throughout  the  years  that  I've  had  the  pleasure  and 
opportunity  to  work  in  the  health  career  position,  it 
has  been  a  challenge  with  many  failures,  disappoint- 
ments and  a  great  many  times  with  much  success. 

I'd  like  to  accept  this  humbly  in  behalf  of  a  knowl- 
edgeable and  devoted  Board  of  Directors  of  24  men, 
8  of  whom  were  appointed  by  this  Society,  and  a 
staff  of  young  and  capable  people  who  will  carry  on  in 
the  future. 

Great  things  are  coming  to  North  Carolina  people 
in  both  Blue  Cross  and  Blue  Shield.  The  most  compre- 
hensive coverages  ever  offered  will  soon  be  offered 
and  available  to  those  who  wish  them. 

Thank  you,  very  much,  on  behalf  of  North  Carolina 
Blue  Cross  and  Blue  Shield. 

[Applause] 

SECRETARY  STYRON:  It's  the  wish  of  those  of  us 
who  have  worked  closely  with  these  two  Senior  Vice 
Presidents  of  Blue  Cross  and  Blue  Shield  Incorporated 
that  they  will  continue  for  many  years  to  give  us  their 
wise  counsel  and  their  friendship. 

Congratulations  to  both  of  you!  Many  happy  years 
in  the  future! 

CHAIRMAN  RAPER:  Thank  you,  Dr.  Styron. 

At  this  time  we  have  a  panel  on  Socio-Economics. 

The  moderator  of  the  panel  today  is  Dr.  Charles  L. 
Hudson.  He  has  won  distinction  as  an  internist  and  as 
a  teacher  and  as  a  leader  in  community  health  af- 
fairs. 

He  was  born  in  Michigan:  received  his  M.D.  degree 
at  the  University  of  Michigan.  After  years  of  research 
in  the  Department  of  Pharmacology  at  the  University 
of  Pennsylvania,  he  returned  to  the  University  Hospital 
as  the  Chief  Resident  in  Medicine. 

During  World  War  II,  he  was  lieutenant-colonel  in 
an  army  hospital  overseas. 

He  served  as  AMA  President-elect,  as  President  from 
June  1966  to  June  1967.  He  is  now  the  immediate  Past 
President  of  the  Association. 

On  January  4th,  1968  he  was  appointed  Director  of 
the  AMA's  Division  of  Health  Services.  The  Division 
develops  programs  concerned  with  the  quality,  delivery 
and  economics  of  health  care. 

Our  next  participant  on  the  panel  is  Dr.  Joseph  B. 
Stevens  of  Greensboro,  North  Carolina. 

Dr.  Stevens  is  known  to  most  of  you.  I  remember 
when  I  first  met  him.  He  was  serving  as  a  pathologist 
and  a  teacher  at  Duke  Medical  School. 

A  few  years  ago,  he  served  on  the  pathology,  medical 
and  urology  staffs  at  Duke.  He  entered  private  prac- 
tice  in   internal  medicine   in  Greensboro   in   1942.   He 


GS— 10 


SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


served  in  the  armed  forces  with  the  65th  General  Hos- 
pital. 

He  has  many  hospital  affiliations  and  has  served 
well  with  the  Medical  Society  of  the  State  of  North 
Carolina. 

Our  third  participant  is  Roy  N.  Crenshaw.  He's 
Business  Manager  of  Surgical  Private  Diagnostic  Clinic, 
Duke  University  Medical  Center. 

He  was  born  in  Georgia,  raised  in  Monroe,  North 
Carolina;  attended  North  Carolina  State  College  in 
Raleigh.  He  has  been  employed  with  Duke  since  Sep- 
tember, 1945. 

He's  a  member  of  numerous  organizations  connected 
with  medicine  and  has  served  as  Past  President  of  the 
Cerebral-Palsy   Foundation   in   Durham. 

I  will  turn  this  program  over  to  Dr.  Hudson  as  mod- 
erator of  the  panel  and  let  him  take  over  from  here. 

Dr.  Hudson!   [Applause] 

DR.  CHARLES  L.  HUDSON  [Immediate  Past  Presi- 
dent, Director,  Socio-Economic  Activities  Division, 
American  Medical  Association,  Chicago,  Illinois  made 
an  address  which  will  be  presented  to  the  North  Caro- 
lina Medical  Journal  for  possible  publications.] 

[Applause] 

DR.  JOSEPH  B.  STEVENS  [Greensboro,  North  Caro- 
lina] presented  a  paper  which  will  be  sent  to  the 
North  Carolina  Medical  Journal  for  possible  publication. 

[Applause] 

DR.  HUDSON:  Now.  we're  all  friends  up  here  on  the 
platform  and  I  suppose  we  are  all  throughout  the 
audience,  but  there  is  a  hazard  here  that  unless  we 
get  some  kind  of  unfriendly  spirit,  we  may  have  a  dull 
meeting! 

I  wonder  if  we  are  prepared  to  say,  in  a  convincing 
fashion,  to  refute  an  argument  that  one  of  my  friends 
Walter  McNerney,  the  President  of  Blue  Cross  of  Amer- 
ica says  that  the  system  we  have,  or  at  least  what  we 
call  a  system,  the  third  largest  in  the  country,  is  really 
not  a  system  at  all,  that  there  is  no  system  of  provid- 
ing health  care. 

And,  as  far  as  expenses  are  concerned,  it's  unreal- 
istic to  expect  the  providers  to  exercise  control  because 
they  make  more  money  by  having  people  get  sick! 

And,  on  the  other  hand,  the  recipient  can't  be  expected 
to  exercise  control  because  he  wants  more  and  more 
extensive  things  for  less  money. 

Now.  we'll  go  on  to  Mr.  Crenshaw,  who  as  you  know 
is  the  Business  Manager  of  the  Private  Diagnostic 
Clinic  at  Duke  Hospital  and  we'll  hear  from  him  next. 

[Applause] 

'MR.  ROY  N.  CRENSHAW  [Business  Manager,  Surg- 
ical Private  Diagnostic  Clinic.  Duke  Hospital,  Durham, 
North  Carolina  I  presented  a  paper  "Doctor,  Law- 
maker and  Institution  Chief,"  which  will  be  sent  to 
the  North  Carolina  Medical  Journal  for  possible  publi- 
cation. ) 

[Applause] 

'There  followed  a  question  and  answer  period.) 

[Applause] 

CHAIRMAN  RAPER:  Thank  you.  gentlemen,  for  a 
very  fine  panel  discussion  and  it's  with  reluctance  I 
call  time. 


We  now  have  the  elections  for  the  Editorial  Board 
of  the  NORTH  CAROLINA  MEDICAL  JOURNAL. 

At  this  time  I  would  like  to  say  that  nominations  come 
from  the  floor,  that  you  have  time  to  make  all  you 
want. 

We  have  three  for  four  year  terms.  The  floor  is  now 
open  for  nominations. 

DR.  WILLIAM  NICHOLSON:  Mr.  Chairman,  repre- 
senting the  Editorial  Board,  our  three  vacancies  are 
Dr.  John  Rhodes,  Dr.  John  Reece,  Dr.  Walter  Spaeth, 
whose  terms  expire  as  of  now. 

The  Editorial  Board  acting  as  a  nominating  group 
nominates  Dr.  Rhodes,  Dr.  Reece  and  Dr.  Spaeth  for 
another  term  on  the  Editorial  Board. 

CHAIRMAN  RAPER:  You've  heard  the  nominations, 
of  Dr.  John  Rhodes.  Dr.  John  Reece  and  Dr.  Walter 
Speath. 

Is  there  a  second? 

DR.  RABY:   I  second. 

CHAIRMAN  RAPER:  The  floor  is  open  for  further 
nominations.  [No  response] 

If  there  are  no  other  nominations  from  the  floor,  I 
await  your  pleasure. 

DR.  DAVIS:   I  move  the  nominations  be  closed. 

[The  motion  was  seconded  from  the  floor.] 

CHAIRMAN  RAPER:  It  is  moved  and  seconded  that 
nominations  be  closed. 

All  in  favor  of  the  motion,  let  it  be  known  by  say- 
ing "aye";   opposed  "no." 

[The  motion  carried  unanimously.] 

The  chair  will  now  entertain  a  vote  for  the  three 
men  who  have  been  put  up  for  these  offices. 

All  in  favor  of  these  men,  let  it  be  known  by  saying 
"aye";  opposed  "no." 

So  ordered. 

The  next  is  for  membership  on  the  North  Carolina 
Board  of  Medical  Examiners,  three  for  a  six  year 
term. 

The  floor  is  open. 

DR.  HENDRICK:  Mr.  Chairman,  I'd  like  to  nominate 
Dr.  Ralph  Moore  from  Caldwell  County,  recommended 
by  his  County  and  the  Ninth  District. 

DR.  ERNEST  LARKIN:  Mr.  Chairman,  I  would  like 
to  nominate  Dr.  Neil  Partrick  from  Washington. 

DR.  WILLIAM  H.  PETTUS:  Mr.  Chairman,  I  would 
like  to  offer  in  nomination  the  name  of  Dr.  Bryant 
Galusha,  a  pediatrician  and  also  Medical  Director 
of  our  hospital  and  I  would  like  to  say  he  has  done  an 
outstanding  job  with  the  young  doctors  and  has  been 
responsible  for  our  hospital  receiving  full  quota  of 
interns  this  past  year. 

DR.  JACK  HUGHES:  Mr.  Chairman,  I  would  like  to 
nominate  Dr.  Joseph  Hooper  of  Wilmington. 

DR.  DONALD  B.  KOONCE:  Mr.  Chairman,  I  would 
like  to  enforce  the  nomination  of  Dr.  Joseph  Hooper 
just  proposed. 

CHAIRMAN  RAPER:  Thank  you. 

Are  there  any  other  nominations  from  the  floor  at 
this  time? 

DR.  R.  R.  HUNTLEY:  Mr.  Chairman,  I  would  like  to 
move  the  nominations  be  closed. 
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CHIRMAN  RAPER:  You've  heard  the  motion  that 
the  nominations  be  closed. 

All  in  favor  say  "aye";  opposed  "no." 

[The  motion  carried  unanimously.] 

We'll  vote  for  three  of  the  four  names. 

There  are  three  vacancies  for  six  year  terms. 

SPEAKER  FROM  THE  FLOOR:  Mr.  Chairman,  could 
we  have  the  names  again,  please? 

CHAIRMAN  RAPER:  Dr.  Ralph  Moore,  Dr.  Neil 
Partrick,  Dr.  Galusha  and  Dr.  Hooper. 

We  are  going  to  vote  on  these  names. 

[  Ballotting  followed.  ] 

PRESIDENT  ROSS:  I  am  now  going  to  turn  the 
organization  over  to  a  new  group  of  people. 

Will  the  Officers  who  have  been  elected  come  for- 
ward please? 

Mr.  Barnes,  will  you  read  the  names  please? 

MR.  JAMES  T.  BARNES  [Executive  Director  of  the 
Society]:   Dr.  Welton  has  been  sworn  in. 

Dr.  Beddingfield,  Dr.  Glasson  and  Dr.  James  Davis. 

PRESIDENT  ROSS:  We  have  a  ritual  we  go  through. 
These  gentlemen  have  read  the  Constitution  and  By- 
Laws. 

[Whereupon  the  newly  elected  Officers  of  the  Medical 
Society  came  forward  for  the  Installation.] 

I  cannot  duplicate  the  performance  of  Dr.  Frank 
Jones  last  year  when  he  gave  a  play  by  play  report 
as  to  what  to  do  and  it  wound  up  by  being  a  blow  by 
blow  report  before  the  year  was  over! 

But,  nevertheless,  you  have  chosen  well  in  your  Offi- 
cers. I  know  because  I've  worked  with  them  and  I 
know  the  actions  of  these  people. 

The  list  of  Officers  are: 

Dr.  Beddingfield,  President-elect; 

Dr.  John  Glasson,  First  Vice  President; 

Dr.  Mark  Lindsey,  Second  Vice  President; 

Dr.  Donald  Koonce— he's  a  pro!  We  don't  have  to 
swear  him  in!  He's  Speaker  of  the  House. 

Dr.  James  Davis,  Vice  Speaker  of  the  House; 

AMA  Delegates  for  two  years:  Dr.  Donald  Koonce 
and  Dr.  Kernodle:  Alternates:  D.  Ward  and  Frank 
Jones. 

And,  gentlemen,  again  the  appreciation  of  the  Society 
for  what  you  have  done  and  an  assurance  that  the 
Society  is  in  the  hands  of  competent  people. 

As  time  is  running  short  and  having  been  on  the 
panel  as  a  contemporary,  when  time  was  running  short, 
he  was  supposed  to  talk  on  sex  and  I  feel  in  the  same 
position  —  it  was  a  great  experience!  [Laughter] 
[Applause] 

CHAIRMAN  RAPER:  Having  been  duly  elected  and 
more  than  properly  sworn  in,  I  will  now  recognize  our 
new  President.  Dr.  David  G.  Welton. 

[Whereupon    the    entire    assemblage    then    accorded 
newly  elected  President  David  G.  Welton  a  standing 
ovation.] 
PRESIDENT  WELTON:  Thank  you,  vry  much. 
(Dr.  Welton  then  presented  an  address  printed  in  the 
July  1968  North  Carolina  Medical  JournalJ 

[Whereupon    the    entire    assemblage   then    accorded 
President  Welton  a  standing  ovation.] 
CHAIRMAN  RAPER:   At  this  time,  I  would  like  to 


announce  the  results  of  the  voting  for  North  Carolina 
Board  of  Medical  Examiners. 

Dr.  Cornelius  T.  Partrick,  Dr.  Joseph  W.  Hooper,  Jr. 
and  Dr.  Bryant  L.  Galusha  have  been  elected  to  serve 
six  year  terms.  Are  these  gentlemen  present? 

[Whereupon  Dr.  Bryant  L.  Galusha  stood  up  to  be 
recognized.]   [Applause] 

Next  on  the  program  is  the  presentation  of  prizes 
which  will  be  at  twelve-thirty,  as  announced. 

[The  meeting  adjourned  at  twelve-ten  o'clock.] 


TUESDAY  EVENING  SESSION 

May  14,  1968 

The  President's  Dinner  of  the  114th  Annual  Session 
of  the  Medical  Society  of  the  State  of  North  Carolina 
convened  at  eight-ten  o'clock  in  the  Main  Dining  Room 
of  The  Carolina  Hotel.  Pinehurst,  North  Carolina,  Dr. 
H.  Fleming  Fuller,  presiding. 

CHAIRMAN  FULLER:  I  think  "Daddy"  set  the 
tempo  and  the  pattern  for  this  meeting  tonight  when 
he  said,  "There  are  other  places,  other  times  on  the 
program  of  the  114th  Annual  Session  for  scientific 
enlightenment  and  serious  deliberation. 

This  night  is  for  fellowship,  entertainment  and  relax- 
ation." 

And,  that's  exactly  what  we  plan  to  do  tonight. 

I  think  the  setting  here  at  The  Carolina  has  a  lot 
to  do  with  it.  We've  gotten  one  of  the  finest  turnouts 
that  we've  had  in  a  number  of  years  and  after  all,  the 
setting  does  have  a  great  deal  to  do  with  your  enjoy- 
ment no  matter  where  you  are. 

[Whereupon  Dr.  Fuller  introduced  special  guests.] 

CHAIRMAN  FULLER:  Now,  it  gives  me  a  great  deal 
of  pleasure  to  call  on  Past  President  and  a  very  fine 
and  distinguished  Medical  Society  member,  Dr.  George 
Paschal,  who  will  present  the  President's  Jewel. 

George! 

DR.  GEORGE  W.  PASCHAL:  Mr.  Master  of  Cere- 
monies. President  Ross.  Incoming  President  Welton, 
President-elect  Beddingfield,  Former  Vice  President 
and  former  President  of  the  American  Medical  Asso- 
ciation, Dr.  Charles  Hudson,  Mrs.  Clayton,  Distinguish- 
ed Guests,  Fellow  Members  of  the  Medical  Society  of 
the  State  of  North  Carolina: 

Tonight  I  speak  to  you  about  Robert  A.  Ross,  M.D. 

Achievement  is  man's  mark  of  greatness. 

Robert  A.  Ross  bears  that  mark  and  in  acquiring 
it  for  himself,  has  left  an  enduring  imprint  on  those 
with  whom  he  has  come  in  contact. 

Born  in  Morganton.  North  Carolina,  at  the  end  of 
the  century,  at  the  very  end  of  the  century,  he  has 
witnessed  vast  changes  in  our  mode  of  living  and  the 
expansion  of  our  sum  total  of  knowledge. 

Indeed,  he  has  had  his  own  significant  role. 

After  graduating  with  honors  from  the  Universities 
of  North  Carolina  and  Pennsylvania,  he  interned  at 
Episcopal  Hospital  in  Philadelphia  and  had  his  resi- 
dency at  the  Kensington  Hospital  for  Women. 

He  became  one  of  the  early  diplomates  of  the  Ameri- 
can Board  of  Surgery,  of  Obstetrics  and  Gynecology — 
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I'd  better  put  these  on!  [Laughterl  [Dr.  Paschal  slip- 
ped on  his  reading  glasses.] 

It  has  been  a  fortunate  circumstance  that  he  elected 
to  return  to  and  remain  in  our  State  to  teach  and 
practice  his  specialty. 

In  this,  he  has  not  only  added  lustre  to  the  schools 
of  medicine  at  Duke  and  North  Carolina,  but  has 
won  for  himself  the  acclaim  and  affection  of  his  stu- 
dents and  colleagues  across  the  country  and,  indeed, 
throughout  the  world. 

He  has  exhibited  simple,  continuing  dedication  to  the 
higher  art  of  his  instruction  and  practice. 

To  enumerate  all  of  his  accomplishments  and  honors 
would  require  more  time  than  is  now  mine.  Checking 
his  academic  achievements,  he  has  been  the  long-time 
distinguished  Professor  and  Chairman  of  the  Depart- 
ment of  Obstetrics  and  Gynecology,  University  of  North 
Carolina  School  of  Medicine. 

In  the  service  of  our  country,  he  rose  from  lieu- 
tenant commander  to  captain  in  the  Medical  Corps 
of  the  United  States  Naval  Reserve  and  now  holds  flag 
rank  as  a  Rear  Admiral. 

He  is  a  member  of  and  has  been  president  of  most 
all  of  the  appropriate  societies  and  organizations  re- 
lating to  his  specialty.  In  fact,  he  is  currently  Presi- 
dent-elect of  the  American  College  of  Obstetrics  and 
Gynecology. 

He  has  been  a  frequent  and  continuing  contributor 
to  medical  literature.  That  his  patients  love  him  dear- 
ly is  attested  to  by  numerous  recorded  statements  pre- 
sented at  a  recent  dinner  in  his  honor. 

Now,  wit  is  something  that  is  more  purely  intellectual 
than  humor,  but  Robert  Ross  is  overly  endowed  with 
both. 

His  unique  ability  to  inject  witticism  during  classes, 
profound  conferences  or  discussion,  or  in  casual  con- 
servation, has  become  a  trademark  for  which  he  will 
be  remembered. 

Once  while  talking  to  three  of  his  Ob.  friends,  each 
of  whom  was  relating  his  accomplishments  as  an  all- 
American  football  player,  "Daddy"  was  asked  what 
he  played. 

It  turned  out  that  he  was  an  all -American  too!  He 
had  earned  that  distinction  by  having  been  "the  in 
man  on  the  Sweet  Briar  daisy  chain"!  [Laughter] 

"Daddy"  Ross  is  certainly  an  "All-American"  in  our 
books. 

It  is  a  privilege  for  me  to  present  to  him,  on  behalf 
of  the  Medical  Society  of  the  State  of  North  Carolina, 
this  token  of  appreciation  for  his  many  services  to  the 
Society  which  represents  the  esteem  and  affection  all 
hold  for  him. 

I  present  the  President's  Jewel  to  Robert  A.  Ross! 

f  Whereupon  Dr.  Paschal  then  presented  the  Presi- 
dent's Jewel  to  Dr.  Rose.]  [Applause] 

CHAIRMAN  FULLER:  At  this  time.  I'm  going  to  ask 
Dr.  Ross  to  return  to  the  podium  and  give  him  the  privi- 
lege of  swearing  in  our  President-elect,  Dr.  David 
Welton  from  Charlotte. 

PRESIDENT  ROSS:  Thank  you.  Dr.  Fuller. 

This  is  an  obligation  that  has  no  precedence.  It 
is  a  solemn  occasion.  I  think  no  one  knows  there's  no 


one  more  important  than  leading  and  direction  and 
responsibility  of  doctors  at  the  grassroots  area  and 
that's  wnere  we  are  and  we've  been  extremely  fortu- 
nate and  I  shall  never  be  more  eternally  grateful  than 
what  I've  experienced  from  all  the  people  at  this 
time  and  I  want  to  pass  on  to  Dr.  Welton  the  legacy  of 
what  you  have  done  and  the  assurance  it  will  be 
continued, 
bo,  Dr.  Welton,  the  oath  is  this: 
[Whereupon  Dr.  Welton  then  repeated  the  oath  ot 
Oitice  alter  Dr.  Ross.j 

I,  David  Welton,  solemnly  swear  that  I  will  cany 
out  the  duties  of  the  office  of  the  President  of  the 
Medical  Society  of  the  State  of  North  Carolina  to  the 
best  of  my  ability.  I  shall  strive  constantly  to  main- 
lain  the  ethics  of  the  medical  profession  and  to  pro- 
mote the  public  health  and  welfare.  I  shall  dedicate 
myself  and  my  office  to  the  improving  of  the  health 
standards  of  the  American  people  and  to  the  task 
of  bringing  increasingly  improved  medical  care 
within  the  reach  of  every  citizen.  I  shall  uphold  the 
Constitution  of  the  United  States  and  the  Constitution 
and  By-Laws  of  the  Medical  Society  of  the  State  of 
North  Carolina  at  all  times.  I  shall  champion  the 
cause  of  freedom  in  medical  practice  and  freedom 
for  all  my  fellow  Americans. 

I   do  solemnly   swear  that  I  will  discharge  the 
duties  of  this  office  to  the  best  of  my  ability. 
So  help  me  God. 
DR.  ROSS:   God  bless  you. 

[Whereupon  the  entire  assemblage  then  accorded 
President  Welton  a  standing  ovation.] 

PRESIDENT  WELTON:  It's  a  wonderful  privilege  to 
have  such  a  man  turn  over  the  helm  to  you. 

President  Ross,  Dr.  Hudson,  Toastmaster  Fuller, 
President  Clayton,  Members  of  the  Auxiliary,  Mem- 
bers of  our  Headquarters  Staff,  Distinguished  Guests, 
Fellow  Officers  and  Members  of  the  Society: 

I'd  rather  salute  all  of  you  as  dear  hearts  and 
faithful  friends  because  you  are  the  lovely  and  hand- 
some members  of  the  medical  family  of  the  State  of 
North  Carolina  and  this  is  a  unique  annual  family 
gathering,  a  very  wonderful  occasion  I  think. 

Our  number  one  guest  of  honor  tonight,  to  whom 
we  pay  generous  tribute,  is  of  course  the  man  who  has 
guided  us  this  past  year. 

His  gifted  hand  of  experience  has  served  us  well  and 
I  trust  will  be  available  during  the  coming  year. 

If  I  were  a  poker  player,  I  would  say  to  "Daddy" 
that  he  has  wound  up  his  year  with  a  Royal  Flush 
that  will  be  heard  from  Murphy  to  Manteo. 

Those  of  you  who  have  sat  on  the  Executive  Council 
and  the  House  of  Delegates  the  last  few  days  know 
what  I'm  talking  about. 

Now,  I've  been  very  fortunate.  I  had  my  intern- 
ship under  President  Jones  and  my  residency  training 
under  "Daddy"  Ross  and  I  appreciate  their  helping  me 
learn  the  ropes. 

I  hope  to  get  "Board  certified"  a  year  from  now, 
but  Ed  Beddingfield  says  I  have  to  pass  "legislative 
pathology"  first!  [Laughter] 
As  I  assume  this  high  office  and  attempt  to  follow 
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in  the  footsteps  of  these  distinguished  predecessors,  I 
say  to  you  I  am  deeply  grateful  for  the  high  honor 
you  have  conferred  upon  me  and  for  the  confidence  you 
have  expressed  in  me. 

It  is  this  confidence  which  gives  me  the  courage 
to  undertake  the  exacting  demands  and  duties  which 
lie  in  the  year  ahead.  Rest  assured  that  I  shall  do  my 
very  best. 

Of  course,  I'll  need  your  help  and  I  have  confidence 
that  you  will  respond. 

Of  the  many  people,  Winston  Churchill  symbolized 
the  quintessence  of  courage  and  confidence.  In  Bri- 
tain, I'm  told,  there's  a  game  in  which  sometimes 
a  speaker  is  invited  to  address  the  gathering  with 
which  he  has  very  little  sympathy.  The  idea  is  to  put 
him  in  a  very  awkward  situation  and  see  what  hap- 
pens. 

On  such  an  occasion,  Sir  Winston  was  the  banquet 
speaker  at  the  annual  convention  of  the  WCTU  and  the 
President  had  long  looked  forward  to  this  luscious  op- 
portunity. 

Well,  she  rose  to  introduce  him  and  she  said,  "Sir 
Winston,  we  have  calculated,  with  the  help  of  Lady 
Churchill,  that  if  all  the  alcohol  that  you  have  consumed 
since  reaching  your  majority  were  gathered  together 
and  poured  into  this  room,  it  would  reach  up  to  here!" 
and  she  drew  a  line  on  the  wall  well  above  her  head. 

Sir  Winston  rose  with  dignity  and  equal  to  the  occa- 
sion as  usual,  he  went  to  the  lectern  and  he  looked  at 
the  line  and  he  looked  up  at  the  very  high  ceiling 
and  he  said,  "So  much  to  do  and  so  little  time!" 
[Laughter] 

So  that  expresses  how  I  feel  tonight!  So  much  to 
do  and  so  little  time! 

Now,  the  basic  responsibilities  and  duties  of  this 
presidency  are  spelled  out  clearly  in  that  oath  of  office 

The  President  is  discharged  to  maintain  the  ethics 
of  the  profession,  to  promote  the  public  health  and 
welfare.  He  is  to  dedicate  himself  to  the  task  of  im- 
proving the  health  standards  of  the  American  people 
and  to  the  task  of  bringing  increasingly  improved 
medical  care  within  the  reach  of  every  citizen. 

Now,  that's  quite  a  progrm  right  there  and  I'd  like 
to  point  out  that  this  has  been  in  our  Constitution  for 
more  than  one  hundred  years.  Some  of  our  critics  think 
(hey  invented  these  objectives. 

About  three  weeks  ago,  I  had  the  pleasure  of  attend- 
ing Father's  Weekend  at  my  daughter's  college  in  New 
England  and  after  seeing  the  variety  of  programs  there, 
the  cultural  events,  the  new  facilities,  I  concluded  again 
that  I  had  gone  to  college  thirty  years  too  soon. 

Another  father  there  told  me  about  an  Irishman  in 
Boston   who  enjoyed  high   living  but  hated   to  work. 

Now,  this  man  had  a  plan.  He  made  a  habit  of 
attending  as  many  wakes  as  possible.  He  would  study 
the  obituary  column,  select  the  most  promising  address 
and  then  turn  up  at  the  wake  as  a  long-time  friend 
of  the  deceased.  Thus,  he  enjoyed  the  life  of  leisure 
which  he  couldn't  have  otherwise  afforded  and  he  got 
all  the  free  booze  and  food  that  he  wanted. 

A  good  actor,  he  was  very  adept  at  endearing  him- 
self to  each  family.   With  tears   streaming  down  his 


ruddy  cheeks,  he  would  describe  experiences  which 
he  and  the  recently  departed  had  shared  over  the 
years. 

Now  at  one  of  the  especially  elaborate  and  rather 
prolonged  wakes,  the  widow  apporached  him  on  the 
third  night  and  said.  "Since  you  knew  my  husband  so 
well,  Mr.  Clancy,  perhaps  you  could  help  us  settle 
a  family  dispute.  Half  of  the  family  wants  to  have  my 
husband  buried,  the  other  half  insists  that  he  be  cre- 
mated. What  do  you  recommend?" 

Loaded  by  this  lime,  our  man  Clancy  managed  to 
reply,  "Well,  let's  have  him  stuffed  and  keep  the 
party  going!"  [Laughter] 

I'm  all  for  geeping  the  party  going,  so  I'll  do  my  best 
not  to  get  stuffy! 

I'm  particularly  honored  by  having  so  many  of  my 
colleagues  in  dermatology  here  tonight.  We  had  our 
first  meeting  as  a  Section  of  this  Society  this  afternoon 
and  I'm  proud  of  their  enthusiastic  interest  in  partici- 
pating in  this. 

I'm  going  to  talk  about  participation  in  a  few 
moments  and  I  want  to  tell  them  that  I  think  they  have 
demonstrated  this  magnificently. 

We  are  living  in  turbulent  times,  without  doubt  the 
most  disturbing  in  our  lifetimes. 

In  the  midst  of  this  social  upheaval  when  virtually 
everything  is  under  attack— all  institutions,  our  social 
structure,  our  educational  system  and  so  on. 

We    could    hardly    hope    to    escape. 

But  it  does  seem  that  we're  a  favorite  target  and 
that  we're  under  constant  attack  and  it  reminds  me 
of  a  junior  high  school  student  who  said,  "It  isn't  that 
I  don't  like  careers  in  medicine,  there  just  have  been 
so  darned  many  of  them  lately!" 

Whatever  shortages  in  manpower  there  are,  I'm 
sure  of  one  thing.  There's  no  shortage  of  critics.  Our 
multitude  of  critics  includes  the  government,  sociol- 
ogists, welfarists,  rightists,  leftists,  the  communication 
media  and  some  of  our  own  colleagues. 

And,  all  of  this  is  going  on  at  a  time  when  medical 
progress  is  achieving  new  peaks  and  we're  delivering 
medical  care  to  more  people  than  ever  before. 

When  Dr.  Blasingame  addressed  us  here  in  January, 
he  pointed  out  this  universal  interest  in  medicine  was 
really  a  sign  of  success,  not  failure.  I  think  he  has 
a  good  point  there. 

Remembering  it  does  improve  your  attitude  at  times! 

But  I  wish  our  critics  would  remember  one  thing. 

This  is  what  the  Plyaboy  bunny  said  to  the  catholic 
priest.  'Don't  knock  it,  Father,  if  you  haven't  tried 
it!"   [Laughter] 

Now.  we  in  the  medical  profession  believe  that  every- 
one who  needs  medical  care  should  get  it  and  we're 
bending  our  backs  daily  in  this  endeavor.  We  are  in- 
creasing our  productivity  in  our  offices  and  hospitals. 

It  will  take  time,  much  planning  and  some  big  im- 
provements in  food,  clothing,  shelter,  transportation 
and  education  of  a  significant  segment  of  our  popula- 
tion before  all  this  can  be  achieved. 

Meanwhile,  we  believe  that  the  physicians,  particu- 
larly practicing  physicians,  should  be  proportionately 
represented  in  the  many  planning  activities  that  are 
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going  on.  This  privilege  has  been  denied  us  in  many 
cases. 

For  example,  we  have  only  two  practicing  physicians 
on  the  48  member  Advisory  Council  for  Comprehensive 
Health  Planning. 

Now,  just  as  research  cannot  be  done  by  commit- 
tees or  politicians,  neither  can  medicine  be  practiced 
by  government  officials,  sociologists  or  any  organized 
hierarchy. 

On  the  other  hand,  fortunately,  the  Regional  Medical 
Program  recognized  this  fact  of  life  early  and  has 
implemented  this  accordingly. 

We  have  been  and  are  actively  involved  in  its  plan- 
ning and  we  are  well  represented  at  all  levels  of  plan- 
ning and  operation.  Its  design  is  to  favor  local  control. 
I'll  have  more  to  say  about  this  tomorrow. 

It  was  quite  impressive  when  Dr.  Margulies  spoke 
to  us  yesterday  and  pointed  out  that  our  Regional 
Medical  Program,  one  of  the  three  in  the  country  that 
is  operational,  is  considered  as  a  quide  by  many  other 
states. 

I  think  there's  a  tremendous  opportunity  here  for  us 
to  continue  to  demonstrate  leadership  in  bringing 
better  health  service  to  all  the  people  in  our  State, 
without  interferring  with  our  cerished  physician/ 
patient  relationship. 

Now,  what  about  our  problems? 

Well,  I  don't  need  to  list  them  for  you.  The  press, 
the  radio  and  the  television  do  this  every  day. 

"Daddy"  Ross  did  a  magnificent  job  in  summarizing 
them  in  his  last  President's  message,  which  was  in  the 
April  issue  of  our  Journal.  I  wish  you'd  read  that.  It's 
a  masterpiece  and  I'm  going  to  take  the  liberty  of  quot- 
ing from  it,  in  just  a  moment. 

What  we  need  to  do  is  to  decide  on  priorities,  where 
and  how  we  should  invest  our  time  and  efforts  most 
wisely. 

The  danger  I  think  is  in  spreading  ourselves  too  thin, 
trying  to  cover  an  endless  number  of  meetings, 
congresses,  conferences,  seminars,  workshops  and  so 
on,  all  of  which  usurp  time  and  some  of  this  time 
must  be  taken  away  from  patient  care. 

We  are  contending  with  full-time  social  planners 
most  of  whom  draw  their  salaries  from  taxes  that  we 
pay. 

Vermont  Connecticut  Royster  observed,  "Everybody 
is  so  interested  in  the  government  sugar  that  nobody 
minds  the  flies!" 

We  don't  have  a  comparable  planning  corps  within 
our  own  profession  because  all  of  our  efforts  have 
customarily  been  directed  to  serving  our  patients,  but 
if  the  new  programs  are  to  make  sense  and  they 
stand  a  good  chance  of  achieving  the  mutually  desirable 
goals,  we  must  have  a  voice  in  their  planning  and 
guiding. 

We  do  have  an  obligation  to  propose  as  well  as  to 
oppose  and  here  I  would  like  to  quote  our  past  President 
Frank  Jones,  who  put  it  very  nicely: 

"North  Carolina  medicine  has  an  obligation  to  its 
patients  and  to  this  State  to  propose  plans  and  to 
promote  issues  in  programs,  to  assist  in  the  pre- 
vention of  illness  where  possible,  to  alleviate  sick- 


ness when  it  does  occur,  to  counsel  in  matters  per- 
taining to  laws  and  regulations  where  such  may 
aftect  the  health  of  our  people,  to  organize  and  in- 
sist upon  continuing  education  for  those  who  prac- 
tice this  profession,  the  fountainhead  of  the  healing 
art.  In  a  world  of  explosive  change,  no  organiza- 
tion or  profession  can  afford  to  be  complacent  or 
stable.  It  must  be  fluid,  alert  to  new  trends  and 
aole  to  adjust. 

Now,  it's  about  time  to  wind  this  up  and  I  have 
three  recommendations  for  you. 

First,  continue  to  deliver  high  quality  medical  service 
to  as  many  patients  as  you  can. 

Limited  only  by,  number  two,  taking  proper  care 
of  your  own  health.  This  is  most  important.  You  won't 
do  your  patient,  your  family,  your  friends  or  anyone 
else  a  favor  by  neglecting  your  own  health. 

Practice  what  we  preach! 

And,  third,  practice  what  I  call  E.C.P.  This  is  not 
to  be  confused  with  ESP. 

This  stands  for  Educate,  Communicate  and  Partici- 
pate. 

Keep  yourself  fully  informed,  not  just  about  medical 
matters,  but  also  about  what  our  legislators  and  other 
political  candidates  are  thinking  and  doing. 

They  will  decide  the  future  of  private  practice  as 
they  have  already  demonstrated. 

Apropos  of  educating  yourself,  here  is  a  challenging 
idea  from  Marshall  McLuhan.  There  is  absolutely  no  in- 
evitability as  long  as  there  is  a  willingness  to  contem- 
plate what  is  happening. 

So,  keep  up.  We  can't  afford  to  be  ignorant  in  this 
area. 

Next,  communicate,  with  your  patients,  certainly, 
with  your  county  medical  society,  your  state  medical 
society,  your  AMA.  We  want  to  hear  from  you  directly. 

Effective  communication  is  two-way  communication. 

To  help  you,  we  intend  to  employ  a  field  man  who 
will  fill  as  an  essential  line  of  two-way  communication 
between  our  headquarters  and  the  county  societies. 

Next,  communicate  with  our  representatives  in  Ra- 
leigh and  Washington,  while  they're  at  home  as  well 
as  while  they're  legislating. 

And,  when  communicating,  remember  what  one  man 
said  to  a  friend,  "I'm  sure  you  believe  you  understand 
what  you  think  I  said,  but  I'm  certain  that  you  don't 
understand  that  what  you  heard  was  not  what  I  meant 
to  say!" 

So,  I'll  say  it  simply  and  lastly,  participate,  join 
with  us  in  the  Society's  work.  We  need  you! 

If  you  have  a  special  committee  interest,  please  let 
me  know.  The  changing  pattern  of  medical  practice 
requires  that  all  physicians,  no  matter  what  their  level 
of  curiosity  and  intellectual  interest,  participate  ac- 
tively and  fully  in  Medical  Society  programs. 

Our  Women's  Auxiliary  is  an  outstanding  example 
of  participation:  with  over  2600  members  now,  they 
represent  a  tremendous  resource  which  we  appreciate 
very  much. 

They  are  capable,  ready  and  willing,  so  if  your  wife 
is  not  a  member,  urge  her  to  join  and  participate  and 
don't  forget  the  Medical  Assistants  Association. 
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Few  of  us  would  be  able  to  function  as  effectively 
without  the  aid  of  these  faithful  and  conscientious  fel- 
low workers.  The  American  Association  of  Medical  As- 
sistants now  has  over  12,000  members  and  has  been 
accorded  a  new  vote  of  confidence  by  the  AMA  House 
of  Delegates. 

I  think  every  physician  should  encourage  his  assist- 
ants to  join  this  group,  to  take  part  in  their  education 
and  certification  programs. 

So,  educate,  communicate,  participate— that's  my 
formula. 

And,  in  conclusion,  in  the  midst  of  encircling  criti- 
cism, legislative  tidal  waves  and  general  social  up- 
heaval, let  us  remain  calm  and  cool. 

Our  resources  are  great,  our  strength  is  tremendous 
when  we're  all  working  together  for  the  common  good. 
Our  determination  is  steadfast  and  our  dedication  re- 
mains complete. 

[Applause] 

CHAIRMAN  FULLER:  Dr.  Welton  there's  no  question 
in  our  minds.  You're  knowledgeable,  you're  articulate, 
erudite,  so  who  could  we  ask  better  to  follow  "Daddy" 
Ross  than  Dave  Welton. 

We're  grateful  you're  our  incoming  President  and 
we  salute  you. 

There's  one  very  fine  friend  of  the  medical  profes- 
sion in  this  room.  Dr.  Tom  Bost,  surgeon  in  Charlotte 
who  has  done  outstanding  work  in  his  field  and  just 
recently  made  a  very  generous  and  magnanimous  gift 
to  Duke  University  Medical  School. 

Dr.  Bost,  wouud  you  stand  please? 

[Whereupon  Dr.  Bost  stood  to  be  recognized.] 
[Applause] 

Dr.  Bost,  I  might  add  there  are  two  other  awfully 
fine  schools  in  this  State:  if  you've  got  some  good 
triends,  we'd  like  to  recommend  them  to  you!  [Laugh- 
ter] 

We  come  now  to  a  point— and  we  do  not  have  to 
worry  about  this  individual— our  beloved  Dr.  Street 
Brewer  who  has  not  been  on  the  golf  course,  who  has 
been  right  here  attending  to  his  duties  and  we'll  now, 
at  this  particular  time,  recognize  the  50  Year  Club 
and  Dr.  Street  Brewer,  one  of  our  beloved  members, 
will  do  this  job  in  his  own  fine,  inimitable  style. 

Dr.  Street,  I'm  going  to  turn  it  over  to  you  and 
let  you  present  the  50  Year  Club  if  you  will,  please. 

DR.  J.  STREET  BREWER:  It  isn't  important  that 
you  hear  me  because  I  haven't  got  anything  important 
to  say.  The  point  is  I  want  to  be  able  to  hear  what 
I'm  going  to  say  myself!  [Laughter]  Because  I  don't 
yet  know! 

As  I  sat  here  and  listened  to  this  distinguished  group 
of  speakers— and  artists,  you  might  say— and  realized 
that  I  was  going  to  have  to  follow  them,  I  thought  of 
a  story  that  I  read  one  time  about  "Dizzy"  Dean  and 
"Babe"  Ruth. 

In  the  later  years  of  "Dizzy"  Dean's  career,  they 
were  playing  New  York  and  somewhere  along  about 
the  ninth  inning,  with  the  score  tied  and  a  man  on  base, 
"Babe"  Ruth  knocked  a  home  run.  He  trotted  around 
the  field. 
Old   "Dizzy"   stood  there  with  his  head  bowed  and 


by  the  time  that  "Babe"  got  over  between  second 
and  third,  "Dizzy"  Dean  trotted  over  to  him  and  joined 
him  as  he  started  for  home  and  he  said,  "Babe,  if 
you'll  give  me  back  a  few  years,  you  couldn't  have 
done  that!"  [Laughter] 

So,  I  have  the  feeling  that  if  I  could  call  back  ten 
years,  maybe  I  wouldn't  be  so  embarrassed  about 
following  this  distinguished  group  of  men. 

I  am  presenting  tonight  to  you,  or  I  will  in  just  a 
few  minutes,  a  group  of  men — doctors— whom  the 
Medical  Society  is  honored  to  recognize  and  to  honor. 

While,  by  the  nature  of  the  fact  that  they  have  been 
practicing  medicine  for  fifty  years,  which  means  of 
course  they  have  passed  the  promised  three-score- 
and-ten,  don't  think  for  too  many  moments  they're 
really  old  men.  They're  still  at  work  and  like  Jimmy 
Durante  they  still  love  the  ladies!  [Laughter]  As  you 
can  see  by  the  fact  that  they  brought  their  ladies  with 
them,  all  except  one  and  he  brought  his  son  to  prove 
he  had  been  and  is  a  man!  [Laughter] 

But,  unlike  Jimmy  Durante,  these  old  boys  know 
why  they  love  the  ladies! 

As  I  said  a  moment  ago,  a  few  years  ago  the  Medi- 
cal Society  decided  we  ought  to  take  some  recognition 
of  the  men  who  had  been  practicing  medicine  for  fifty 
years  and  so  we  started  what  we  call  the  Fifty  Year 
Club. 

Now.  on  that  occasion,  we  give  to  each  of  the 
doctors  a  scroll  certifying  his  fifty  years  in  practice. 
We  also  give  him  a  pin,  which  he  can  wear  and  if  he 
doesn't  want  to  wear  it,  his  wife  can. 

We  honor  these  men  for  their  devotion  to  medicine 
and  for  the  good  they've  done. 

These  are  men  who  are  the  "hewers  of  wood  and 
bearers  of  water"  that  "Daddy"  Ross  talked  about. 

They  started— and  I  like  to  say  "we"  because  I'm 
just  a  year  behind  them— the  practice  of  medicine 
when  the  doctors  was  really— particularly  the  doctor 
in  the  small  town  and  country— a  "hewer  of  wood  and 
a  bearer  of  water". 

They  came  along  in  those  days  with  a  devotion  to 
sick  people,  with  a  love  of  their  work  which  has  never 
been  equaled  in  the  medical  profession  . 

I  recognize  that  the  younger  doctors,  even  down 
to  the  recent  graduates  of  medical  schools,  are  de- 
voted men. 

They  are  also  devoted  to  the  practice  of  medicine 
or  they  would  never  have  withstood  four  years  of  medi- 
cal school  and  the  time  it  takes  to  intern  and  for  resi- 
dency training. 

With  all  due  respect  to  them,  they  yet  have  to 
prove  themselves. 

This  group  here  tonight  have  already  proved  them- 
selves. 

To  look  at  some  of  them,  you'll  see  they're  an  ex- 
ample of  the  fact  that  hard  work  doesn't  make  a  man 
grow  old.  It  would  surprise  you  if  I  were  to  tell  you 
their  ages  and  there's  one  of  them.  I  may  tell  you  his 
age  when  his  name  comes  along  presently,  if  he 
doesn't  object  and  he  can  shake  his  head  at  me  if  he 
does. 
But  if  I  were  his  age  and  could  remove  ae  many 
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tonsils  in  a  morning  as  he  can,  or  other  types  of  nose 
and  throat  operations,  I  would  certainly  be  proud  for 
the  people  to  know  how  old  I  am. 

So,  without  ado,  we'll  proceed  to  recognize  these  dis- 
tinguished men. 

We  have  five  of  them,  I  believe,  here  and  I'm  going 
to  call  the  roll.  Those  that  aren't  here  may  be  repre- 
sented by  relative  or  friends  who  will  take  their  pin  and 
scroll,  if  so,  please  speak  up  when  I  call  their  name. 

Dr.  Henry  Lilly  Cook,  Jr.,  of  Greensboro;  Dr.  Vonnie 
Hicks  of  Raleigh;  Dr.  Waldo  Holt,  another  colleague 
of  ours  who,  unfortunately,  has  gone  to  his  reward; 
Dr.  Daniel  Lamont  Knowles  of  Rocky  Mount;  Dr.  B.  J. 
Lawrence  of  Virginia,  formerly  of  Raleigh,  North 
Carolina  and  now  of  Pace,  Virginia;  Dr.  Margery 
Juline  Lord  of  Asheville;  Dr.  Brodie  Banks  McDade  of 
Burlington;  Dr.  Oscar  Lee  Parker  of  Clinton;  Dr. 
Samuel  Floyd  Scott  of  Burlington;  Dr.  Claiborne 
Thweat  Smith  of  Rocky  Mount;  Dr.  William  Hutchinson 
Sprunt,  Jr.,  of  Winston-Salem;  Dr.  Leslie  Ogburn 
Stone  of  Rocky  Mount;  Dr.  Claudius  Augustus  Street! 

You  know,  he's  got  a  good  name!  [Laughter] 

He  is  from  Winston-Salem,  North  Carolina.  He  was 
not  long  ago  called  to  his  reward  and  this  will  be 
mailed  to  his  family,  if  he  has  no  representative  or 
relative  here. 

On  behalf  of  the  officers  of  the  Medical  Society,  on 
behalf  of  you  friends  and  members  gathered  here 
this  evening,  I'm  happy  to  congratulate  these  men  on 
their  fifty  years  of  practice  and  also  congratulate 
the  communities  in  which  they've  lived  and  practiced 
because  they  have  been  of  benefit,  not  only  to  the 
people  they  have  treated  who  were  sick,  but  they  have 
also  been  leaders  in  their  communities  and  those 
communities  are  better  off  because  they  have  had 
them. 

And,  so,  with  that,  I'll  close  up  my  trap  and  sit  down 
and  hope  that  the  good  Lord  will  let  me  be  here  next 


year  and  somebody  will  give  me  one  of  these  pins  and 
scrolls. 

[Applause] 

CHAIRMAN  FULLER:  Thank  you,  Dr.  Street  Brewer, 
for  an  excellent  job,  well  done.  You  don't  have  to 
apologize  to  anyone  when  you  can  make  such  a  fine 
presentation. 

I  would  like  to  recognize,  If  I  may.  Miss  Anne  Mc- 
Clure  who's  the  American  Association  of  Medical  As- 
sistants President-elect. 

Miss  Anne  McClure,  where  are  you  dear? 

[Whereupon  Miss  McClure  then  stood  up  to  be 
recognized.]   [Applause] 

Thank  you,  so  much. 

I  don't  feel  that  we  should  adjourn  without  thank- 
ing our  medical  family  in  Raleigh,  our  Medical  So- 
ciety family. 

[Whereupon  all  the  members  of  the  headquarters 
office  of  the  Medical  Society  stood  up  to  be  recog- 
nized.]  [Applause] 

And.  now,  very  fine  entertainment  has  been  provided 
for  you.  We  will  leave  here  and  go  to  the  Cardinal 
Ballroom  and  at  that  time  Doraine  and  Ellis  Produc- 
tions will  give  you  a  very  excellent  show  of  a  "Cos- 
tumed Cavalcade  of  Broadway's  Greatest  Musical 
Hits" 

After  that,  if  you  will,  we'll  have  a  cabaret  style 
dance  tonight.  You  will  have  a  place  there  to  be  seated 
and  watch  this  and  while  the  ballroom  is  prepared 
for  the  dance,  if  you  will— we've  really  got  some  dance 
this  year.  "Daddy"  has  planned  a  grand  march  for 
the  President's  Ball,  so  if  you  will  withdraw  at  the 
end  of  Doraine  and  Ellis  Productions  program  and  then 
the  big  and  fine  dance  that  we  give  tonight  by  "Daddy" 
and  his  medical  family  will  begin. 

This  is  all,  folks,  and  as  the  great  philosopher,  Andy 
Griffith  once  said,  supposedly  on  his  wedding  night, 
"Appreciate  it!   Good  night!"   [Laughter]    [Applause] 

[The  meeting  adjourned  at  nine-fifteen  o'clock.] 
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E.  T  Dickinson.  J.  T  J  Battle.  D.  E. 
Sevier 

J.  J.  Phillips.  C,  W  Mnselev.  S.  M.  Crow- 
ell. 


J.  M.Baker 

J.  M.Baker..    . 
J.  M.Baker 

J.M.Baker.    .. 

J.  M.Hays 

J.  M.Hays 

J.  M.  Hays 

R.  D.  Jewett  ... 

R.  D.  Jewett-... 

R.  D.  Jewett 

R.  D  Jewell 

R.  D.  Jewett..  . 

It.  D   Jewett.  .. 

Geo    W.  Presley. 

Geo,  W.  Presley. 

Geo.  W.  Preslcy. 

Geo.  W.  Presley. 

J.  Howell  Way... 

J.  Howell  Way.. 
J.  Howell  Way... 


R.  L.Payne.  Jr.. . 

R.  L.Payne,  Jr.. 
C.  M.  Van  Poole. 

C.  M.  Van  Poole. 


C.  M.  Van  Poole. 
CM.  Van  Poole. 


C.  M 

M,  P 

M    P. 

M.  P. 

M.  P, 

M    P 

M.  P 

G   T 

G.T. 

G.T. 

G.T. 

G.T. 

G  T. 
G.T. 


Van  Poule. 

Perry 

Perry 

Perry 

Perry 

Perry 

Perry 

Sikes    

Sikea 

Sikes 

Sikes 

Sikes 


Sikes. 
Sikes. 


J.  Howell  Way. 


David  A.  Stanton. 
David  A.  Stanton. 


David  A   Stanton. 
Dav'd  A  Starton. 


David  A.  Stanton. 
David  A  Stanton. 


John  A,  Ferrell. 


G.T.  Sikes. 


H.  McK.  Tucker. 
H    McK.  Turker. 


H.  McK.  Tucker. 
H.  D.  Walker... 


J.  L.  Nicholson.  L.  N.  Glenn.  W.  H.  Hardi- 
son 


D  J  Hill  J,  L.  Spruill.  J.  H.  Shuford.... 

Wm.  deB.  MacNider   Jos   R    Greene.  Ben 

F.  Royal 


.1.  W  Halford.  T.  W.  Davis.  A,  McN 
Blair 

H,  D.  Walker  F.  Stanley  Whitaker  Thos. 
I.  Fox.... 

C.  S.  Lawrence.  W.  H  Ward.  J.  M,  Man- 
ning  


W.   T    Parrott.   B    C.   Nalle,   J.   R     Mc- 
Cracken 

F.  M.  Hanes.  T.  C.  Johnson.  B.  I..  Long.. 

.1.   L.  SpruilU  Eugene  B    Glenn,  D.  A. 
Garrison 

W.  L.  Dunn.  A.  E.  Bell.  K.  G  Averitt... 


J.  P.  Mathesoo,  W,  W.  Dawson,  H.  H. 
Bass — 

J.  W.  Carroll.  A.  Y.  Linville,  C.  H.  Cocke.. 

G.    H.    Macon,    R.    F.    Leinbach,    W.   R. 

Griffin.. 

W.  L.  Dunn.t  Asheville.  D.  T.  Tayloe,  Jr., 

Washington.  W   D.  James,  Hamlet 

W,  B.  Murphy,  Wm.  E.  Warren,  N.  B. 

Adams 


John  A.  Ferrell 

John  A.  Ferrell. 

Benj*.  K.  Hays. . 

Benj,  K  Hays. . 

Benj.  K.  Hays. . 

Sec.-Treas. 
Benj.  K.  Hays. . 

Benj.  K.  Hays. . 

Beni.  K  Hays. . 


H.  D.  Walker. 
H.  D   Walker. 

H    D   Walker. 

H.  D.Walker. 
H.  D.Walker. 
W.  M.  Jones.. 
Wr.  M.  Jones.. . 
W.  M.  Jones.. . 


Acting  Sec.-Treas 
L.  B   McBrayer.... 


L.  B  McBrayer 

L.  B  McBrayer.... 


Sec.-Treas. 

L.  B.  McBrayer. 
L.  B,  McBrayer. 


L.  B  McBrayer., 
L.  B.  McBrayer. 


L.  B.  McBrayer. 
L.  B.  McBrayer. 


L.  B  McBrayer. 
L.  B.  McBrayer. 
L.  B   McBrayer. 


138 


452 

306 


114 

422 


431 

447 

454 

436 

452 

406 

437 

489 

482 

515 

546 

530 

1.033 
1,175 


998 


1. 067 
1.0S0 


880 
950 

1,133 

1,228 
1,221 
1,228 
1,271 
1,087 

1,306 
1,497 
1,491 


1,571 
592 


1,604 
1,657 


1,663 
1.691 


1.738 
1.666 
1.711 


9 

68 

10 

79 

11 

81 

11 

81 

11 

ioo 

12 

100 

12 

93 

12 

9 

100 
101 

9 
10 

106 
116 

10 
10 

107 
121 

11 

143 

11 

149 

11 
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Date 

"78 

1931 

79 

1932 

80 

1933 

81 

1934 

82 

1935 

83 

1936 

84 

1937 

86 

1938 

86 

1939 

87 

1940 

88 

1941 

89 

1942 

90 

1943 

91 

1944 

1945 

92 

1946 

93 

1947 

94 

1948 

96 

1949 

96 

1950 

97 

1951 

98 

1952 

99 

1953 

100 

1954 

101 

1956 

102 

1956 

103 

1967 

104 

1958 

106 

1969 

106 

1960 

107 

1961 

108 

1962 

109 

1963 

110 

1964 

111 

1965 

Place  of  Meeting 


Durham       

Winston-Salem 

Raleigh 

Pinehurst       

Pinehurst 


Asheville        

Winston-Salem    .... 

Pinehurst         

Cruise  to  Bermuda 

Pinehurst         

Pinehurst        

Charlotte        

Raleigh         

Pinehurst      

No  meeting  be- 
cause of  O.D.T. 
restrictions        


Pinehurst         

Virginia  Beach, Va. 

Pinehurst        

Pinehurst        

Pinehurst        

Pinehurst        

Pinehurst        

Pinehurst        

Pinehurst        

Pinehurst        

Pinehurst        

Asheville        


Asheville 

Asheville 

Raleigh 

Asheville 

Raleigh 

Asheville 

Greensboro 

Charlotte 

112  1966    Asheville   . 

113  1967     Pinehurst 

114  1968     Pinehurst 


£2 
Z< 

"714 
740 
714 
728 
706 

583 
767 
802 
319 
835 
755 
710 
736 
760 


444 

920 


947 


1016 
1077 
991 
1022 
867 
781 
651 
848 
636 
746 
714 
677 
738 


J.    G    Murphy    .... 
M.    L.    Stevens    .. 
Jno.    B.     Wright 
I.     H.     Manning 
P.     P.    McCain     . 


Paul    H.    Ringer   

C.  F.  Strosnider  .... 
Wingate  M.  Johnson 
J.    Buren     Sidbury  ... 

William    Allan     

Hubert  B.  Haywood 
F.  Webb  Griffith... 
Donnell  B.  Cobb  .... 
James    W.    Vernon... 

Paul    F.     Whitaker.. 

Oren     Moore    

Wm  M.  Coppridge.. 
Frank  A.  Sharpe(2) 
James  F.  Robertson 
G.Westbrook  Murphy 
Roscoe  D.  McMillan 
Frederic  C.  Hubbard 
J.  Street  Brewer  .... 
Joseph    A.    Elliott    ~ 

Zack    D.    Owens    

James  P.  Rousseau.. 
Donald  B.  Koonce.... 
Edw.  W.  Schoenheit 
Lenox    D.    Baker    .... 

John    C.    Reece    

Amos  N.  Johnson  ... 
Claude  B.  Squires.... 
John    R.    Kernodle.... 

John    S.    Rhodes    

T.   S.    Raiford   


President-Elect 


M.    L.    Stevens    ... 
Jno.    B.    Wright 
I.   H.    Mannings   . 
P.     P.    McCain     . 
Paul    H.    Ringer 


C.  F.  Strosnider  .... 
Wingate  M.  Johnson 
J.    Buren    Sidbury    .... 

William     Allan    

Hubert  B.  Haywood 
F.  Webb  Griffith  ... 
Donnel  B.  Cobb  .... 
James  W.  Vernon  .... 
Paul    F.    Whitaker    .. 

Oren     Moore    


Frank  A.  Sharpe  ... 
James  F.  Robertson 
G.  Westbrook  Murphy 
Roscoe  D.  McMillan.. 
Frederic  C.  Hubbard 
J.  Street  Brewer  .... 
Joseph    A.    Elliott    .... 

Zack   D.    Owens    

J.    P.    Rousseau    

Donald    B.    Koonce 
Edward  W-Schoenheit 

Lenox    D.    Baker    

John     C.     Reece     

Amos  X.  Johnson  .... 
Claude  B.  Squires... 
John     R.    Kernodle. 

John    S.    Rhodes    

T.    S.    Raiford    

George    W. Paschal, Jr. 


545    George    W.Paschal.Jr.    Frank   W.   Jones 


644     Frank  W.  Jones 
623     Robert  A.  Ross 


Robert  A.  Ross 
David  G.  Welton 


Vice    Presidents 


C.  A.  Julian 
J.    W.    Davis    

C.  W.  Banner 
W.     .W     Sawyer 

J.     R.     McCracken 


W.    G.   Suiter 

R.     L.     Felts     

H.     D.     Walker 

J.    F.    McKay 

William     Allan     

J.    K.    Pepper 

E.    S.    Bullock    

C.    A.    Woodard 

Jno.  F.  Brownsberger 
R.    B      McKnight 

J.    F.     Abel     

C.  B.     Williams 

M.    D.    Hill    

F.    Webb    Griffith 
Frank    C.    Smith   

D.  W.    Holt 

T.    C.    Kerns    

Thos.    DeL.    Sparrow 

T.    L.    Carter    

George    S.    Coleman 

Julian     Moore     

Fred    C.     Hubbard 

George  L.  Carrington 


Wm.     H     Smith 

Zack    D.    Owens    

Wm.     H.    Smith! 

Zack    D.    Owens    

G.     E.    Bell 

J.    B.    Bullitt    

V.    K.    Hart 

J.    G.    Raby    

Joseph    J.    Combs 

Joseph   A.    Elliott    .... 
Ben     F.    Royal 

Joseph   A.    Elliott    .... 
Joseph    A.    Elliot 

Henderson     Irwin    .... 
Forest    M.    Houser 

Arthur    Daughtridge. 
George   W.   Paschal 

John  R.   Bender  

John    F.    Foster 

Julian     A.     Moore    .... 
George  W.   Paschal,   Jr. 

Elias    S.    Faison    

E.    W.    Schoenheit 

Milton    S.    Clark    

John     S.     Rhodes 

O.    Norris    Smith    

George    W.     Holmes 

Amos    N.    Johnson.... 
Amos    N.    Johnson 

Kenneth     B.    Geddie.. 
Charles   M.   Norfleet.Jr. 

W.    Walton    Kitchin.. 
Theodore    S.    Raiford 

Charles   T.   Wilkinson 
John    A.    Payne.    Ill 

J.    Sam    Holbrook    .... 
H.     Fleming    Fuller 

Jacob    H.    Shuford 
Wm.     F.     Hollister 

F.    G.    Patterson    

Hubert     McN.      Poteat 

Wayne    J.     Benton    . 
W.   Otis   Duck 
John   L.   McCain 
David   G.   Welton 
Daniel  A.  McLaurin 
E.  T.  Beddingfield,  Jr.   Charles  W.  Styron 
James  S.   Raper 


L.     B.     McBrayer 


L.     B.     McBrayer 
L.     B.     McBrayer 


L      B.    McBrayer 

L.  B.     McBrayer 

L.  B.    McBrayer 

L.  B.     McBrayer 

T.  W.    M.    Long 

T.  W.    M.    Long 

T.     W.    M.     Long 

T.    W.    M.    Long<l) 
I.     H.    Manning     .... 

Roscoe    D.    McMillan 

Roscoe    D.    McMillan 

Roscoe    D.    McMillan 


Roscoe    D.    McMillan 


Roscoe     D     McMillan 
Roscoe    D.    McMillan 


Roscoe  D.  McMillan 
Roscoe    D.    McMillan 

Millard    D.     Hill    

Millard    D.    Hill    

Millard    D.     Hill    

Millard    D.    Hill    

Millard    D.     Hill    .. 

Millard    D.    Hill    

Millard    D.     Hill    

Millard    D.    Hill    

Millard    D.    Hill    

John    S.    Rhodes   

John    S.    Rhodes   

John    S.    Rhodes    

John    S.    Rhodes   

Charles  W.  Styron.. 
Charles  W.  Styron.. 
Charles  W.  Styron.. 
Charles  W.  Styron 
Charles  W.  Styron 


Slfl 

2* 

&■ 

12 

M 

O  4* 

s« 

KS 

1,600 

10 

1,559 

10 

1,363 

10 

1,563 

10 

1,619 

10 

1,462 

10 

1,503 

7 

1,715 

7 

1,605 

8 

1,661 

7 

1.700 

7 

1.837 

8 

1,919 

8 

1.982 

8 

1,811 

7 

1,939 

6 

2,191 

7 

2,298 

8 

2,318 

5 

2,283 

6 

2,341 

5 

2.326 

5 

2,673 

5 

2.801 

6 

2.896 

C 

3.058 

7 

3,127 

8 

3.171 

9 

3.211 

10 

3.247 

12 

3.248 

12 

3,339 

9 

3,491 

9 

3.473 

8 

3.516 

8 

3,597 
3.606 
3,642 


£  B 


166 
181 


210 

215 
235 
263 
284 
313 
311 
309 
350 
361 
363 


397 
404 


407 
405 
455 
469 
476 
486 
486 
507 
561 
522 
642 
251 
472 
438 
425 
431 


390 
12       339 
14      3D2 
13      238 


tDied  during  his   term   of  office:   succeeded  by   E.   J.   Wood,   first  vice    president  {Died    during    term    of   office 

(2)   Died  during  term  of  office:  succeeded  by  I.  H.  Manning.        (2)    Died  during  term  of  office:  succeeded  by  James  F.  Roberts 


en.  president-elect. 
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SUPPLEMENT  TO  THE  N.  C.  MEDICAL  JOURNAL 


FROM  ORGANIZATION  IN  1877  TO  1966 


Na  m  e 


3.  S.  Satchwell,  M.D.,  President 

Thomas  P.  Wood,  M.D.,  Secretary  .. 

Joseph   Graham,  M.D.   

Charles  Duffy,  Jr.,  M.D.  

Peter  E.  Hines,   M.D.   

George  A.  Foote,  M.D.  

S.  S.  Satchwell,  M.D.,  President 

Thomas  F.  Wood,  M.D.,  Secretary   .. 
Charles  J.  O'Hagan,  M.D.,  President 

George  A.  Foote,  M.D.  

Marcellus  Whitehead,  M.D.   

R.  L.  Payne,  M.D.   

H.  G.  Woodfin,  M.D.  

A.  R.  Ledeux,  Chemist  

William  Cain,  Civil  Engineer 

R.  L.  Payne,  M.D. 

M.  Whitehead,  M.D.,  President 

5.  H.  Lyle,  M.D. 

William  Cain,  Civil  Engineer 

W.  G.  Simmons,  Chemist   

J.  W.  Jones,  M.D.,  President 

John   McDonald,  M.D.   

S.  H.  Lyle,  M.D. 

W.  G.  Simmons,  Chemist  

Arthur  Winslow,  Civil  Engineer 

R.  H.  Lewis,  M.D. 

Thomas  F.  Wood,  M.D.,  Secretary  _. 

William  D.  Hilliard,  M.D.   

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  H.  Tucker,  M.D. 

R.  H.  Lewis,  M.D.,  Secretary 

H.  T.  Bahnson,  M.D.,  President 

Arthur  Winslow,  Civil  Engineer 

W.  G.  Simmons,  Chemist 

J.  H.  Tucker,  M.D. 

J.  L.  Ludlow,  Civil  Engineer  

H.  Tucker,  M.D.  

P.  Venable,  Ph.D.  Chemist  

L.  Ludlow,  Civil  Engineer 

A.  Hodges,  M.D.   

M.  Baker,  M.D.  

H.  Tucker,  M.D.  

P.  Venable,  Ph.D.,  Chemist 

L.  Ludlow,  Civil  Engineer  

Thomas  F.  Wood,  M.D.,  Secretaryt 
George  G.  Thomas,  M.D.,  President 

S.  Westray  Battle,  M.D.  

W.  H.  Harrell,  M.D.  

John  Whitehead,  M.D.  ... 

W.  H.  G.  Luoas  

F.  P.  Venable,  Ph.D.,  Chemist  

John  C.  Chase,  Civil  Engineer  

R.  H.  Lewis,  M.D.,  Secretary  ._ 

W.  P.  Beall,  M.D.  

W.  J.  Lumsden,  M.D. 

John  Whitehead,  M.D.  

W.  H.   Harrell,  M.D.   

W.  P.  Beall,  M.D.  

R.  H.  Lewis,  M.D.,  Secretary  

F.  P.  Venable,  Ph.D.,  Chemist 

John  C.  Chase,  Civil  Engineer 

Charles  J.  O'Hagan,  M.D.   

John  D.  Spicer,  M.D.  

J.  L.   Nicholson,  M.D.   

R.  H.  Lewis,  M.D.,  Secretary 

A.  W.  Shaffer,  Civil  Engineer 

Charles   J.   O'Hagan,  M.D.   

J.  L.  Nicholson,  M.D.   


J. 
F. 
J. 
J. 
J. 
J. 
F. 
J. 


Address 


Albert  Anderson,  M.D.  Wilson 


Rocky  Point  . 
Wilmington    _. 

Charlotte    

New  Bern 

Raleigh     

Warrenton  __. 
Rocky  Point  _. 
Wilmington  .. 
Greenville  ... 
Warrenton    ... 

Salisbury     

Lexington     ... 

Franklin    

Chapel   Hill   .. 

Charlotte     

Lexington    

Salisbury     

Franklin    

Charlotte     

Wake  Forest  . 
Wake  Forest  . 
Washington    __ 

Franklin    

Wake   Forest   . 

Raleigh     

Raleigh    

Wilmington    __ 

Asheville    

Raleigh    

Wake   Forest   _ 

Henderson    

Raleigh    

Winston    

Raleigh    

Wake   Forest   _ 

Henderson    

Winston    

Henderson    

Chapel   Hill   .. 

Winston     

Fayetteville     .. 

Tarboro    

Henderson  ... 
Chapel   Hill    .. 

Winston    

Wilmington  .. 
Wilmington    .. 

Asheville    

Williamston    .. 

Salisbury     

White  Hall  ... 
Chapel  Hill  ... 
Wilmington    .. 

Raleigh    

Greensboro  __ 
Elizabeth    City 

Salisbury     

Williamston  _. 
Greensboro     ... 

Raleigh    

Chapel  Hill  ... 
Wilmington    ... 

Greenville     

Goldsboro    

Richlands    

Raleigh    

Raleigh    

Greenville     

Richlands    


Appointed    by 


State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

State  Society  

3ov.  Z.  B.  Vance 

3ov.  Z.  B.  Vance 

Gov.  Z.  B.  Vance 

State  Society  

State  Society  

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis  

Gov.  T.  J.  Jarvis  

State  Society  

State  Society  

Gov.  T.  J.  Jarvis 

Gov.  T.  J.  Jarvis  

Gov.  T.  J.  Jarvis   

State  Board  of  Health 

State  Society  

State  Society  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

State  Society  

State  Society  

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  A.  M.  Scales 

Gov.  D.  G.  Fowle 

Gov.  D.  G.  Fowle 

Gov.  D.  G.  Fowle 

State  Society  

State  Society  

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

Gov.  T.  M.  Holt 

State  Society  

State  Board  of  Health 

State  Society 

State  Society 

State  Board  of  Health 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

Gov.  Elias  Carr 

State  Society  

State  Society  

Gov.  Elias  Carr 

Gov.  Elias  Carr  

Gov.  Elias  Carr  

Gov.  Elias  Carr 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 

Gov.  D.  L.  Russell 


Term 


1877 

1877 

1877 

1877 

1877 

1877 

1878    to 

1878    to 

1878    to 

1878    to 

1878    to 

1878    to 

1878    to 

1878    to 

1878    to 

1881    to 

1881 

1881 

1881 

1881 

1883 

1883 

1883 

1883 

1884 

1884 

1885 

1885 

1885 

1885 

1885 

1887    to 

1887    to 

1887    to 

1887  to 

1888  to 
1888    to 

1888  to 

1889  to 
1889  to 
1889  to 
1891  to 
1891    to 

1891  to 

1892  to 

1891  to 

1892  to 

1893  to 
1893  to 
1893  to 
1893 
1893 
1894 
1895 
1895 
1895 
1895 
1895 
1895 
1897 


to 
to 
to 
to 


to 

to 
to 
to 
to 
to 


to  1878 
to  1878 
to  1878 
to  1878 
to  1878 
to  1878 
1884 
1884 
1882 
1882 
1880 
1880 
1880 
1880 
1880 
1887 
1884 
1883 
1883 
1883 
to  1889 
to  1889 
to  1885 
to  1885 
to  1886 
1886 
1887 
1891 
1891 
1887 
1887 
1888 
1888 
1889 
1889 
1891 
1891 
1891 
1893 
1892 
1893 
1893 
1893 
1892 
1897 
1895 
1895 
1895 
1895 
1895 
1895 
1895 
1897 
1897 
1897 
1897 
1897 
1897 
1897 
1899 
1899 
1899 
to  1899 
to  1899 
1899  to  1901 
1899  to  1901 
1899  to  1901 
1899  to  1901 
1899  to  1901 
1899  to  1901 


1897 
1897 
1897 
1897 


to 
to 
to 
to 
to 
to 
to 
to 
to 
to 
to 
to 


George  G.  Thomas,  M.D.,  President Wilmington  Istate  Society  I  1899  to  1901 


t  Died  in  1892,  leaving  a  five-year  unexpired  term,  which  was  filled  by  the  Board 


HISTORICAL  DATA 


H-5 


jVfnxe 


3.  Westray  Battle,  M.D.  

H.  W.  Lewis,  M.D.  

H.  H.   Dodson,   M.D.    

R.  H.  Lewis,  M.D.,  Secretary 

W.  P.  Ivey,  M.D.  

George  G.  Thomas,  M.D.,  President  . 

Francis  Duffy,  M.D.   

J.  L.  Ludlow,  Civil  Engineer  

S.  Westray  Battle,  M.D.  

H.  W.  Lewis,  M.D.  

W.  H.  Whitehead,  M.D.  

J.  L.  Nicholson,  M.D 

J.  L.  Ludlow,  Civil  Engineer  

J.  Howell  Way,  M.D. 

W.  O.  Spencer,  M.D.  

George  G.  Thomas,  M.D.,  President  . 

Thomas  E.  Anderson,  M.D.   

R.  H.  Lewis,  M.D. 

E.   C.  Register,  M.D.   

David  T.  Tayloe,  M.D.  

James  A.  Burroughs,  M.D.i   

J.  E.  Ashcraft,  M.D. 

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President  

W.  O.  Spencer,  M.D.  

Thomas  E.  Anderson,   M.D.   

Charles  O'H.  Laughinghouse,  M.D.  .. 

R.  H.  Lewis,  M.D.  

Edw.  J.  Wood,  M.D. 

A.  A.  Kent,  M.D.2  

Cyrus   Thompson,   M.D.   

Fletcher  R.  Harris,  M.D.  

J.  L.  Ludlow,  Civil  Engineer 

J.  Howell  Way,  M.D.,  President 

E.  C.  Register,  M.D.l 

Thomas  E.  Anderson,  M.D.   

Charles  O'H.  Laughinghouse,  M.D.  .. 

Fletcher  R.  Harris,  M.D.3  

A.  J.  Crowell,  M.D. 

Chas.  E.  Waddell,  C.  E.*  

Cyrus   Thompson,  M.D.    . 

R.  H.  Lewis,  M.D.  

E.   J.  Tucker,   D.D.S.  

J.  Howell  Way,  M.D.,  President 

A.  J.  Crowell,  M.D.  

James  P.  Stowe,  Ph.G.  

D.  A.  Stanton,  M.D.  

Thomas  E.  Anderson,  M.D.  

Charles   O'H.   Laughinghouse,   M.D.3 
Cyrus  Thompson,   M.D.i   

D.  A.  Stanton,  M.D. 

R.  H.  Lewis,  M.D.i 

Jno.  B.  Wright,  M.D." 

E.  J.  Tucker,  D.D.S." 

W.  S.  Rankin,  M.D.4 

L.  E.  McDaniel,  M.D.  

Chas.  C.  Orr,  M.D. 

Thomas  E.  Anderson,  M.D." 

L.  E.  McDaniel,  M.D.s  

James  P.  Stowe.  Ph.G.s  

A.   J.  Crowell,  M.D."  

J.  M.  Parrott,  M.D.o 

Chas.  C.  Orr,  M.D.6 

J.  M.  Parrott,  M.D.5  

C.  V.  Reynolds,  M.D.  

L.  B.  Evans,  M.D.   

S.  D.  Craig,  M.D. . 

John  T.  Burrus,  M.D.  

J.  N.  Johnson,  D.D.S 

J.  A.  Goode,  Ph.G.  

H.  L.  Large,  M.D.  

H.  G.  Baity,  C.E.  


Address 


Asheville    

Jackson    

Milton    

Raleigh    

Lenoir     

Wilmington    ... 

New  Bern 

Winston     

Asheville    

Jackson    

Rocky   Mount   . 

Richlands    

Winston     

Waynesville    ... 

Winston     

Wilmington    

Statesville    

Raleigh    

Charlotte     

Washington    ... 

Asheville    

Monroe    

Winston-Salem 

Waynesville    

Winston-Salem, 

Statesville     

Greenville    

Raleigh    _. 

Wilmington    

Lenoir     

Jacksonville     .. 

Henderson    

Winston-Salem 
Waynesville    ... 

Charlotte    

Statesville     

Greenville    

Henderson    

Charlotte     

Asheville    

Jacksonville    ... 

Raleigh    

Roxboro    

Waynesville    

Charlotte    

Charlotte     

High  Point 

Statesville    

Greenville    

Jacksonville    ... 

High  Point 

Raleigh    

Raleigh    

Roxboro    

Charlotte    

Jackson    

Asheville    

Statesville    

Jackson    

Charlotte    

Charlotte    

Kinston    

Asheville    

Kinston    

Asheville    

Windsor    

Winston-Salem 

High  Point 

Goldsboro    

Asheville    

Rocky  Mount    . 
Chapel   Hill   ... 


Appointed    by 


State  Society  

State  Society  

State  Society  

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

Gov.  C.  B.  Aycock 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  C.  B.  Aycock 

3ov.  R.  B.  Glenn 

Gov.  R.  B.  Glenn 

State  Society  

State  Society  

Gov.  R.  B.  Glenn 

Gov.  R.  B.  Glenn 

State  Society  

State  Society  

State  Board  of  Health 
Gov.  W.  W.  Kitchin  __. 
Gov.  W.  W.  Kitchin  ... 
Gov.  W.  W.  Kitchin  ... 

State  Society  

State  Society  

Gov.  Locke  Craig 

Gov.  Locke  Craig 

State  Society  

State  Society  

State  Board  of  Health 

Gov.  Locke  Craig  

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett 

State  Society  

State  Society  

State  Society  

Gov.  T.  W.  Bickett 

Gov.  C.  Morrison 

State  Society  

Gov.  T.  W.  Bickett 

Gov.  T.  W.  Bickett 

Gov.  C.  Morrison 

Gov.  C.  Morrison 

Gov.  C.  Morrison 

State  Board  of  Health 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  A.  W.  McLean  ... 
Gov.  A.  W.  McLean  ... 
Gov.  A.  W.  McLean  ... 
State  Board  of  Health 
State  Board  of  Health 
Gov.  A.  W.  McLean  ... 

tate  Society  

tate  Society  

Gov.  A.  W.  McLean  ... 
Gov.  O.  Max  Gardner  _ 
State  Board  of  Health 
Gov.  O.  Max  Gardner  . 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  O.  Max  Gardner  _ 
Gov.  O.  Max  Gardner  _ 
Gov.  O.  Max  Gardner  . 
Gov.  O.  Max  Gardner  . 
Gov.  O.  Max  Gardner  _ 


Term 


1899  to 
1899  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1901  to 
1903  to 
1905  to 
1905  to 
1905  to 
1907  to 
1907  to 
1907  to 
1907  to 
1909  to 
1909  to 
1911  to 
1911  to 
1911  to 
1911  to 
1913  to 
1913  to 
1913  to 
1913  to 
1913  to 
1915  to 
1917  to 
1917  to 
1917  to 
1917  to 
1919  to 
1919  to 
1921  to 
1919  to 
1919  to 
1923  to 
1923  to 
1923  to 
1923  to 
1923  to 
1923  to 
1923  to 
1925  to 
1925  to 

1925  to 

1926  to 

1925  to 

1926  to 

1927  to 
1927  to 
1929  to 
1929  to 
1927  to 

1929  to 

1930  to 
1929  to 

1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 
1931  to 


1901 
1901 
1907 
1907 
1907 
1905 
1905 
1905 
1907 
1907 
1905 
1905 
1909 
1911 
1911 
1911 
1913 
1913 
1909 
1913 
1913 
1913 
1917 
1917 
1917 
1917 
1919 
1919 
1915 
1919 
1919 
1921 
1923 
1923 
1923 
1923 
1923 
1923 
1923 
1925 
1925 
1925 
1929 
1929 
1927 
1925 
1929 
1926 
1931 
1931 
1931 
1931 
1931 
1927 
1929 
1929 
1935 
1935 
1933 
1935 
1931 
1935 
1935 
1935 
1933 
1933 
1933 
1933 
1933 
1933 
1935 
1935 


1  Died  leaving  unexpired  term. 

2  Resigned  to  become  member  of  General  Assembly. 

3  Resigned  to  become  Health  Officer  Vance  County. 

4  Resigned. 


5  Resigned  to  become  Secretary  of  State  Board  of  Health 

6  Term  terminated  on  account  of  the  reorganization  of  the 
State  Board  of  Health  by  General  Assembly. 
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Xmtir 

Grady  G.   Dixon,   M.D.'   

Grady  G.  Dixon,  M.D.7 

S.  D.  Craig,  M.D. 

W.   T.   Rainey,  M.D.    

J.  N.  Johnson,  D.D.S. 

Hubert  B.   Haywood,   M.D.   __. 

James  P.  Stowe,  Ph.G. 

Grady  G.  Dixon,  M.D.  ___ 
J.  LaBruce  Ward,  M.D.   . 

H.  Lee  Large,  M.D.  

H.   G.  Baity,   C.E.   

J.  N.  Johnson,  D.D.S.  

Hubert  B.  Haywood,  M.D. 

James  P.  Stowe,  Ph.G. 

S.  D.   Craig,  M.D.  

W.  T.  Rainey,  M.D.   

Grady  G.  Dixon,  M.D. 

J.  LaBruce  Ward,  M.D. 

H.  Lee  Large,  M.D.   

H.  G.  Baity,  Sc.D.   

C.  C.  Fordham,  Jr.,  Ph.G.8  ___ 

S.  D.  Craig,  M.D.  

W.  T.  Rainey,  M.D.  

Hubert   B.  Haywood,   M.D.   ___ 

J.  N.  Johnson,  D.D.S.  

James  O.  Nolan,  M.D. 

Grady  G.  Dixon.  M.D. 

J.  LaBruce  Ward,  M.D. 

H.  Lee  Large,  M.D.  

Larry  I.  Moore,  Jr. 

S.  D.  Craig,  M.D,  Pics. 

W.  T.  Rainey,  M.D.   

Hubert  B.  Haywood.  M.D. 

James  O.  Nolan,  M.D.   

Paul  Jones,  D.D.S."   

Jasper  C.  Jackson,  Ph.G.io  ___ 
Grady  G.  Dixon,  M.D,  Pres.  _ 

H.  Lee  Large,  M.D.   

J.  LaBruce  Ward,  M.D. 

Hubert  B.  Haywood,  M.D.   ... 

Mrs.  James  B.  Hunt  

A.  C.  Current,  D.D.S. 

John  R.  Bender,  M.D.   

Benjamin  J.  Lawrence,  M.D.  _ 

G.  Grady  Dixon,  M.D.  

George  Curtis  Crump,  M.D.  _. 
John  P.  Henderson,  Jr,  M.D.n 

H.  C.  Lutz,  Phg.  

Hubert  B.  Haywood,  M.D. 12  __ 

Mrs.  J.  E.   Latta   

A.  C.  Current,  D.D.S.   

John  R.  Bender,  M.D. 

Benjamin  J.  Lawrence,  M.D.  . 
G.  Grady  Dixon,  M.D. is   ..... 
George  Curtis  Crump,  M.D.i- 
Roger  W.   Morrison,  M.D.14   _. 
John  P.  Henderson,  Jr,  M.D.  _ 

H.  C.  Lutz,  Phg. 

Lenox  D.  Baker,   M.D.13   

Earl  W.  Brain,  M.D.10   

Mrs.  J.   E.  Latta  

Roger  W.  Morrison,  M.D. 

John  R.  Bender,   M.  D.   

Z.  L.  Edwards,  D.D.S. 

Chas.  R.  Bugg,  M.D,  Pres.17    . 
Lenox  D.  Baker,  M.D. 


Address 

Ayden    

Ayden    

Winston-Salem 
Fayetteville     __. 

Goldsboro      

Raleigh    

Charlotte     

Ayden    

Asheville    

Rocky  Mount  . 
Chapel    Hill   ... 

Goldsboro    

Raleigh    

Charlotte    

Winston-Salem 
Fayetteville     ... 

Ayden    

Asheville    

Rocky  Mount  - 
Chapel  Hill  ... 
Greensboro  ... 
Winston-Salem 
Fayetteville    ... 

Raleigh    

Goldsboro    

Kannapolis    ... 

Ayden    

Asheville    

Rocky    Mount    . 

Wilson    

Winston-Salem 
Fayetteville     ... 

Raleigh    

Kannapolis    ... 

Farmville     

Lumberton    

Ayden     

Rocky   Mount    . 

Asheville    

Raleigh    

Lucama    

Gastonia    

Winston-Salem 

Raleigh    

Ayden     

Asheville    

Sneads    Ferry    . 

Hickory    

Raleigh    

Hillsboro    

Gastonia    

Winston-Salem 

Raleigh    

Ayden    

Asheville    

Asheville 
Sneads   Ferry    . 

Hickory    

Durham     

Raleigh    

Hillsboro    

Asheville    

Winston-Salem 
Washington     .. 

Raleigh    

Durham     


Appointed    by 

Ex.  Com.  State  Society 

State  Society  

State  Society  

State  Society  

Gov.  J.  C.  B.  Ehringhaus  . 
Gov.  J.  C.  B.  Ehringhaus  . 
Gov.  J.  C.  B.  Ehringhaus  _ 

State  Society  

State  Society  J i__ 

Gov.  J.  C.  B.  Ehringhaus  - 
Gov.  J.  C.  B.  Ehringhaus  _ 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society  

State  Society  

State  Society  

State  Society  

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

Gov.  Clyde  R.  Hoey 

State  Society  

State  Society  

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Bioughton 

State  Society  

State  Society 

Gov.  J.  Melville  Broughton 
Gov.  J.  Melville  Bioughton 

State  Society 

State  Society 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

Gov.  R.  Gregg  Cherry 

State  Society  

Gov.  R.  Gregg  Cherry 

State  Society  

Gov.  W.  Kerr  Scott 

Gov.  W.  Kerr  Scott 

Gov.  W.  Kerr  Scott 

State  Society  

State  Society  

Medical  Society   

Medical  Society   

Gov.  Wm.  B.  Umstead   __. 

Gov.  W.  Kerr  Scott 

Gov.  Wm.  Umstead   

Gov.  Wm.  Umstead   

Gov.  Wm.  Umstead   

Medical  Society   

Medical  Society   

Medical  Society   

Medical  Society   

Medical  Society   

Gov.  Luther  H.  Hodges  .. 
Gov.  Luther  H.  Hodges  .. 
Gov.  Luther  H.  Hodges   __ 

Medical  Society   

Gov.  Luther  H.  Hodges   .. 

Medical  Society   

Medical  Society   

Gov.  Luther  H.  Hodges   .. 

Medical   Society   

Gov.  Luther  H.  Hodges   .. 


1931 

to 

L93J 

1932 

to 

935 

1933 

to  1 

937 

1933 

to 

937 

1933 

to 

937 

1933 

to 

937 

1933 

to 

937 

1935 

to 

1939 

1935 

to 

939 

1935 

to 

939 

1935 

to 

939 

1937 

to 

941 

1937 

to 

941 

1937 

to 

941 

1937 

to 

941 

1937 

to 

941 

1939 

to 

1943 

1939 

to 

943 

1939 

to 

1943 

1939 

to 

1943 

1940 

to 

943 

1941 

to  ] 

945 

1941 

to  1 

945 

1941 

to  1 

945 

1941 

to  I 

945 

1941 

to  1 

945 

1943 

to  ] 

947 

1943 

to  I 

947 

1943 

to 

947 

1943 

to  ] 

947 

1945 

to  1 

949 

1945 

to  1 

949 

1945 

to  1 

949 

1945 

to  1 

949 

1946 

to  I 

949 

1945 

to 

947 

1947 

to 

951 

1947 

to 

951 

1947 

to 

951 

1949 

to 

953 

1949 

to  1 

953 

1949 

to 

953 

1949 

to  1 

953 

1949 

to  1 

953 

1951 

to  1 

955 

1951 

to  1 

955 

1954 

to  1 

955 

1951 

to  1 

955 

1953 

to  I 

957 

1953 

to  ] 

957 

1953 

to  1 

957 

1953 

to  ] 

957 

1953 

to  1 

957 

1955 

to 

959 

1955 

to 

959 

1957 

to 

957 

1955 

to 

959 

1955 

to 

959 

1956 

to  1 

957 

1958 

to  I 

959 

1957 

to  1 

961 

1957 

to  . 

1959 

1957 

to  1 

961 

1957 

to  I 

961 

1957 

to  1 

961 

1957 

to  1 

961 

7  To  fill   vacancy   caused  by   resignation  of  Dr.   J.  M. 
Parrott. 

S  To   fill    vacancy   caused   by    the    death   of   James    P. 
Stowe,  Ph.G. 

9  To  fill  vacancy  caused  by  resignation  of  J.  N.  John- 
son,  D.D.S. 
10  To    fill    vacancy    caused    by   resignation    of   Larry   I. 
Moore,  Jr. 


11  To   fill    vacancy   caused    by    the   death    of    Dr.    H.    Lee 
Large. 

12  Resigned 

13  To   fill   vacancy   caused   by    resignation    of    Dr.    Hubert 
B.  Havwood. 

14.  To  fill  vacancy   caused  by    resignation   of   Dr.   George 
Curtis  Crump 

15  Died   leaving   unexpired   term. 

16  To   fill  vacancy    caused   by   the    death    of   Dr.    G.    Grady 
Dixon. 

17.  Died  leaving  unexpired  term. 
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ROSTER  OF  MEMBERS  OF  THE  BOARD  OF  HEALTH 
OF  THE  STATE  OF  NORTH  CAROLINA 


Name 


Address 


Appointed  by 
Gov.   Luther  H.   Hodges 
Medical    Society 
Gov.  Luther  H.  Hodges 
Medical    Society     .... 
Medical    Society  .    . 

Gov.  Terry  Sanford 
Gov.  Terry  Sanford 
Gov.  Terry  Sanford 

Medical    Society     

Medical    Society 
Gov.  Terry  Sanford 
Medical    Society  .    . . 

Gov.  Terry  Sanford 
Medical    Society     .... 
Medical    Society 
Medical  Society 
Medical  Society 


Term 


Ben  W.  Dawsey,  D.V.M. 
Rogert  W.  Morrison,  M.D. 
Jasper  C.  Jackson,  Phg. 
Oscar  S.  Goodwin,  M.D. 
*Chas.  R.  Bugg,  M.D.,  Pres. 

Lenox  D.  Baker,  M.D 

D.  T.  Redfern 

Glenn  L.  Hooper,  D.D.S. 

John  R.  Bender,  M.D 

John  S.  Rhodes,  M.D. 18 

S.   G.   Koonce      

James  S.  Raper,  M.D.       .    . . 
Ben  W.  Dawsey,  D.V.M. 
Joseph  S.   Hiatt,  Jr.,  M.D. 
Howard  Paul  Steiger.  M.D. 
James  S.  Raper.  M.D.       .    .. 
Paul    F.    Maness,    M.D. 


Gastonia        

Asheville     

Lumberton    

Apex       

Raleigh       

Durham      

VVadesboro   

Dunn  

Winston-Salem 

Raleigh       

Chadbourn 

Asheville     

Gastonia     

Southern  Pines 

Charlotte    

Asheville      

Burlington 


1959 

to 

1963 

1939 

to 

1963 

1953 

to 

1963 

1953 

to 

1363 

1961 

to 

1965 

1961 

to 

1965 

1981 

to 

1965 

1961 

to 

1965 

1961 

to 

1965 

1961 

to 

1965 

1963 

to 

1967 

1963 

to 

1967 

1963 

to 

1967 

1965 

to 

1969 

1965 

to 

1969 

1S67 

to 

1971 

1967 

to 

1971 

18.  Fill  vacancy  caused  by  death  of  Dr.  Chas.  R.  Bugg. 
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ROSTER  OF  MEMBERS  OF  THE  VARIOUS  BOARDS  OF  MEDICAL   EXAMINERS  OF  THE  STATE  OF 

NORTH  CAROLINA 


FIRST   BOARD 

James  H.   Dickson,   Wilmington   1859-1866 

Charles  E.  Johnson,  Raleigh  1859-1866 

Caleb    Winslow,    Hertford    1859-1866 

Otis   F.   Manson,   Townsville  1859-1866 

William  H.  McKee,  Raleigh  1859-1866 

Christopher  Happoldt,  Morganton   1859-1866 

J.   Graham  Tull,  New  Bern  1859-1866 

Samuel  T.  Iredell,  Secretary  1859-1866 

SECOND  BOARD 

N.   J.  Pittman,   Tarboro    1866-1872 

E.   Burke   Haywood,  Raleigh  1866-1872 

R.  H.   Winborne,   Edenton    1866-1872 

S.   S.   Satchwell,  Rocky  Point  1866-1872 

J.  J.   Summerell,   Salisbury   1866-1872 

R.    B.   Haywood,   Raleigh    1866-1872 

M.   Whitehead,   Salisbury   1866-1872 

J.  F.  Shaffner,   Salem  1866-1872 

William  Little,   Secretary  1866-1872 

Thomas  F.  Wood,  Secretary,  Wilmington     1867-1872 

THIRD   BOARD 

Charles  J.   O'Hagan,   Greenville   1872-1878 

W.   A.   B.   Norcom,   Edenton   1872-1878 

C.  Tate   Murphy,  Clinton   1872-1878 

George  A.    Foote,  Warrenton   1872-1878 

J.  W.  Jones,  Tarboro  1872-1878 

R.    L.    Payne,   Lexington    1872-1878 

Charles  Duffy,  Jr.,  Secretary,  New  Bern  1872-1878 


EIGHTH   BOARD 

A.   A.   Kent,  Lenoir  1902-1908 

Charles   O'H.  Laughinghouse,  Greenville  1902-1908 

M.   H.   Fletcher,   Asheville     1902-1908 

James   M.  Parrott,  Kinston   1902-1908 

J.  T.  J.  Battle,   Greensboro  1902-1908 

Frank  H.  Russell,  Wilmington  1902-1908 

George  W.  Pressly,  Secretary,  Charlotte1  1902-1906 

G.  T.  Sikes,  Secretary,  Grissom9  1906-1908 


NINTH   BOARD 

Lewis   B.  McBrayer,  Asheville   1908-1914 

John   C.  Rodman,   Washington    1908-1914 

William  W.  McKenzie,  Salisbury 1908-1914 

Henry    H.    Dodson,    Greensboro  1908-1914 

John   Bynum,  Winston-Salem    1908-1914 

J.   L.   Nicholson,    Richlands   1908-1914 

Benj.  K.  Hays,  Secretary,  Oxford  1908-1914 

TENTH    BOARD 

Isaac    M.   Taylor,   Morganton   1914-1920 

John   Q.   Myers,  Charlotte    1914-1920 

Jacob   F.    Highsmith,  Fayetteville   1914-1920 

Martin  L.    Stevens,   Asheville    1914-1920 

Charles  T.  Harper,  Wilmington4   1914-1915 

Edwin   G.   Moore,  Elm  City10   1915-1920 

John  G.  Blount,  Washington"   1914-1920 

Hubert  A.  Royster,  Secretary,  Raleigh   .1914-1920 


FOURTH  BOARD 

Peter   E.   Hines,   Raleigh    1878-1884 

Thomas  D.  Haigh,  Fayetteville  1878-1884 

George  L.   Kirby,  Goldsboro   1878-1884 

Thomas    F.    Wood,   Wilmington    1878-1884 

Joseph    Graham,    Charlotte    1878-1884 

Robert   I.   Hicks,  Williamston1    1878-1880 

Richard   H.   Lewis,   Raleigh2   1880-1884 

Henry  T.  Bahnson,  Secretary,  Salem 1878-1884 

FIFTH  BOARD 

William   R.  Wood,   Scotland  Neck  1884-1890 

Augustus  W.  Knox,  Raleigh   1884-1890 

Francis   Duffy,   New  Bern  1884-1890 

Patrick  L.  Murphy,   Morganton   1884-1890 

Willis   Alston,   Littleton    1884-1890 

J.  A.  Reagan,  Weaverville  1884-1890 

W.  J.  H.  Bellamy,  Secretary,  Wilmington  1894-1890 

SIXTH  AND  SEVENTH  BOARDS3 

R.   L.  Payne,  Jr.,   Lexington  1890-1892 

George   W.  Purefoy,  Asheville    1890-1892 

George  G.  Thomas,  Wilmington  1890-1894 

Robert  S.  Young,  Concord  1890-1894 

William   H.   Whitehead,   Rocky  Mount         1890-1896 

George  W.  Long,  Graham   1890-1896 

L.  J.  Picot,  Secretary,  Littleton  1890-1896 

Julian   M.  Baker,   Tarboro     1892-1898 

H.  B.   Weaver,   Secretary,  Asheville  1892-1898 

J.   M.   Hays,  Greensboro4   1894-1897 

Kemp   P.   Battle,   Jr.,  Raleigh5   1897-1900 

Thomas  S.  Burbank,  Wilmington1   1894-1898 

Richard  S.  Whitehead,  Chapel  Hill4  1896-1898 

William  H.   H.   Cobb,  Goldsboro6  1898-1900 

J.  Howell  Way,  Secretary,  Waynesville7     1898-1902 

David  T.  Tayloe,  Washington       1896-1902 

Thomas   E.   Anderson,   Sec,   Statesville       1896-1902 

Albert  Anderson,   Wilsons    1896-1902 

Edward  C.  Register,  Charlottes    1898-1902 

Thomas   S.   McMullan,   Hertford?  1900-1902 

John    C.   WaltonS    1900-1902 


ELEVENTH  BOARD 

Lester  A.  Crowell,  Lincolnton   1920-1926 

William  P.   Holt,  Duke  1920-1926 

J.  Gerald   Murphy,   Wilmington  1920-1926 

Lucius   N.    Glenn,  Gastonia    1920-1926 

Clarence    A.    Shore,    Raleigh   1920-1926 

William  M.  Jones,  Greensboro    1920-1926 

Kemp  P.  B.  Bonner,  Sec,  Morehead  City     1920-1926 


TWELFTH  BOARD 

Paul  H.   Ringer,  Asheville   1926-1932 

W.   Houston   Moore,  Wilmington 1926-1932 

T.  W.  M.  Long,  Roanoke  Rapids  1926-1932 

W.  W.  Dawson,  Grifton4   1926-1930 

J.    K.    Pepper,    Winston-Salem    1926-1932 

Foy    Roberson,    Durham    1926-19'32 

John  W.  McConnell,  Secretary,  Davidson     1926-1932 
David  T.  Tayloe,  Jr.,  Washington12  1930-1932 

THIRTEENTH   BOARD 

Ben   F.  Royal,   Morehead   City    1932-1938 

Benj.  J.   Lawrence,   Secretary,  Raleigh       1932-1938 

F.  Webb   Griffith.  Asheville   1932-1938 

Hamilton  W.  McKay,  Charlotte  1932-1938 

J.  W.  Vernon,  Morganton  1932-1938 

W.  H.    Smith,    Goldsboro    1932-1938 

K.   G.   Averitt,   Cedar  Creek4    1932-1936 

Roscoe  D.  McMillan,  Red  Springs"  1936-1938 


FOURTEENTH   BOARD 

Karl  B.   Pace,   Greenville   1938-1944 

William  M.  Coppridge,  Durham  1938-1944 

Frank  A.  Sharpe,  Greensboro  1938-1944 

Lewis  W.   Elias,   Asheville4   1938-1943 

J.   Street   Brewer,   Roseboro    1938-1944 

W.   D.   James,  Secretary,   Hamlet   1938-1944 

L.  A.   Crowell,  Jr.,   Lincolnton   1938-1944 

John    LaBruce   Ward.   Asheville14   1943-1944 
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FIFTEENTH  BOARD 

C.  W.  Armstrong,  Salisbury   1944-1950 

Paul  G.  Parker,  Erwin   1944-1950 

M.  D.  Bonner,  Jamestown     1944-1950 

T.  Leslie  Lee,  Kinston    1944-1950 

Roy  B.  McKnight,  Charlotte   1944-1950 

M.  A.  Pittman,  Wilson      1944-1950 

Ivan  M.  Proctor,  Secretary,  Raleigh     1944-1950 

James  B.  Bullitt,  Chapel  mil"    1949-1950 

Paul  F.  Whitaker,  Kinston'«  1950 

SIXTEENTH  BOARD 

Amos  N.  Johnson,  Garland      1950-1956 

Hey  ward  C.  Thompson,  Shelby  1950-1956 

James  P.  Rousseau,  Winston-Salem   1950-1956 

Newsom  P.  Battle,  Rocky  Mount    1950-1956 

Clyde  R.  Hedrick,  Lenoir      1950-1956 

L.  Randolph  Doffermyre,  Dunn    1950-1956 

G.  Westbrook  Murphy,  Asheville17  1955 

Joseph  J.  Combs,  Secretary,  Raleigh     1950-1956 

SEVENTEENTH  BOARD 

Carl  Vann  Tyner,  M.D.,  Leaksville     1956-1962 

Joseph  John  Combs,  M.D.,  Raleigh    1956-1962 

John  Bascom  Anderson,  M.D.,  Asheville      ...  1956-1962 

Thomas  Williams  Baker,  M.D.,  Charlotte    .   .  1956-1962 

Edwin  Albert  Rasberry,  Jr.,  M.D.,  Wilson  1956-1962 

Thomas  G.  Thurston,  M.D.,  Salisbury    1956-1962 

Luiher  Randolph  Doffermyre,  M.D.,  Dunn  1956-1962 

Carl  Vann  Tyner,  M.D.,  Leaksville    1956-1962 

John  Bascom  Anderson,  M.D.,  Asheville      . .  1956-1962 

Thomas  Williams  Baker,  M.D.,  Charlotte    ...  1956-1962 

Erwin  Albert  Rasberry,  Jr.,  M.D.,  Wilson  1956-1962 

Thomas  G.  Thurston,  M.D.,  Salisbury  1956-1962 

Luther  Randolph  Doffermyre,  M.D.,  Dunn  1956-1962 

EIGHTEENTH  BOARDS 

Frank  Edmondson,  Jr.,  Asheboro,  Pres.     . . .  1962-1964 

Re-elected  (6-yr.  term)   1964-1970 

Ralph  G.  Templeton,  Lenoir19      1962-1964 

Re-elected  1 6-yr.  term)   1964-1970 

Joseph  John  Combs,  Secretary,  Raleigh     . . .  1962-1964 

Re-elected  (6-yr.  term)  1966-1972 

H.  Lee  Large,  Jr.,  Charlotte      1962-1966 

Re-elected  '6-yr.  term)   1966-1972 

Jamse  E.  Davis,  Durham    1962-1968 

W.  Boyd  Owen,  Waynesville  1962-1968 

Clark  Rodman,  Washington       1962-1968 

Vernon  W.  Taylor,  Jr.,  M.D.,  Elkin2ft    1966-1970 

NINETEENTH  BOARD 

Clark  Rodman,  Washington,  President 1962-1968 

Joseph  J.  Combs.  Raleigh,  Secretary  1966-1972 

James  E.  Davis,  Durham  1962-1968 

Frank  Edmondson,  Jr.,  Asheboro  1964-1970 

H.  Lee  Large,  Jr.,  Charlotte  1966-1972 

W.  Boyd  Owen,  Waynesville  1962-1968 

Vernon  W.  Taylor,  Jr.,  Elkin  1966-1970 


TWENTIETH  BOARD 

James  E.  Davis,  Durham,  President  1962-1968 

Joseph  J.  Combs,  Raleigh,  Secretary    1966-1972 

Frank  Edmondson,  Jr.,  Asheboro  1964-1970 

H.  Lee  Large,  Jr.,  Charlotte  1966-1972 

W.  Boyd  Owen,  Waynes ville  1962-1968 

Vernon  W.  Taylor,  Jr.,  Elkin   1966-1970 

Clark  Rodman,  Washington   1962-1968 

TWENTY-FIRST  BOARD 

W.  Boyd  Owen,  Waynesville,  President  1962-1968 

Joseph  J.  Combs,  Raleigh,  Secretary  1966-1972 

H.  Lee  Large,  Jr.,  Charlotte    1966-1972 

Vernon  W.  Taylor,  Jr.,  Elkin  1966-1970 

James  E.  Davis,  M.D.,  Durham    1962-1968 

Frank  Edmondson,  Jr.,  Asheboro  1964-1970 

Clark   Rodman,   Washington    1962-1968 


1  Resigned  before  expiration   of  term. 

2  Elected  for  unexpired  term  of  Dr.  Hicks. 

3  In  1890  the  Medical  Society  of  the  State  of  North 
Carolina  adopted  the  plan  of  electing  members  of  the 
Board  in  such  a  manner  that  the  terms  would  expire  at 
different  intervals  of  two  years.  This  practice  was  followed 
for  twelve  years,  or  until  1902,  when  the  plan  was  aban- 
doned; an  equivalent  of  two  terms  of  six  years  each.  It 
is  evident  taht  the  Society  arranged  to  abandon  the  policy 
as  early  as  1898,  as  two  members  were  elected  for  short 
terms,  and  two  years  later  two  other  members  were  elected 
for  still  shorter  terms.  It  is  therefore  impossible  to  separate 
the  sixth  and  seventh  Boards,  since  th?  membership  was 
overlapping. 

4  Died  before  the  expiration  of  his  term. 

5  Elected  to  serve  unexpired  term  of  Dr.  Hays. 

6  Elected  to  serve  the  unexpired  term  of  Dr.  Burbank. 

7  Elected  to  serve  the  unuexpired  term  of  Dr.  Whitehead. 

8  Elcted  for  short  term  expiring  in  1902. 

9  Elected   to  serve  the  unexpired  term  of  Dr.  Pressly. 

10  Elected  to  serve  the  unexpired  term  of  Dr.  Harper. 

11  Died  a  few  months  before  the  expiration  of  his  term; 
such  a  short  time  that  the  vacancy  was  not  filled. 

12  Elected  to  serve  unexpired  term  of  Dr.  W.  W.  Dawson. 

13  Elected  to   serve   unexpired   term   of   Dr.   Averitt. 

14  Elected  to  serve  the  unexpired  term  of  Dr.  Elias. 

15  Elected  to  serve  unexpired  term  of  Dr.  T.  Leslie  Lee. 

16  Elected  to  serve  unexpired  term  of  Dr.  Paul  G.  Parker. 

17  Elected  to  serve  unexpired  term  of  Dr.  James  P. 
Rousseau. 

18  In  1962  the  Medical  Society  of  the  State  of  North  Caro- 
lina adopted  a  plan  for  election  members  of  the  Board 
in  such  a  manner  that  some  of  the  terms  would  expire 
at  intervals  of  two  years,  hence  the  varying  terms  of 
the    first-selected   board    members. 

19  Died  before  expiration  of  term. 

20  Elected  to  serve  unexpired  term  of  Dr.  Ralph  P. 
Templeton. 
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MEDICAL  AWARDS 


MOORE  COUNTY  MEDICAL  SOCIETY  MEDAL 

In  1927  the  Moore  County  Medical  Society  estab- 
lished a  fund,  the  interest  from  which  is  used  to  pay 
for  a  medal  to  be  given  for  the  best  paper  read  at 
the  State  Society  meeting  each  year.  No  one  is  eli- 
gible to  receive  this  medal  except  Fellows  of  the 
Medical  Society  of  the  State  of  North  Carolina  in 
good  standing;  no  invited  guest  is  allowed  to  com- 
pete. 

Each  Section  Chairman  selected  a  committee  of 
three  to  decide  on  the  best  paper  written  in  their 
section.  The  winning  papers  are  then  turned  over  to 
the  State  Committee,  who  select  the  one  to  receive 
the  medal.  The  following  Fellows  have  been  awarded 
this  medal: 

1928 — Paul   Pressly  McCain,  M.D.  Sanatorium 

"The   Diagnosis  and  Significance  of  Juvenile 

Tuberculosis" 
(From    the    Section    on   Pediatrics') 

1929— A.  B.  Holmes,  M.D Fairmont 

"The   Treatment  of   Uremia'" 
(From    the    Section    on    Chemistry,    Materia 
Medica    and  Therapeutics) 
1930— C.  T.  Smith,  M.D.,  and  W.  Bernard 

Kinlaw,   M.D Rocky   Mount 

"The    Clinical    Consideration    of    Anemia    of 

Pregnancy  and  of  Puerperium" 
(From   Section  on  Practice  of  Medicine) 

1931— F.  C.  Smith,  M.D.  Charlotte 

"Practical  Value  of  Perimetry  in  Intracranial 
Conditions;   Case  Reports"   (tumors,  vascu- 
lar disease,  toxemia,  syphillis  and  trauma) 
(From  Section  on  Eye,  Ear,  Nose  and  Throat) 
1932— Charles  I,  Allen,   M.D.  Wadesboro 

"An  Improved  Splint  for  Treating  Fractures 
of  the  Lower  Extremity  Showing  Reduction 
and    Skeletal   Distraction  Attachments" 
(From   Section  on   Surgery) 

1933— H.   L.   Sloan,   M.D Charlotte 

"Some  General  Remarks  about  Cataract  Sur- 
gery, With  Report  of  100  Consecutive  Un- 
complicated Cataract  Operations" 
(From    Section    on    Ophthalmology  and    Oto- 
laryngology) 

J.  R.  Adams,  M.D.  Charlotte 

"Hypo-glycaemia  in  Children" 
(From  Section  on  Pediatrics) 

1934— Fred  E.  Motley,  M.D.,  Charlotte 

"Complications    of    Mastoiditis    with    Special 

Reference   to    Septicemia" 
(From    Section    on    Ophthalmology   and    Oto- 
laryngology) 

1935 — Arthur  H.  London,  M.D Durham 

"The    Composition  of   an  Average  Pediatrics 

Practice" 
(From   Section  on  Pediatrics) 

1936— V.  K.  Hart,  M.D Charlotte 

"Etiological     and     Therapeutic     Aspects     of 

Bronchiectasis    with    Clinical    Observations 

on  Bronchial  Lavage  by  the  Stitt  Method" 

(From    Section    on   Ophthalmology    and   Oto- 

larygology) 

1937 — No  award  made. 

1938—0.  Hunter  Jones,  M.D Charlotte 

"Pelvic   Architecture   and    Classification  with 

its    Practical  Application" 
(From  Section  on  Gynecology  and  Obstetrics) 

1939— Donnell  B.  Cobb,  M.D Goldsboro 

"Vaginal  Ureterolithotomy" 
(From    Section  on   Surgery) 
1940— C.  R.  Monroe,  M.D.,  C.  D.  Thomas,  M.D.,  and 

C.  L.  Gray,   M.D Pinehurst 

"Thoracoplasty  and   Apicolysis" 
(From   Section  on   Surgery) 

1941— Walter  R.  Johnson.  M.D Asheville 

"Is    Diverticulitis   of    the    Colon    a    Surgical 

Disease?" 
(From   Section   on  Practice   of   Medicine) 


1942— E.   P.  Alyea,   M.D Durham 

"Castration    for    Carcinoma    of  the    Prostate 

Gland" 
(From    Section   on   Surgery) 
1943 — No   award  made. 

1944— D.    F.   Milam,   M.D Chapel   Hill 

"Vitamin  C  Content  of  Some  North  Carolina 

Cooked   Foods" 
(From   Section  on  Public  Health  and  Educa- 
tion) 
1945 — No   Meeting. 

1946— E.   C.  Hamblen,  M.D Durham 

"Some  Aspects  of  Sex  Endocrinology  in  Gen- 
eral Practice" 
(From  Section  on  General  Practice  of  Medi- 
cine  and  Surgery) 

1947— W.   L.   Thomas,  M.D Durham 

"Some    Psychosomatic     Problems    in    Gyne- 
cology" 
(From  Section  on  Gynecology  and  Obstetrics) 
1948 — Felda    Hightower,    M.D.  Winston-Salem 

"The  Control   of  Electrolyte  and   Water  Bal- 
ance in  Surgical  Patients" 
(From   Section   on   Surgery" 

1949— George  J.  Baylin,  M.D.   Durham 

"The   Roentgen   Aspect   of   Non-Opaque   Pul- 
monary Foreign  Bodies" 
(From  Section  on   Radiology) 
1950— Parker  R.    Beamer,  M.D.  Winston-Salem 

"Studies    on   Experimental    Leptospirosis" 
(From   Section  on  Pathology) 

1951— John   P.   U.   McLeod,  M.D Marshville 

"A    Simplified    Modification   for    Staining   of 
the  Vaginal  Smear  for  Immediate  Apprai- 
sal of  Endocrine  Activity" 
(From  Section  on  Gynecology  and  Obstetrics) 
1952 — Samuel   F.   Ravenel,   M.D.  Greensboro 

"Humidification    in    Pediatrics" 
(From    Section   on   Pediatrics) 

1953— Harrie  R.  Chamberlin,  M.D Chapel  Hill 

"Diagnosis    and     Management    of    Poisoning 

Due  to    Organic    Phosphate  Insecticides" 
(From   Section   on  Pediatrics) 

1954— Paul    Kimmelstiel,    M.D Charlotte 

Roland  T.  Pixley,  M.D Charlotte 

John    Crawford,    M.D Charlotte 

"Statistical  Review  of  Twenty-two  Thousand 

Cases   Examined  by  Cervical    Smears" 
(From  Section  on  Pathology) 

1955— H.  Hugh  Bryan,  M.D Chapel  Hill 

"Obesity  and  the  Public  Health" 
(From  Section  on  Public  Health) 

1956— Wm.   M.   Peck.   M.D. McCain 

"The    Changing  Pattern  of  Tuberculosis" 
(Section   PH&E) 

1957— John  R.  Ashe,  Jr.,  M.D Concord 

John  V.  Arey,  M.D Concord 

"The    Use    of   Diamox   in    Obstetrics    and 

Gynecology" 
(From  Section  on  Obstetrics  and  Gynecology) 

1958— John   O.   Lafferty,   M.D. 

"Peptic   Ulcers  in   Children" 
(From   Section  on  Radiology) 

1959— Robert  E.  Coker,  Jr.,  M.D.  Chapel  Hill 

"The   Medical    Student   and   Specialization" 
(From  Section  on  Public  Health  &  Education) 

I960 — William  J.  A.  DeMaria,  M.D Durham 

"Management    of    Childhood    Nephrosis" 
(From   Section  on  Pediatrics) 

1961— William   W.   Shingleton,  M.D.  Durham 

"Some  Recent  Clinical  and  Experimental  Ad- 
vances Relative  to  Diseases  of  the  Biliary 
Tracts   and   Pancreas" 
(From    Section   on    Surgery) 

1962 — Frank  C.  Greiss,  Jr.,  M.D Winston-Salem 

"Inevitable,  Incomplete  and  Septic  Abortions" 
(From  Section  on  Obstetrics  &  Gynecology) 

1963— No    Awards. 
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1964— Christopher  Columbus  Fordham,  Kenneth  Podger,  M.D.     .             Durham 

III,  M.D Chapel  Hill  "'Obstetric  Analgesia  and  Anesthesia" 

"Problems    in    the    Diagnosis    of    Renal  <From  Section  on  Obstetrics  and  Gynecology) 

Parenchyma  Disease"  1955 — Dirk  Verhaeff,  M.D.                              Huntersville 

•  From    Section    on    General    Practice    of  William  M.  Peck,  M.D.                               McCain 

Medicine)  "The  Trends  in  Management  of  Tuberculosis  in 

1965— Archie  Lipe  Barringer,  M.D.          Mount  Pleasant  Children" 

"CHRONIC    URETHRITIS   IN   THE    FE-  (From  Section  on  Pediatrics) 

MALE"  1956 — Benjamin  A.  Johnson,  M.D Durham 

(From    Section    on    General    Practice    of  Susan  C.  Dees,  M.D.                                    Durham 

Medicine)  "mmunization  of  Allergic  Children  with  Particular 

1966— Stewart  M.  Scott,  M.D.                    ...         Oteen  Reference  to  Eczema  Vaccinatum" 

"FEMORO-POPLITEAL  ARTERIAL  (From  Section  on  Pediatrics) 

OBSTRUCTION"  1957— Walter  A.  Sikes,  M.D Raleigh 

(From  Section  on  Surgery)  John  D.   Patton,  M.D Asheville 

1967— M.  Carlyle  Crenshaw,  Jr.,  M.D Durham  Robert  L.  Craig,  M.D.         .                       Abbeville 

"PREMATURE    SEPARATION    OF    THE   NOR-  Marie  Baldwin,  M.D.                                 Asheville 

MALLY  IMPLANTED  PLACENTA"  Anne  Sagberg,  M.D Asheville 

(From  Section  on  Obstetrics  &  Gynecology)  R.  Charman  Carroll,  M.D.                         Asheville 

"Trends  in  the  Development  of  an  Open 

Psychiatric  Hospital" 

THE   GEORGE  MARION  COOPER  AWARD  iFrom  Section  on  Neurology  on  Psychiatry) 

The   Fellows   of   the   Wake   County   Medical   Society  1958— Madison  S.  Spach,  M.D. 

present this  George  Marion  Jerome  S.  Harris,  M.D. 

Cooper   Award   established   in   honor   of  George   Mar-  ..Congenital  Heart  Disease  in  Infancy" 

ion  Cooper,  physician  and  health  benefactor.  (From  Section  on  Pediatrics" 

This  medal  is  awarded  by  the  Fellows  of  the  Wake  1959— Roy  T.  Parker,  M.D Durham 

County   Medical   Society    as    a    token   of   appreciation  Harry  W.  Johnson,  M.D Durham 

and    esteem    in    recognition    of    the   eminence    of    an  F.  Bavard  Carter,  M.D Durham 

essay    contributing    to    the    knowledge    and    advance-  "Obstetric  Shock" 

ment  of  the  science  of  medicine  in  the  field  of  Pre-  (From  Section  on  General  Practice  of  Medicine) 

ventive  Medicine,  Public  Health,  or  Maternal  and  In-  1960— Courtney  D.  Egerton,  M.D Raleigh 

fant  Health  Care,  presented  before  the  Medical  Society  Robert  J.  Ruark,  M.D Raleigh 

of  the  State  of  North  Carolina.  The  following  Fellows  "Continuous  Caudal  Analgesia  in  Private 

have  been  awarded  this  medal:  Practtice" 

1951— Donald  L.  Whitener,  M.D.                 Winston-Salem  (rom  Section  on  Obstetrics  &  Gynecology) 

"The    Management    of    Labor    and    Delivery    in  1961— Kenneth   D.   Hall,   M.D.                              Durham 

the  Interest  of  the  Premature  Infant"  "Post-Anesthetic  Care  of  the  Geriatric  Patient" 

(From  Section  on  Gynecology  and  Obstetrics)  (From  Section  on  Anesthesiology) 

1952— Ronald  Stephen,  M.D.,  Senior  Author;  1962— Jesse  P.  Chapman,  Jr.,  M.D                    Asheville 

Duke  University                                        Durham  "Thoracic  Trauma  and  Its  Treatment" 

"The  Evaluation  of  Methods  of  Pain  Relief  During  (From  Section  on  Orthopaedics  and  Traumatology) 

Labor  and  Delivery  with  Reference  to  Mother  1963 — No  Awards. 

and  Child"  1964— Robert  Stevenson  Lackey,  M.D.                 Charlotte 

(From  Section  on  Gynecology  and  Obstetrics)  "Special  Procedures  in  a  Community  Hospital" 

1953— Ernest  Craige,  M.D.                               Chapel  Hill  (From  Section  on  Radiology) 

"The   Prevention   of   Recurrences   of   Rheumatic  1965— No  Awards. 

Fever"  1966— No  Award. 

(From  the  Section  on  Practice  of  Medicine)  1967— Robert  Griffin  Brame,  M.D Winston-Salem 

1954— Richard  L.  Pearse,  M.D Durham  "SEPTIC  ABORTION" 

Eleanor  Easley,  M.D Durham  (From  Section  on  Obstetrics  &  Gynecology) 
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GASTON    COUNTY   MEDICAL    SOCIETY   AWARD 

By  authority  of  the  House  of  Delegates  an  award 
is  established  by  the  Gaston  County  Medical  Society 
fo."  the  best  presentation  of  audio-visual  material  in 
scientific  treatise  and  will  be  awarded  to  the  best 
presentation  annually  at  the  Annual  Session  of  the  State 
Society.  Competition  will  be  restricted  to  audio-visual 
material  as  provided  by  the  rules.  Program  Chairmen 
of  the  eleven  scientific  sections  should  take  note  of  this 
in  the  preparation  of  the  1956  program  and  in  judging 
of  presentations  at  the  Annual  Session  in  1956.  The 
following  Fellows  have  been  awarded  this  medal. 

1952— Kenneth  L.  Pickrell,  M.D Durham 

"Tattooing  the  Cornea" 
i From  Scientific  Exhibits) 

1953— Joseph  E.  Markee,  M.D.  Durham 

"Autonomic  Nervous  System" 
(Film  from  Audio-Visual  Postgraduate 
Instructional  Program) 

1954— William  H.  Boyce,  M.D Winston-Salem 

Fred  K.  Garvey,  M.D Winston-Salem 

Charles  M.  Norfleet,  M.D.  Winston-Salem 

"Biocolloids  of  Urine  in  Health  and  in  Calculous 

Disease" 
(From  Scientific  Exhibits) 

1955— Caleb  Young,  M.D Winston-Salem 

"Congenital  Dislocation  of  the  Hip" 

(A  motion  picture) 

(From  Postgraduate  Audio-Visual  Program) 

1956— C.   R.   Stephen,  M.D Durham 

R.  C.  Martin,  M.D Durham 

Bourgeois-Gavardin Durham 

"Prophylaxis  of  Non-Hemolytic  Transfusion 

Reactions:  Value  of  Pyribenzamine" 
(From  Section  on  Anesthesia) 

1957 — J.  Leonard  Goldner,  M.D Durham 

Mr.  Bert  Titus      Durham 

"The  Juvenile  Amputee-Upper  Extremity" 

i From  Section  on  General  Practice  of  Medicine) 


1958— T.  Franklin  Williams,  M.D. 

J.  L.  DeWalt,  M.D. 

R.  W.  Winter,  M.D. 

Charles  H.  Burnett,  M.D. 

"Newer  Diagnostic  Criteria  in  Hyperparathy- 
roidism" 

'From  1958  Scientific  Exhibits) 
1959— Albert  G.  Smith,  M.D.  . .         Durham 

"Automation  in  the  Clinical  Chemistry 
Laboratory" 
1960— Paul  W.   Sanger,  M.D.  Charlotte 

"Surgical    Management    of    Deformities    of    the 
Anterior  Chest" 

( From  1960  Scientific  Exhibits  I 
1961— Robert  Page  Morehead,  M.D. 

"Tumor  Formation" 

( 1961  Scientific  Exhibits  I 
1962— Paul  W.  Sanger,  M.D 

"Closure  of  Ventricular  Septal  Effects- 
Presentation  of  New  Methods" 

H962  Scientific  Exhibits) 
1963— No  Awards. 
1964— Joseph  William  Eades,  M.D. 

Hilliard  Foster  Seigler,  M.D. 

"Hand  Rehabilitation   Center" 

(1964  Scientific  Exhibits) 
1965— Carl  N.  Patterson,  M.D.  .   . 

"PHYSIOLOGIC  SEPTOPLASTY  AND 
RHINOPLASTY" 

(From  Section  on  Ophthalmology  & 
Otolaryngology) 
1966— No  Award. 

1967— Vernon  Hinson  Youngblood,  M.D.,  and 

Edwin  Merrill  Tomlin,  M.D Concord 

"AN  ORAL  ANTI -INFLAMMATORY 
AGENT  FOR  URETERAL  CALCULI" 

11967  Scientific  Exhibits) 


Winston-Salem 


Charlotte 


Greensboro 
Greensboro 
Chapel  Hill 

Durham 


STATUS  OF 

SOCIETY  MEMBERSHIP 

BY  COUNTIES  FOR  YEARS   1953-1967 

COUNTY 

1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965      1966 

1967     1968 

Alamance-Caswell 

62 

62 

62 

63 

65 

66 

66 

67 

70 

70 

72 

71 

70 

72 

73 

7 

4 

6 

4 

5  .. 
6 

6 

4 

4 

Alleghany  2 
Anson 

4 

11 

10 

11 

10 

10 

8 

8 

10  .  . 

8 

8 

9 

6 

7 

7 

7 

Ashe  3 

11 

8 

8 

9 

13 

8 

8 

8 

8 

6 

12 

12 

Ashe-Alleghany 

Ashe-Watauga 
Avery  4 

18 
10 

9 

8 

9 

9 

9 

11 

10 

10 

13 

11 

11 

12 

10 

9 

Beaufort 

16 

15 

16 

17 

20 

19 

18 

19 

37 

20 

22 

21 

21 

Beaufort-Hyde-Martin- 

38 

Washington-Tyrrell 
Bertie 

38 

10 

10 

10 

10 

10 

10 

10 

10 

8 

8 

9 

8 

8 

7 

8 
8 

Bladen 

10 

11 

11 

11 

12 

11 

12 

10 

10 

10 

10 

5 

179 

10 

5 
189 

9 

5    . 
183 

9 

179 

181 

41 
59 
26 

Buncombe 

162 

159 

174 

175 

175 

170 

170 

172 

175 

174 

Burke 

38 

35 

38 

35 

36 

34 

34 

35 

36 

36 

40 

43 

43 

41 

Cabarrus 

51 

47 

52 

59 

59 

58 

02 

60 

61 

58 

59 

57 

03 

ill 

Caldwell 

25 

23 

26 

28 

27 

20 

27 

29 

31 

32 

34 

34 

31 

28 

1 

19 

1 

64 

1  .. 
21 

1 
65 

21 
65 

22 
65 

20 

Carteret 

16 

16 

16 

17 

18 

19 

20 

20 

20 

20 

Caswell  6 

Catawba 

38 

42 

46 

47 

49 

51 

52 

53 

58 

61 

74 

9 

11 

Chatham 

10 

Id 

11 

11 

12 

13 

13 

15 

13 

14 

12 

9 

10 

9 

Cherokee 

8 

9 

10 

11 

11 

10 

10 

11 

10 

11 

11 

10 

11 

11 

Chowan-Perquimans 
Clay  7 
Cleveland 

10 

11 

12 

12 

10 

11 

10 

9 

11 

11 

10 

10 

8 

. 

37 

42 

44 

47 

45 

45 

46 

43 

44 

49 

48 

49 

49 

53 

52 

Columbus 

19 

20 

19 

23 

22 

24 

23 

21 

20 

22 
31 

22 
31 

21 
31 

20 
35    . 

19 

i.      .  | 

Craven 

23 

26 

25 

24 

27 

27 

26 

28 

28 

35            ■' 

64 

36 
63 

Cumberland 

41 

46 

51 

50 

56 

58 

58 

59 

59 

60 

58 

2 

60 
2  . 

66 

2 
38 

2 
38 

36 

36 

Davidson 

36 

37 

35 

35 

40 

43 

41 

40 

38 

38 

37 

6 

13 

7  . 
16 

17 

15 

Duplin 

13 

13 

16 

18 

15 

15 

15 

13 

13 

14 

15 

Durham-Orange 

251 

261 

285 

300 

313 

314 

325 

344 

355 

360 

378 

473 

400 

395 

397 

Edgecombe-Nash 

64 

58 

62 

67 

66 

65 

61 

65 

69 

66 

68 

70 

70 

70 

69 

Forsyth 

17(1 

L86 

203 

213 

221 

221 

220 

222 

221 

234 

236 

247 

240 

253 

258 

Franklin 

8 

10 

10 

10 

10 

12 

10 

10 

13 

11 

12 

10 

11 

12 

11 

Gaston 

60 

63 

70 

69 

70 

70 

72 

73 

73 

74 

77 

80 

70 

79  < 

76 

Gates 

Graham 

Granville 

3 

2 
17 

3 

3 

3 

3 

3 

3 

2 

2 

2 

1 

1 

1 

1 
1 

1 

1 

16 

19 

21 

25 

26 

27 

29 

28 

25 

28 

29 

32 

28 

23 

3 

3 

3 

3 

3 

2 

2 

2 

2 

2 

Guilford 

198 

199 

215 

214 

214 

220 

221 

232 

240 

242 

253 

258 

263 

267 

270 

Halifax 

29 

32 

31 

32 

32 

33 

32 

29 

28 

28 

25 

27 

27 

26 

26 

Harnett 

13 

20 

19 

L9 

10 

10 

21 

22 

23 

24 

25 

23 

23 

20 

19 

Haywood 

25 

22 

26 

20 

31 

33 

35 

34 

33 

31 

32 

32 

29 

32 

31 

Henderson 

30 

31 

32 

34 

34 

36 

34 

34 

31 

32 

32 

31 

30 

33 

32 

Hertford 

14 

L6 

17 

14 

15 

16 

10 

17 

16 

16 

16 

15 

15 

16 

15 

Hoke 

L5 

13 

12 

14 

12 

12 

12 

r 

14 

13 

14 

13 

12 

13 

13 

Hyde 
Iredell-Alexander 

l 

1 

1 

1 

1 

50 

49 

47 

48 

48 

47 

47 

47 

52 

47 

49 

56 

55 

Iredell 
Jackson  10 

51 

12 

51 

11 

13 

13 

13 

14 

16 
36 

16 
35 

15 
36 

16 
32 

15 
30 

12 
32 

Johnston 

14 
35 

14 
37 

15 

39 

33 

31 

35 

34 

32 

32 

Jones 

1 
18 

1 

r 

1 
16 

2 
16 

1 
16 

1 
17 

1 

19 

2 

20 

2 

2o 

2 
21 

2 

22 

24 

Lee 

17 

16 

23 

Lenoir 

37 

36 

4, 

40 

42 

47 

4:'' 

50 

49 

5o 

51 

50 

4: 

Lenoir-Green-Jones 

14 

14 

48 
13 

47 

Lincoln 

12 

12 

10 

13 

12 

12 

13 

12 

12 

13 

14 

13 

Macon-Clay 

9 

; 

b' 

12 

11 

r 

11 

'L 

;.! 

9 

1C 

ll 

f 

STATUS  OF  MEMBERSHIP  BY  COUNTIES— Continued 


Totals 


1954 

1955 

1956 

1957 

1958 

1959 

1960 

1961 

1962 

1963 

1964 

1965 

1966 

1967 

1968 

Madison 

7 

10 

6 

7 

7 

7 

10 

8 

6 

6 

6 

6 

6 

6 

6 

Martin  11 

Martin-Washington-Tyrrell  16 

15 

16 

16 

17 

17 

16 

15 

16 

8 

16 

16 

McDowell 

13 

11 

12 

12 

12 

11 

11 

11 

11 

11 

11 

10 

11 

11 

11 

Mecklenburg 

231 

252 

270 

271 

284 

289 

290 

310 

314 

320 

333 

348 

345 

351 

353 

Mitchell   12 

Mitchell-Avery  13 
Mitchell-Watauga  14 

Mitchell-Yancey 

10 

9 

9 

9 

9 

10 

13 

11 

12 

10 

11 

11 

11 

11 

12 

Montgomery  15 

11 

11 

10 

11 

8 

7 

7 

8 

8 

7 

7 

7 

7 

7 

7 

Moore 

33 

35 

34 

32 

31 

32 

32 

31 

32 

37 

35 

36 

37 

39 

40 

Nash  16 

New  Hanover 

68 

69 

73 

76 

77 

7-6 

80 

80 

79 

81 

74 

73 

75 

79 

94 

Northampton 

4 

3 

3 

4 

4 

4 

4 

3 

3 

3 

3 

4 

4 

5 

5 

Onslow 

10 

10 

12 

13 

12 

12 

14 

15 

18 

16 

13 

15 

13 

15 

14 

Orange  17 

Pamlico 

5 

5 

5 

4 

4 

4 

4 

3 

3 

1 

2 

1 

1 

Pasquotank-Camden- 

Currituck-Dare 

25 

27 

28 

29 

28 

26 

2(1 

28 

28 

27 

22 

27 

26 

29 

32 

Pasquotank-Camden- 

Dare  8 

Pender 

4 

4 

4 

Perquimans  18 
Person 

9 

9 

10 

10 

10 

10 

11 

12 

12 

11 

11 

11 

10 

10 

10 

Pitt 

41) 

43 

46 

44 

41 

43 

41 

42 

44 

43 

46 

46 

48 

55 

60 

Polk 

6 

8 

10 

11 

1(1 

11 

11 

12 

13 

13 

16 

15 

17 

17 

17 

Randolph 

24 

28 

28 

28 

26 

28 

27 

28 

31 

29 

31 

31 

31 

31 

30 

Richmond 

23 

21 

20 

19 

20 

22 

22 

23 

23 

22 

21 

22 

22 

22 

21 

Robeson 

44 

48 

45 

43 

46 

49 

48 

49 

47 

50 

50 

50 

50 

48 

48 

Rockingham 

32 

37 

36 

37 

34 

35 

39 

40 

39 

40 

39 

38 

38 

39 

41 

Rowan-Davie 

4.8 

58 

63 

60 

62 

63 

63 

63 

67 

53 

60 

63 

62 

62 

64 

Rutherford 

24 

25 

26 

27 

25 

27 

25 

25 

24 

25 

25 

26 

25 

24 

24 

Sampson 

19 

1!) 

20 

19 

19 

17 

17 

17 

19 

19 

19 

19 

18 

18 

18 

Scotland 

14 

14 

14 

13 

13 

16 

14 

17 

19 

17 

17 

18 

19 

19 

22 

Stanly  15 

26 

29 

29 

29 

27 

27 

28 

27 

27 

25 

27 

25 

21 

25 

26 

Stanly -Montgomery 
Stokes 

3 

5 

5 

5    . 

Surry  19 
Surry-Yadkin 

28 

28 

30 

35 

38 

38 

37 

39 

30 

42 

38 

39 

39 

36 

33 

Swain  10 

4 
13 

5 

14 

5 
13 

5 
15 

4 
14 

4 
12 

4 

Transylvania 

10 

11 

9 

11 

11 

12 

13 

12 

13 

Tyrrell  20 
Union 

15 

15 

16 

17 

16 

15 

15 

16 

19 

19 

19 

17 

19 

19 

19 

Vance 

14 

15 

17 

16 

14 

16 

15 

15 

15 

17 

15 

15 

14 

14 

13 

Wake 

152 

147 

155 

156 

158 

159 

165 

172 

182 

188 

189 

192 

200 

209 

216 

Warren 

8 

9 

9 

8 

8 

7 

8 

8 

7 

6 

6 

4 

5 

5 

4 

Washington-Tyrrell  11 
Watauga 
Watauga-Ashe  22 
Wayne 

11 

10 

10 

9 

9 

10 

11 

11 

12 

12 

10 

10 

11 

37 

39 

42 

43 

44 

47 

50 

52 

50 

55 

56 

56 

56 

55 

53 

Wilkes  9 

18 

19 

19 

19 

18 

17 

Wilkes-Alleghany 

18 

21 

20 

21 

22 

23 

17 

18 

18 

Wilson 

34 

37 

36 

38 

39 

38 

40 

42 

43 

44 

46 

49 

52 

54 

55 

Yadkin   19 
Yancey 

2,673     2,801     2,896     3.058    3,127     3.171      3,211    3,247     3,322    3.351     3,429    3,515     3,566    3,597      3,633 


il)  See  Iredell-Alexander.  i2)  See  Wilkes-Alleghany.  (3)  See  Watauga-Ashe  and  Ashe-Watauga.  '4)  See  Mitchell-Avery. 
(5)  See  Pasquotank-Camden-Dare  and  Pasquotank-Camden-Currituck-Dare.  (6>  See  Alamance-Caswell.  (7)  See  Macon-Clay. 
18)  See  Pasquotank-Camden-Currituck-Dare.  (9)  See  Rowan-Davie.  <  10 >  See  Jackson-Swain.  (11)  See  Martin-Washington- 
Tyrrell.  (12)  See  Mitchell-Avery,  Mitchell-Watauga,  and  Mitchell-Yancey.  (13)  See  Avery  and  Mitchell.  (14)  See  Mitchell, 
Watauga-Ashe,  and  Ashe-Watauga,  (15)  See  Stanly-Montgomery,  Montgomery,  and  Stanly.  <  16  >  See  Edgecombe-Nash.  (17) 
See  Durham-Orange.  (18)  See  Chowan-Perquimans.  (19)  See  Surry-Yadkin.  (20»  See  Washington-Tyrrell  and  Martin-Wash- 
ington-Tyrrell. (21)  See  Mitchell-Watauga,  Watauga-Ashe,  and  Ashe-Watauga.  (22)  See  Ashe-Watauga. 
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The  muscle  relaxant 

that  works 

before  you  write  a  prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a  single  2  cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a  prescription 
for  NORFLEX  tablets,  1  tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon*)  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  -  Average  adult  dose: 
one  ampul,  2  cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS -Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P. DR. 

Riker  Laboratories 
Northridge,  Calif  ornia  91 324 


Norflex 

(orphenadrine  citrate) 


North  Carolina  Medical  Journal 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Carolina 


Volume  29 


October,  1968 


Number  10 


On    Financing    A    Headquarters    Building 


Frank  W.  Jones,  M.D.* 


The  needs  for  a  permanent  Headquarters 
building  were  presented  comprehensively 
last  month  by  President  David  G.  Welton. 
These  have  been  studied  in  depth  by  the 
Headquarters  Facility  Committee,  and  ap- 
proved by  the  Executive  Council  and  tne 
House  of  Delegates.  The  present  quarters  are 
woefully  inadequate ;  sufficient  and  adequate 
rental  space  is  not  available  in  the  desirable 
area  of  Raleigh.  Approximately  15,000  square 
feet  of  space  is  needed  in  order  to  permit 
efficient  and  desirable  operations  of  the 
many  activities  and  functions  of  our  Society. 

The  site  currently  selected,  just  a  few 
blocks  from  the  state  Legislative  Building, 
would  be  enticing  to  other  organizations  in 
the  health  care  field  on  a  term  lease  basis. 
By  this  mechanism,  a  larger  building  could 
be  constructed;  renting  some  portion  of  it 
would  help  defray  its  cost  and  would  provide 
additional  room  for  future  needs.  Available 
rental  space,  balanced  against  site  and  im- 
provement costs,  if  done  to  a  practical  feasi- 
bility level,  would  definitely  diminish  the 
per  square  foot  investment  ratio. 

The  opportunity  for  the  Society  to  increase 
its  liaison  with  the  specialty  organizations 
within  medicine,  with  related  governmental 
activities,  health  oriented  non-governmental 
organizations,  and  with  other  scientific  so- 
cieties, presents  itself.  A  building  oriented 
to  a  "Ministry  of  Health"  under  one  roof 
would  be  of  unusual  long-term  benefit. 

What  avenues  of  financing  are  open  to  the 
Society? 

There  are  many  avenues  of  financing 
available.  Among  those  to  be  considered  are 
the  following,  listed  at  random : 


*President,  M.S.S.N.C.  1966-67.  Currently  one  of  our  four 
delegates  to  the  A.M. A.  House  of  Delegates;  Chairman. 
Planning  Council  of  the  M.S.S.  N.  C. 


1.  Long  term  financing  with  banking  in- 
stitutions or  insurance  companies. 

2.  Short-term  dues  increase  for  primary 
financing. 

3.  Bonds,  or  other  debentures,  sold  to  indi- 
viduals or  to  institutions. 

4.  Bequests  with  foundation  ownership 
(we  rent) . 

5.  Private  corporation  financing — i.e.,  let 
the  building  be  constructed,  owned  and 
rented  by  a  corporation  with  shareholders, 
set  up  for  profit.  (An  apt  name  for  such 
would  be  Medicorp.) 

6.  Construction  by  retirement  plan  organ- 
izations. 

WHAT  ARE  SOME  OF  THE  ADVANT- 
AGES AND  DISADVANTAGES  OF  LONG- 
TERM  FINANCING  BY  INSURING  COM- 
PANIES OR  BANKS  AS  OPPOSED  TO 
SHORT-TERM  FINANCING  SUPPORTED 
BY  A  LIMITED  TERM  INCREASE  OF 
DUES  IN  THIS  SPECIAL  AND  UNIQUE 
CIRCUMSTANCE  ? 

A  number  of  assumptions  will  need  to  be 
made  for  the  purpose  of  exposition.  These 
assumptions  will  be  obvious  when  they  are 
encountered  in  the  discussion  that  follows. 

First  we  will  need  to  consider  whether 
we  are  shooting  for  15,000  square  feet, 
30,000  square  feet,  or  60,000  square  feet. 

We  are  not  stating  that  $20.00  per  square 
foot  is  the  projected  cost,  but  to  have  some- 
thing to  discuss,  we  have  to  use  some  figure. 

1.  15,000  square  feet  (a  two-story  build- 
ing 75  x  100)  at  $20.  sq.  foot  is  $300,000.00. 

2.  25,000  square  feet  (a  building  two- 
stores  85  x  120  with  an  underlying  parking 
facility  at  a  reduced  cost  per  square  foot) 
would  be  on  the  basis  of  $20.  sq  foot  $500,- 
000.00. 
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3.  At  the  last  Executive  Council  meeting, 
a  sum  of  $800,000.00  was  broached  as  a  take- 
off. If  we  talk  of  $20.00  per  square  foot,  this 
would  need  to  have  at  least  $50,000.00  set 
aside  for  furniture  and  equipment  of  non- 
construction  type.  Down  now  to  $750,000.00. 
Seven  percent,  less  weighted  allowance,  for 
architect  and  engineering  fees.  Another 
$50,000.00  rounded  off,  and  we  are  left  with 
$700,000.00  going  into  construction  of  the 
building. 

At  $20.00  per  square  foot,  how  much  will 
this  buy?  35,000  square  feet. 

One  should  also  consider  building  a  full 
area  substructure  under  roof.  The  differen- 
tial in  costs  of  sub-structure  floor  will  throw 
these  rough  estimates  off,  but  if  foundation 
portions  for  a  six-story  building  are  consid- 
ered, they  might  balance  out  fairly  close. 
ACTUAL  COST  OF  A  DUES  INCREASE 

The  proposal  adopted  by  the  House  of 
Delegates  in  May  of  1968  was  a  term  in- 
crease in  dues,  for  specific  purpose,  of  $60.00 
annually  over  a  period  of  five  years,  with 
permission  to  discount  this  by  paying  $250.00 
in  one  lump  sum  instead  of  $300.00  over 
five  years. 

The  following  figures  are  taken  from  offi- 
cial manuals  on  income  taxation : 

JOINT  RETURN  SCHEDULE  FOR  TAXABLE 
RETURNS   (AFTER  1964) 
Taxable  Income   U.  S.      State  To 

(line  lid,  1040)  Bracket  Bracket      Total  Taxes   To  You 


$16  to  20,000. 
20  to  24,000. 
28  to  32.000. 
36  to  40,000. 
40  to  44,000 
44  to  52,000. 
64  to  76,000. 


28r; 

32 

30 

45 

4H 

50 

55 


35% 
39 

46 
52 
55 
57 
62 


35% 
39 

46 
52 
55 
57 
62 


65% 
61 

54 
48 
45 
43 
38 


Utilizing  the  above  tables,  net  cost  to  a 
member  can  be  figured.  In  the  $20,000.00 
bracket,  you  would  pay  out  of  the  annual 
$60.00  a  total  of  $36.00  (one  football  game). 

In  the  $36,000.00  bracket,  you  would  only 
be  paying  $28.80  (theater  and  dinner  in 
North  Carolina). 

In  the  $40,000.00  bracket,  you  would  pay 
$27.00  annually  (dinner  and  tip  and  a  very 
few  cocktails  for  two  in  some  of  the  bigger 
towns  in  the  United  States,  and  you  still 
aren't  "first-class"!) 


According  to  an  article  in  the  June  24, 
1968,  issue  of  "Medical  Economics,"  the 
median  income  of  physicians  after  deductible 
expenses  but  before  income  taxes  amounted 
to  $32,170.  in  1966.  Other  sources  project 
$35,000  median  "annual  net  income"  for 
1967. 

If  we  assume  that  this  is  an  off-beat 
method  of  saying  "net  taxable  income,"  then 
for  the  point  of  discussion  we  may  use  this 
figure  to  estimate  tax  and  tax  brackets  us- 
ing one  quoted  figure  (whether  we  agree 
to  its  accuracy  or  not) . 

The  Federal  tax  bracket  for  $35,000.00 
joint  return  and  not  including  the  current 
10%   surcharge  is 

$8,660.00   plus    42%   of   the   excess    over 
$32,000.  Therefore,  the  Federal  bracket  is 
42%.    Add    to    this    the    North    Carolina 
bracket  of  7%,  and  we  have  49%.  To  all 
intents    and    purposes,    six    months'    net 
earning  go  for  taxes,  leaving  six  months' 
earnings   for   the   physician's   living   and 
other   non-business  expenses. 
This  would  mean  that  out  of  the  proposed 
$250,00    lump    sum    increase    in   dues,    the 
MEDIAN    member    would    only    be    paying 
$125.00  of  his  own  funds.  These  figures  can 
easily   be   carried    into   the   higher   bracket 
areas.  With  each  four  thousand  jump,  the 
bracket  increases  by  either  3'<    or  2%.  All 
figuring  alluded  to  in  the  foregoing  is  that 
which  would  be  set  down  in  line  lid,  page 
one,  of  the  1967  1040  return  forms  and  re- 
flects as  total  tax  liability  in  line  12  of  that 
page. 

We  need  now  to  look  at  the  methodologies 
of  financing  and  specifically  we  must  con- 
sider debt  service — amortization  of  a  loan 
(interest  and  payment  on  principal).  Re- 
member that  standard  dues  will  need  to  be 
increased  to  carry  this  debt  service. 

PLAN  I   (LOAN  FINANCING) 

Projection  of  Amortization  of  a  Long- 
Term  Loan 

Assumptions 

A.  Even  monthly  payments  for  the  life  of 
the  loan.  In  the  first  portion  of  months7 
years,  the  interest  payments  would  be  corre- 
spondingly higher  while  in  the  latter  part 
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of  the  loan  life  the  applicatives  to  principal 
would  be  greater. 

B.  Borrowing  is  $1,000,000.00  (one  mil- 
lion dollars) 

C.  Interest  rate  is  7.5 %  annually.  No  con- 
sideration of  legal  fees,  closing  fees,  insur- 
ance, or  other  factors. 

Exercise 

1.  A  loan  to  amortize  at  7  years  would 
require  monthly  payments  of  $15,339.00,  or 
a  total  of  $184,068.00  per  pear  for  a  seven 
year  total  of  $1,288,476.00.  Therefore,  to 
utilize  borrowed  money,  interest  alone  is 
$288,476.00,  or  $41,210.80  annually  averaged 
out. 

Exercise 

2.  A  loan  to  amortize  at  15  years  would 
require  monthly  payments  of  $9,271.00,  or  a 
total  of  $111,252.00  annually  for  a  fifteen 
year  total  of  $1,668,760.00.  Therefore,  to 
utilize  borrowed  money  for  15  year  term 
means  an  interest  expenditure  of  $668,780.00 
or  $44,385.30  annually  averaged  out. 
Exercise 

3.  (The  figures  here  are  not  exactly  ac- 
curate as  interest  and  principal  payment- 
amortization — tables  available  did  not  carry 
a  7.5%  25  year  term.  These  figures  are  to 
be  considered  estimates  only.) 

A  loan  to  amortize  at  25  years  would  re- 
quire annual  payments  of  $88,596.00,  or 
$7,383.00  monthly.  Therefore  to  utilize  bor- 
rowed money  for  a  25  year  term  means  an 
interest  expenditure  of  $1,214,900.00  or 
$48,596.00  annually  averaged  out. 

PLAN  2   (DUES  FINANCING) 

All  figures  in  this  plan  are  rounded  off. 
Several  assumptions  are  made.  It  does  be- 
come necessary  to  establish  some  base  for 
comparison. 
Assumption  A: 

That   there   are   3500    dues-paying   mem- 
bers of  the  M.S.S.N.C. 

Assumption  B: 

That  3000  of  these  would  go  along  with 
$300.00  temporary  dues  increase  spread  over 
five  years    (a  so-called  5-year  term  special 
dues). 
Assumption  C: 

That  of  these  3000,   1500  would  elect  to 


pay  a  lump  sum  of  $250.00  in  lieu  of  a  five- 
year  spread  (50%). 
Assumption  D: 

That  we  need  a  million  dollars. 
Exercise 

1500  members  at  $250.00 

equals  $375,000.00 

1500  members  at  $300.00 

equals  450,000.00 

Total    Revenue  825,000.00 

*  Long-term  capital  borrowing 

needed  175,000.00 

$1,000,000.00 
*In  this  long-term  capital  borrowing  con- 
sideration is  not  given  to  a  declining  bal- 
ance borrowing  of  money  needed  to  back 
the  deferred  payment  plan  for  the  five 
years. 

PLAN  3   (DUES  FINANCING) 
SAME  PREAMBLE  AS  IN  PLAN  2 
Assumption  A: 

That  we  have  3400  dues-paying  members 
and  they  all  agree  to  pay  either  $300.00  or 
$250.00. 
Exercise  1 : 

All  paying  $300.00  $1,020,000.00 

(all  we  need  if  one  million  is  our  goal) 
Exercise  2: 

50%,  or  1700  paying  $250.00 

equals  $    425,000.00 

50%,  or  1700,  paying  $300.00 

equals  510,000.00 


TOTAL 
'Long  term  borrowing 


$    935,000.00 
65,000.00 

$1,000,000.00 


*In  this  long-term  capital  borrowing,  consid- 
eration is  not  given  to  a  declining  balance 
borrowing   of   money   needed   to   back   the 
five  year  deferred  payment  plan. 
OBSERVATIONS : 
It  is  fair  to  state  that  a  prospectus  has  not 
been   set  forth   which   concerns   itself   with 
data  regarding  rental   income  amortization 
of  debt.  When  one  looks  at  this,  the  variables 
are  difficult  to  assay.  How  much  space  would 
be  needed  for  the  Society's  use  alone?  The 
square  footage  spoken  of  in  the   examples 
above  was  construction  square  footage  and 
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not  rentable  square  footage.  Rentable 
square  footage  eliminates  common  corridors, 
partitions,  walls  mechanical  space,  foyers, 
entries,  maintenance  areas,  and  other  re- 
gions common  to  the  building  as  a  whole. 

Formulae  are  extant  with  reference  to 
percentage  income  -  producing  (rental) 
square  footage  depending  upon  the  specific 
utilization  of  the  structure.  The  fact  still  re- 
mains that  space  occupied  by  the  Society  will 
be  a  rental  item  to  the  Society  and  will  have 
to  be  funded  out  of  ordinary  expense  budget- 
ing. It  is  suspected  that  IRS  would  consider 
that  equally  desirable  space  should  have 
commensurate  rental.  This  is  especally  true 
if  ownership  and  partial  tenancy  is  by  a 
not-for-profit  trade  organization,  or  a  tax 
sheltered  group. 

Many  believe  that  the  way  to  make  money 
is  to  borrow  money.  This  is  often  the  me- 
chanism used  by  corporate  structures.  All 
of  this  is  based  upon  the  income-producing 
potential  of  the  available  shifting  money 
flow  within  the  operation  of  the  corporation. 
If  a  thousand  dollars  can  produce  a  twelve 
percent  return  and  money  can  be  borrowed 
at  7.5  per  cent,  then  certainly'  this  makes 
good  sense.  Our  situation  is  unique  in  view 
of  the  capital-producing  potential  of  the 
short-term  dues  proposal. 

It  will  be  noted  in  these  projections  that 
any  monies  belonging  to  the  Society  and 
presently  held  in  the  reserves  and  that  any 
sum  which  might  be  realized  from  the  sale 
of  any  real  or  personal  property  have  not 
been  brought  into  the  picture.  This  was  very 
deliberately  omitted.  Regardless  of  the  me- 
chanism of  funding  decided  upon  by  the  So- 
ciety, these  assets  can  be  applied.  There  is 
some  reason  to  think  that  a  broadside  de- 
pletion of  reserves  in  an  organization  of 
this  type  is  not  only  unwise  but  uneco- 
nomical in  view  of  the  contingencies  that 
constantly  beset  operations  of  any  form  to- 
day. 

The  question  arises  as  to  how  much  money 
would  $250.00  earn  over  a  five-year  period 
for  the  "donor".  At  five  percent,  withdrawn 
quarterly  or  annually,  this  amounts  on  a 
straight  basis  to  $62.50.  Take  a  look  at  it 
another  way.  This  time,  $60.00  per  year  de- 


posited in  amounts  of  five  dollars  each  month 
for  a  total  of  60  months  (five  years) .  As- 
suming that  the  schedule  is  based  upon  4.5% 
annual  interest  with  earnings  added  to  the 
account  and  compounded  quarterly,  we  ar- 
rive at  a  total  account  asset  of  $336.79  at 
the  end  of  five  years.  Gain  is  $36.73.  Con- 
sideration will  not  be  given  here  to  invest- 
ments in  the  so-called  risk  capital  area, 
which  take  into  account  capital  gains  and 
dividends,  if  any.  One  final  fling  at  "high 
finance".  According  to  the  tables,  if  the 
$250.00  mentioned  early  in  this  paragraph 
is  deposited  as  a  lump  sum  and  left  for  five 
years  at  4.5%,  compounded  quarterly,  your 
account  will  grow  to  $312.69.  This  amounts 
to  an  increment  of  $62.69. 

The  train  left  me  sitting  in  the  money- 
magic  station  with  one  thought  in  mind ; 
if  it's  "their  money"  I'm  paying  for,  it  costs 
a  lot;  if  it's  "my  money"  they  are  using,  it 
doesn't  pay  much ! 

The  old  Romans  had  a  way  of  saying 
things.  Away  back  in  the  first  or  second 
century  A.D.,  a  noted  philosopher-scholar 
might  have  said  in  stilted  and  sonorous 
words  somewhat  as  follows:   (porcine  latin) 

"Birdae  in  handum  worthi  morebus  two 
in  bushorum" 


STATEMENT    BY    THE 

Finance    Committee 

Regarding  the  various  ways  of  financing 
a  Headquarters  Building  the  members  of  the 
Finance  Committee  have  given  this  subject 
prolonged  study  and  consideration  from 
every  conceivable  angle.  We  have  concluded 
that  it  is  to  the  best  interests  of  a  majority 
of  our  membership  to  accept  a  short-term 
special  dues  increase  as  was  passed  by  the 
House  of  Delegates  in  May  1968. 

We  believe  that  Dr.  Frank  W.  Jones  has 
made  an  excellent  presentation  of  this  mat- 
ter and  hereby  endorse  his  article  as  pub- 
lished in  the  October  issue  of  our  Journal. 

COMMITTEE  ON  FINANCE 
Wayne  J.  Benton,  M.D.,  Chairman 
Elias  S.  Faison,  M.D. 
T.  Tilghman  Herring,  M.D. 
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How    Should    We    Finance    Our    New 
Headquarters    Building? 

A.  Hewitt  Rose,  Jr.,  M.D.* 


As  Chairman  of  the  Committee  on  Head- 
quarters Facility,  I  have  given  considerable 
thought  to  the  question  of  how  our  head- 
quarters should  be  financed.  First,  and  fore- 
most, I  would  like  to  say  that  I  am  thorough- 
ly convinced  of  our  need  for  a  new  head- 
quarters facility.  I  feel  that  the  present 
quarters  are  totally  inadequate  and  that  the 
Society  needs  a  new  facility  as  soon  as  it 
can  be  provided.  The  Medical  Society  has 
done  a  lot  for  all  of  its  members  and  I,  for 
one,  particularly  appreciate  its  activities  in 
my  behalf. 

My  primary  interest  is  therefore  not  ex- 
actly how  we  will  finance  the  new  head- 
quarters building,  but  that  we  finance  it  on 
a  basis  that  is  acceptable  to  the  majority  of 
the  membership.  I  do  have  some  specific 
ideas  on  financing  that  I  would  like  to  set 
forth.  I  would  like  to  see  us  finance  the  build- 
ing with  a  long  term  loan.  There  are  several 
specific  reasons  that  have  led  me  to  the 
conclusion  that  we  should  definitely  borrow 
money  in  order  to  finance  the  new  facility. 
These  reasons  are  as  follows : 

1.  Spreading  the  Burden 
I  advocate  that  we  spread  the  burden  of 
financing  over  a  long  period  of  time.  As  I 
see  it,  we,  who  are  members  of  the  Medical 
Society  today,  have  accummulated  funds  that 
have  been  adequate  for  us  to  purchase  our 
lot,  which,  when  our  newest  acquisition  of 
approximately  11,000  square  feet  is  com- 
pleted, will  represent  an  investment  in 
the  neighborhood  of  $200,000.  We  also 
have  acquired  property  on  the  Raleigh- 
Durham  highway  which  has  appreciated 
in  value  considerably  since  it  was  pur- 
chased. In  addition  to  the  equity  in  our 
lot  on  North  Person  Street,  and  the  equity  in 
our  raw  land  on  U.  S.  highway  70,  we  have 
some  cash  available  for  our  new  facility.  My 
contention  is  that  the  present  membership 
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and  those  who  have  preceded  us  have,  in 
fact,  made  a  substantial  contribution  to  the 
new  headquarters  facility  already.  We  are 
talking  about  building  a  facility  that  should 
be  adequate  for  twenty  five  to  fifty  years 
to  come.  It  is  my  opinion  that  with  the  sub- 
stantial down  payment  that  we  will  be  mak- 
ing on  the  total  package,  that  we  can  well 
afford  to  let  those  members  who  follow  us 
assist  us  in  the  financing  of  the  new  head- 
quarters facility.  I  feel,  personally,  that  the 
Medical  Society  has  benefited  me  and  I 
hope  that  the  time  that  I  am  putting  into 
the  Headquarters  Facility  Committee  is  evi- 
dence of  that  fact.  I  am  certainly  not  trying 
to  dodge  an  obligation,  but  I  simply  feel  that 
we  have  lived  up  to  our  responsibility  in 
making  a  substantial  down  payment. 

The  point  has  been  raised  that  an  increase 
in  dues  over  a  five  year  period  will,  after 
taxes,  cost  us  about  half  the  face  amount 
of  the  increased  dues.  This  is  entirely  true, 
and  there  is  no  way  that  I  can  argue  this 
point  except  to  say  that  I  personally  would 
prefer  to  invest  my  money  rather  than  to  in- 
crease the  dues  to  a  substantial  degree  dur- 
ing the  next  five  years  in  order  to  go  into 
the  new  headquarters  facility  on  a  debt  free 
basis. 

Another  point  that  has  been  raised  is  that 
we  will  pay  a  considerable  amount  of  money 
out  in  the  form  of  interest  over  the  term  of 
a  twenty  to  twenty  five  year  loan.  My  an- 
swer to  this  is  that  time  is  money  and  that 
repayment  will  in  effect  be  coming  from  the 
tenants  that  will  occupy  our  expansion 
space. 

2.  Nonprofit   Corporation 

One  problem  that  has  developed  in  pur- 
suing the  idea  of  a  long  term  mortgage  loan 
is  the  fact  that  the  usury  laws  in  the  State 
of  North  Carolina  presently  prohibit  a  non- 
profit organization,  such  as  the  Medical 
Society,  from  borrowing  money  and  paying 
more     than     6f,<    interest.     I     think     that 
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all  of  us  who  have  had  any  occasion  to  bor- 
row money  for  other  purposes  during  the 
past  year  recognize  that  the  going  rate  on 
mortgage  funds  is  now  substantially  in  ex- 
cess of  6%,  and  that  in  order  for  us  to  bor- 
row money  and  pay  the  going  rate,  we  will 
have  to  create  a  profit-making  corporation 
to  perform  this  function. 

This  does  not  seem  to  be  an  insurmount- 
able handicap.  We  would  simply  create  a 
profit-making  corporation  which  would  hold 
title  to  the  land  and  building  and  which 
would  borrow  the  money.  Our  attorney  has 
communicated  with  the  office  of  Bernard 
Hirsh,  who  is  general  counsel  of  AMA,  and 
that  office  has  indicated  that  it  saw  no  rea- 
son why  the  creation  of  such  a  profit-mak- 
ing corporation  would  adversely  affect  the 
Society's  tax  free  status  insofar  as  IRS  is 
concerned.  I  have  discussed  the  subject  of 
the  6%  interest  limitation  with  such  people 
as  mortgage  bankers,  attorneys,  etc.,  and  I 
get  the  feeling  that  the  legislature  will  cer- 
tainly change  this  unfair  rule.  I  have  dis- 
cussed the  matter  of  mortgage  financing 
with  our  real  estate  consultant  and  with 
several  representatives  of  mortgage  loan 
companies  and  life  insurance  companies. 
I  find  that  the  money  is  apparently  avail- 
able ;  in  fact,  I  have  been  called  a  number 
of  times  recently  by  mortgage  lenders  who 
were  soliciting  the  business.  So  I  say  that  if 
the  funds  are  available,  and  if  there  is  no 
great  difficulty  in  creating  the  profit-mak- 
ing corporation,  which  I  am  assured  there 
is  not,  we  should  proceed  with  the  loan  on 
this  basis. 

As  a  further  point  in  this  connection,  I 
would  like  to  say  that  we  have  worked  out 
some  interest  and  depreciation  schedules  in 
order  to  see  just  where  the  profit-making 
corporation  would  stand.  It  now  appears 
that  the  best  course  of  action  for  us  to  take 
would  be  for  the  profit-making  corporation 
to  own  the  land  and  the  improvements  and 
to  lease  same  to  the  Medical  Society  for  an 
annual  net  rental.  By  net  rental,  I  mean 
the  Society  would  pay  the  profit-making 
corporation  a  fixed  amount  of  rent  each 
year,  and  would  have  the  responsibility  of 
paying  taxes,  insurance,  repairs  and  main- 
tenance and  all  operating  expenses.  It  ap- 


pears that  for  the  first  four  or  five  years  the 
corporation  would  show  a  tax  loss.  So,  in 
effect,  we  are  not  really  talking  about  pay- 
ing a  great  amount  of  income  taxes  if  we 
do  have  a   profit-making  corporation. 

Let's  go  a  step  further  and  look  at  an 
example  of  the  operating  position  that  the 
Medical  Society  will  be  in  based  on  the  as- 
sumption that  a  long  term  loan  can  be  ob- 
tained on  the  following  conditions: 

Term  23+    years 

Amount  $600,000* 

Rate  !Vz% 

The  annual  cash  obligation  of  the  Society 
would  be: 

Net  rent  to  profit-making  corporation  $56,000t 

Expenses  48,000$ 

Cash  to  pay  out  $104,000 


Less 
Income  from  sub-tenants 
12,000  s.f.  x  $4.40  =  52,800 
5%  for  vacancy          2,640 

Effective  gross  from  sub-tenants 

50,160 

Occupancy  cost  to  Society 

•  at  $4.48  per  square  foot) 
Current  annual  rent  paid  by  Society 

$53,840 
27,671 

Additional  cash  obligation: 

$26,169 

*Loan  would  be  to  profit  making  corporation  which 
would  rent  building  to  Medical  Society  for  $56,000  per  year. 
Annual  debt  service  on  the  $600,000  loan  would  be  $54,000, 
leaving    a    $2,000    cash   cushion. 

jThis  is  about  as  low  as  is  thought  would  be  acceptable. 
It  is  only  $2,000  per  year  higher  than  projected  debt  service, 
which  would  be  $54,000;  however,  this  is  not  a  $2,000  profit 
because  after  reflecting  straight  line  depreciation  and  in- 
terest paid  on  mortgage  as  tax  deductions,  there  would 
be  a  tax  loss  for  the  first  five  or  six  years. 

£See   Exhibit  A  for  expense   breakdown. 

What  does  this  amount  to  per  dues  pay- 
ing member  per  year  if  we  have  3,400  such 
members?  $26,169  -  3,400  =  $7.70  per  mem- 
ber per  year.  It  should  be  noted  that  these 
figures  do  not  take  into  account  the  sale  of 
our  property  on  U.  S.  No.  70  which  is  be- 
ing used  as  a  cushion  as  you  will  see  below. 

3.  Equity  Position 
Consider  our  equity  position  as  though 
we  were  purchasing  outright  that  portion  of 
the  new  headquarters  facility  that  will  ac- 
tually be  used  by  the  Society  and  that  we 
would  be  mortgaging  that  portion   for  ex- 
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EXHIBIT  A 

Projected  Expenses 
(for  30,000  sq.  ft.  building) 

Reference:  Projections  for  Scheme  B  in  feasibility  re- 
port increased  by  approximately  10%  to  reflect  price 
rises  generally  experienced  for  such  items  during  the 
past  year. 

Taxes  12,500 

Insurance  1,400 

Janitor  Service  16,700 

Grounds  Maintenance  500 

Building  Repairs  and  Maintenance  900 

Heating  and  Air  Conditioning 

Repairs  and  Maintenance  1,700 

Fuel  2,300 

Electricity  7,300 

Water  700 

Management  4,000 

48,000 

pansion  that  we  would  lease  out  to  other  ten- 
ants. During  the  Executive  Council  Meeting 
held  in  Raleigh  on  August  11,  I  attempted  to 
make  this  point  to  those  present.  I  would 
now  like  to  elaborate  on  it  further. 

We  are  talking  in  terms  of  a  new  head- 
quarters facility  which  would  include  a  build- 
ing containing  approximately  30,000  square 
feet.  The  estimated  cost  of  the  building  ex- 
cluding the  furnishings,  will  run  somewhere 
in  the  neighborhood  of  $650,000.*  At  this 
time  we  do  not  have  an  estimate  as  to  what 
furnishings  may  cost,  but  for  the  purposes 
of  illustration,  let's  say  they  would  cost  $50,- 
000.  This  would  make  a  total  cost,  including 
furnishings,  of  $700,000. 

Where  will  the  $700,000  come  from?  I 
would  propose  that  we  borrow  $600,000  from 
a  life  insurance  company  for  a  20-25-year 
term,  with  an  interest  rate  of  approximately 
7.5%  per  annum.  We  have  in  the  bank  cash 
(in  round  numbers)  of  $100,000,  which  can 
be  made  available  for  our  new  headquarters 
facility.  This  gives  us  the  necessary  $700,- 
000.  I  would  like  to  add  that  the  real  estate 
that  we  have  on  U.  S.  Highway  70  between 
Raleigh  and  Durham  has  a  market  value  to- 
day of  $150,000.  I  would  prefer  to  postpone 
selling  this  land  until  after  the  new  building 
is  completed.  This  would  give  us  a  chance  to 
continue  our  appreciation  of  value  on  this 
property  and   at  the  same  time  give  us  a 


cushion  if  costs  run  higher  than  now  ex- 
pected. In  fact,  in  discussing  the  possibility 
of  a  mortgage,  I  have  insisted  that  the  pro- 
fit-making corporation  be  permited  to  pre- 
pay from  $150,000  to  $200,000  on  the  mort- 
gage with  no  penalty,  when,  if  and  at  such 
time  as  we  sell  the  U.  S.  70  property.  Such 
payment  could  either  reduce  the  term  or  re- 
duce the  annual  mortgage  payments.  On  the 
assumption  that  the  total  cost  of  our  new 
building  and  furnishings  will  run  $700,000, 
and  adding  $200,000  for  land,  we  come  up 
with  a  total  investment  of  approximately 
$900,000. 

Where  does  this  $900,000  come  from? 
If  we  include  the  U.  S.  70  property, 
which  should  be  committed  to  this  pro- 
ject, it  comes  from  the  following 
sources:  Land,  $200,000,  cash  in  bank,  $100,- 
000,*  and  the  Sale  of  U.  S.  70  property 
at  $150,000,t  making  a  total  of  $450,000. 
This  represents  50%  of  our  total  investment 
being  in  the  form  of  equity.  Inasmuch  as  we 
are  only  going  to  use  50%  of  the  improved 
property,  we  are,  in  a  sense,  paying  for  that 
portion  of  the  total  headquarters  building 
which  the  society  will  occupy.  We  are  not 
going  into  debt  for  that.  What  we  are  going 
into  debt  for  will  be  the  portion  of  the  head- 
quarters facility  that  we  will  lease  out.  In 
other  words,  my  contention  is  that  we  are 
going  to  build  our  addition  at  this  time,  and 
we  are  going  to  let  the  tenants  who  occupy, 
and  pay  us  rent  pay  off  the  mortgage  that 
we  will  give  on  the  total  property.  This  line 
of  thinking  makes  a  lot  of  sense  to  me. 

The  above  comments  are  summarized  as 
follows  :t 

Estimated  Cost 
Land  $200,000 

Building  30,000  sq.   ft.  $650,000 

Furnishings   allowance  50,000 


*This  amount  has  been  projected  upward  by  $50,000  since 
the  feasibility  study  was  made  last  year  to  reflect  increased 
building   costs   based   on   today's  prices. 


Necessary  above  land  cost: 

700,000 

Total  estimated  cost: 
Source  of  funds: 
From  life  insurance  company 
From  reserve  savings  account 

$900,000 

$600,000 
100,000 

Necessary 
Land  already  paid  for: 

700,000 
200,000 

Total  estimated   cost: 


$900,000 
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Equity 

Position 

Total  estimated  cost 

$900,000 

Equity  sources: 

Land 

$200,000 

Savings  on  deposit 

100,000 

U.  S.  No.  70  land 

150,000 

Total  Equity 

450,000 

Debt  after  accounting  for  U.  S.  70  land    $450,000=50% 


*This  is  a  reserve  savings  account  in  First  Citizens  Bank 
and  Trust  Company. 

fThis  is,  in  my  opinion,  on  the  conservative  side. 

JFor  purposes  of  this  illustration,  all  numbers  are 
rounded  off. 

Conclusion 
In  conclusion,  I  would  like  to  say  that  the 
Committee    on    Headquarters    Facility    has 


made  some  definite  progress  during  the  past 
year.  We  have  obtained  our  feasibility  study 
and  we  are  now  acquiring  additional  land, 
which  will  give  us  access  to  Bloodworth 
Street.  We  now  wish  to  get  on  with  the 
project.  The  first  thing  that  I  would  like 
to  do  is  to  obtain  authority  to  employ  the 
architect.  Next,  I  would  like  for  us  to  agree 
on  a  financing  plan.  Also,  let  me  point  out 
that  building  costs  are  continuing  to  in- 
crease, at  the  rate  of  6%  per  year.  It  is  my 
sincere  hope  that  we  can  soon  take  some 
positive  action  that  will  give  my  committee 
the  authority  to  proceed  with  the  building 
plans  and  subsequently  with  the  building. 


Possible    Methods    of    Obtaining    Funds    For    Constructing 
A    Medical    Society    Headquarters    Facility 

John  H.  Anderson,  Jr.,  Legal  Counsellor 


The  following  methods  are  available  for 
obtaining  funds  for  the  construction  of  a 
building  by  the  Medical  Society  of  the  State 
of  North  Carolina,  which  were  mentioned 
and  discussed  by  the  members  of  the  Finance 
Committee,  officers,  and  members  of  the 
Executive  Council,  at  Pinehurst  last  May: 

1.  Increase  of  dues  to  the  extent  of  $60.00 
per  year  beginning  January  1,  1969,  to  con- 
tinue for  a  period  of  five  (5)  years  including 
1969,  with  the  option  of  prepaying  such  in- 
crease by  the  payment  of  $250.00  in  1969, 
with  the  further  proviso  that  members  ad- 
mitted after  1969  shall  also  pay  an  equiva- 
lent amount  of  increased  dues  for  a  period 
of  five  years  after  their  admission  to  mem- 
bership in  the  Society.  This  increase  was 
approved  by  the  House  of  Delegates.  Dues 
paid  as  a  requisite  to  membership  in  the  So- 
ciety are  100%  deductible  for  income  tax 
purpose. 

2.  Borrow  the  funds  by  one  of  the  follow- 
ing means : 

(a)  Present  interest  rates  exceed  the  limit 
of  6%  per  year  now  permitted  by  the  Sta- 
tutes of  North  Carolina. 


*Legal     Counsellor,     Medical     Society     of     the     State     of 
North    Carolina,   Raleigh,    N.    C. 


Under  a  special  Statute,  G.  S.  24-8,  inter- 
est not  exceeding  6%  per  year  may  be 
charged  for  loans  to  corporations  "organized 
for  pecuniary  gain".  A  change  in  this  Sta- 
tute would  be  necessary  for  this  exemption 
to  apply  to  the  Medical  Society.  Such  an 
amendment  probably  could  be  enacted  by  the 
next  session  of  the  General  Assembly  which 
convenes  January  1969,  which,  if  enacted, 
would  enable  the  Medical  Society  to  borrow 
money  in  its  own  name  and  retain  title  to 
the  headquarters  facility  property. 

(b)  If  deemed  advisable,  the  Society  might 
obtain  a  loan  from  a  bank  which  is  permit- 
ted to  add  certain  amounts  to  the  principal 
of  a  6%  loan,  partially  payable  over  a  ten 
year  period  with  a  remaining  balance  requir- 
ing re-financing  at  the  end  of  the  period  of 
the  loan. 

(c)  Issuance  and  sale  of  bonds  of  the  So- 
ciety payable  over  a  period  of  twenty  to 
thirty  years,  secured  by  a  deed  of  trust  on 
the  property  or  debenture  agreement,  paying 
6%  interest  (by  coupons)  per  year. 
Such  bonds  may  be  sold  at  a  discount  without 
violating  the  usury  laws  of  North  Carolina 
prohibiting  the  charging  of  more  than 
6%     interest,     inasmuch     as     the     Society, 
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in  my  opinion,  is  a  "private  corporation" 
within  the  meaning  of  G.  S.  24-2  permitting 
the  sale  of  bonds  at  a  discount  by  a  "private 
corporation".  Notwithstanding  the  quasi 
public  functions  of  the  Society,  it  is  not  con- 
trolled by  the  State  and  is  therefore  a 
"private  corporation".  Such  bonds  may  be 
purchased  by  a  single  lender  or  by  many 
purchasers,  members  of  the  Society,  or  any 
other  person. 

(d)  Create  a  corporation  wholly  owned 
by  the  Society  for  the  purpose  of  construct- 
ing and  renting  a  building,  and  obtain  a  loan 
to  such  corporation  of  the  funds  necessary 
for  construction  of  the  building,  for 
which  interest  not  exceeding  8%  may  be 
charged  and  paid  under  the  provisions  of  the 
G.  S.  24-8  permitting  up  to  8%  interest  on 
loans  to  corporations  organized  "for  pecu- 
niary gain".  Such  a  corporation  may  be 
created  by  the  filing  of  Articles  of  Incor- 
poration and  the  issuance  of  all  of  its  voting 
stock  to  the  Society  in  exchange  for  the  head- 
quarters facility  lot,  whereupon  the  corpora- 
tion would  be  wholly  owned  and  controlled  by 
the  Society  through  a  Board  of  Directors 
elected  by  the  Society.  Investment  in  the 
stock  of  such  corporation  would  not  affect 
the  Society's  Federal  tax  exempt  status. 

(3)  Obtain  contributions  from  members 
of  the  Society  and  any  other  source  avail- 


able. Thic  method  would  require  that  the 
building  site  property  be  transferred  to  the 
North  Carolina  Medical  Society  Foundation, 
Inc.,  which  has  been  approved  by  the  Federal 
and  State  scientific  corporation,  contribu- 
tions and  bequests  to  which  will  be  deduct- 
ible by  donors  for  income  tax  and  estate  tax 
purposes.  Contributions  to  the  Society  itself 
are  not  deductible,  inasmuch  as  the  Society 
is  exempt  for  tax  purposes  as  a  trade  organi- 
zation, rather  than  being  a  corporation  de- 
voted exclusively  to  scientific  and  education- 
al purposes.  The  membership  of  the  North 
Carolina  Medical  Society  Foundation,  Inc.,  is 
composed  of  the  members  of  the  Executive 
Council  of  the  Medical  Society,  which  elects 
the  members  of  the  Board  of  Directors  of  the 
Foundation.  The  Foundation  would  conduct 
educational  and  scientific  activities,  and 
could  engage  in  some  of  the  activities  and 
carry  on  some  of  the  projects  now  con- 
ducted by  and  through  the  various  scientific 
and  educational  committees  of  the  Medical 
Society,  with  appropriate  arrangements  be- 
ing made  to  avoid  duplication  of  efforts  by 
committees  of  the  Foundation  and  the  So- 
ciety. 

Of  course,  neither  the  purchase  of  bonds 
nor  contributions  to  the  North  Carolina  Med- 
ical Society  Foundation,  Inc.,  could  be  re- 
quired of  the  membership.  Either  would  be 
purely  voluntary. 
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The  Care  and  Transportation  of  the    Severely    Injured 

A     Proposal 

James  F.  Newsome,  M.D.,  and  Robert  Price,  M.D. 


When  assigning  the  topic  "The  Care  and 
Transportation  of  the  Severely  Injured," 
your  chairman  did  not  mention  whether  I 
should  discuss  how  the  problem  is  being 
handled  now  or  how  it  should  be  handled. 
With  your  permission,  I  would  like  to  discuss 
both  aspects  and  what  is  being  done  about 
them.  Also,  my  co-author,  who  was  recently 
a  medical  officer  with  a  medical  evaluation 
team  in  Vietnam,  and  I  would  like  to  offer  a 
proposal. 

In  1965  a  review  was  made  of  the  hospital 
records  of  25  patients  who  died  within  one 

iabie  1 
Cause  of  Death  in  25  Fatal  Injuries 

Failure  to  maintain  adequate  airway  5 

Delay  in  appropriate  therapy  3 

Injury  too  severe  17 

Total  25 

week  of  admission  for  injuries  suffered  in 
various  accidents.  All  were  severe  injuries 
and,  as  shown  in  Table  1,  5  of  8  deaths  were 
the  result  of  an  inadequate  airway,  and  3 
were  the  result  of  a  delay  in  administering 
appropriate  shock  therapy ;  17  patients  were 
too  severely  injured  to  survive.  It  is  also 
of  interest  that  5  of  these  8  patients  were 
seen  by  a  physician  prior  to  admission. 

As  a  sequel  to  this  review,  100  physicians, 
most  of  them  surgeons  who  deal  with 
trauma,  were  asked,  among  other  things,  to 
name  the  most  common  injuries  they  en- 
countered and  what  they  considered  to  be  the 
most  common  error  in  the  early  manage- 
ment. There  were  57  replies — with  the  re- 
sults show  in  Tables  2  and  3.  One  can  appre- 
ciate from  this  information  the  large  num- 
ber of  highway  accidents  involved  in  the  in- 
juries. 

Table  4  discloses  the  common  pattern  of 
medical  evacuation  for  victims  of  road  acci- 
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dents  in  this  state.  The  average  time  in- 
volved in  each  segment  of  the  chart  is  the 
result  of  a  more  recent  review  of  accident 
victims  admitted  to  the  hospital.  More  will  be 
said  about  this  later. 

Table  2 

Most   Common  Injuries   Encountered 

Combined  injuries  16 

Fractures  12 

Soft  tissue  injuries  13 

Chest  injuries  6 

Abdominal  injuries  5 

Head  injuries  4 

Hand  injuries  3 

Table  3 
Most  Common  Error  Encountered 

Failure  to  splint  fractures  21 

Failure  to  recognize  associated  injuries  13 

Failure  to  maintain  adequate  airway  13 
Improper  management  of  shock  (tourniquets, 

delayed  treatment,  etc.)  11 

Improper  position  during  transportation  9 

Injudicious  use  of  narcotics  2 

Indiscriminate  use  of  tetanus  antitoxin  2 

It  becomes  apparent  that  the  ultimate  sur- 
vival of  the  critically  injured  patient  is  in 
large  measure  dependent  upon  the  speed  and 
the  quality  of  emergency  care  rendered  dur- 
ing the  immediate  post-accident  period ;  it  is 
also  apparent  that  he  is  most  vulnerable  dur- 
ing the  transportation  phase  of  emergency 
care. 

Table  4 
Pattern  of  Medical  Evacuation 


SEQUENCE 


SITE    OF  ACCIDENT 


DISTANCE 


TIME 


\ 


LOCAL    HOSPITAL 


/ 


13   PTS. 

11   PTS. 

7    PTS. 


60-120    WILES  5.5    HRS. 

10-    36    MILES  1.8    HRS. 

LOCAL  0.9    HRS. 


MEDICAL    CENTER 


Efforts  to  Improve  Ambulance  Service 

For  the  past  seven  years,  the  Trauma  Com- 
mittee of  the  North  Carolina  Chapter  of  the 
American  College  of  Surgeons  has  been 
working  diligently  and  effectively  in  train- 
ing  ambulance    attendants    throughout   the 
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Table  5 
The  Ambulance  Attendant  Course  Outline  E03* 


Time  Hours 

Lesson                        Subject 

Class 

Practice 

1 

The  Ambulance  Attendant 

2 

— 

2 

Respiratory   Problems 

2 

2 

3 

Shock 

1% 

1% 

4 

Head  and  Back  Injuries 

i% 

Vh 

5 

Fractures 

i 

2 

6 

Medical  Conditions 

i% 

Wi 

7 

Obstetrical  Patient 

2 

— 

8       Emotionally  Disturbed  Patient         2  — 

Total  13%  8% 

*Vocational-Technical  Division,  Department  of  Commun- 
ity Colleges,  State  Board  of  Education,  Raleigh,  North  Caro- 
lina 

state.  Beginning  with  simple  demonstrations 
of  how  to  manage  the  injured  patient,  the 
committee  soon  recognized  that  more  practi- 
cal and  repeated  sessions  were  necessary. 
Initiated  by  a  group  of  dedicated  physicians 
and  stimulated  by  support  from  the  State 
Highway  Patrol,  the  North  Carolina  Traffic 
Safety  Council,  the  North  Carolina  Depart- 
ment of  Insurance,  the  North  Carolina  Asso- 
ciation of  Rescue  Squads,  the  University  of 
North  Carolina  School  of  Medicine,  and  the 
University  Extension  Division,  as  well  as  by 
the  very  great  enthusiasm  of  individual  am- 
bulance attendants,  members  of  rescue 
squads,  and  other  students,  this  program  has 
developed  into  a  formal  course  of  instruction 
offered  at  community  colleges  and  technical 
institutes  scattered  throughout  the  state.  We 
are  indebted  to  the  North  Carolina  Depart- 
ment of  Community  Colleges  for  undertak- 
ing this  instruction.  As  of  February  1,  1968, 
about  eight  hundred  ambulance  attendants 
were  receiving  instruction  in  five  of  these 
schools.1  The  current  curriculum  is  shown  in 
Table  5. 

Standards  of  Care 

Recognizing  the  need  to  improve  the  qual- 
ity of  the  transportation  of  the  injured  pa- 
tient, the  North  Carolina  General  Assembly, 
in  1967,  inacted  a  statute  outlining  minimum 
standards  of  equipment  and  personnel  train- 
ing for  all  ambulance  services  in  the  state. 

While  tremendous  strides  have  been  and 
are  being  made  to  improve  the  quality  of 
care,  considerably  more  must  be  done.  The 
demonstrated  ability  of  rescue  squad  mem- 


bers and  ambulance  attendants  to  learn  their 
lessons  well  and  the  heart-warming  enthus- 
iasm with  which  they  have  approached  their 
task  give  us  little  reason  to  doubt  further  im- 
provement. In  large  part,  this  improvement 
will  depend  upon  the  continued  interest  and 
support  of  the  physicians  in  the  state. 

Improved  care  in  transportation  brings 
into  sharper  focus  the  fact  that  many  hospi- 
tals and  their  emergency  rooms  are  inade- 
quately staffed  and  equipped  to  care  for  the 
kinds  of  patients  these  ambulances  and  res- 
cue squads  are  bringing  to  their  doors.  The 
nature  of  these  combined  injuries  demands  a 
sophisticated  type  of  medical  skill  and  equip- 
ment which  many  hospitals  simply  cannot 
afford.  The  alternative  is  the  establishment 
of  strategically  located  trauma  centers. 

Civilian  vs.  Military  Medicine 
In  discussing  injuries  of  this  severity,  one 
naturally  makes  comparisons  between  civil- 
ian and  wartime  medicine.  The  magnitude  of 
the   problem    is    demonstrated    in    Table    6. 

Table  6 
Comparison  of  Casualties  Since  January  1,  1961 

Dead  Injured 

Vietnam  21,000*  133,000* 

North    Carolina  11,500**  330,000** 

*AP  news  release  from  Saigon  April  13,  1968. 

**Estimates  from  incomplete  data  reported  by  Driver 
Education  and  Accident  Records  Division,  N.  C  Dept.  of 
Motor  Vehicles. 

(5  of  8  seen  by  physician  prior  to  admission) 

Since  January  1,  1961,  21,000  members  of  the 
United  States  armed  forces  have  been  killed 
in  the  Vietnamese  conflict.  During  this  same 
period  there  were  133,000  injuries;  70.000 
of  these  were  severe  enough  to  require  ad- 
mission to  a  hospital.  (Department  of  the 
Army  statistics  as  of  April  13,  1968.) 

During  this  same  seven-year  period,  there 
were  11,500  deaths  and  350,000  injuries  on 
North  Carolina  highways.  'What  proportion 
of  these  350,000  injuries  is  comparable  to 
the  70,000  mentioned  above  is  difficult  to  as- 
certain. Also,  the  ultimate  survival  rate  of 
those  patients  who  are  evacuated  from  the 
site  of  an  accident  is  impossible  to  deter- 
mine, but  one  would  guess  that  is  is  not  as 
good  as  the  survival  rate  of  wounded  service 
men  in  Vietnam  once  they  have  entered  the 
chain  of  medical  evacuation. 
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The  survival  rate  from  wartime  injuries 
increased  from  92%  during  World  War  II 
to  96%  during  the  Korean  war,  and  is  cur- 
rently 97.7%  in  the  Vietnamese  war.2  This 
improvement  in  over-all  survival  is  in  part 
attributable  to  improved  surgical  techniques, 
better  understanding  of  fluid  losses,  and  the 
more  liberal  use  of  blood  and  blood  substi- 
tutes, but  the  most  outstanding  factor  re- 
sponsible is  rapid  evacuation  of  the  injured 
by  use  of  the  helicopter.  No  service  personnel 
in  Vietnam  are  more  than  35  minutes  from  a 
major  hospital  facility.  Within  20  minutes, 
and  frequently  less,  the  injured  man  is  tended 
by  a  trained  corpsman  by  whose  hands  he  is 
properly  positioned,  his  airway  is  cleansed, 
his  bleeding  is  stopped,  and  blood  and  fluids 
are  administered  during  transportation. 
Within  an  hour  and  a  half,  the  more  severely 
injured  are  on  the  operating  table. 

A  Proposal 

The  proposal  that  we  would  like  to  make 
is  obvious.  In  this  day  and  time  it  seems  dif- 
ficult to  justify  the  tremendous  loss  of  life 
that  is  now  occurring.  Of  course,  we  all 
would  like  to  prevent  these  accidents,  but, 
failing  that,  we  would  like  to  make  certain 
that  anyone  involved  in  an  automobile  acci- 
dent, or  any  other  accident,  has  a  reason- 
able chance  to  survive. 

Such  a  proposal  would  involve  several 
goals,  none  of  which  seems  impossible  to 
achieve.  They  may  be  briefly  listed  as  fol- 
lows: 

1.  It  would  seem  imperative  that  some  uni- 
form system  and  centralization  of  responsi- 
bility for  the  transportation  of  the  injured 
patient  be  established.  The  ambulance  is  an 
indispensable  part  of  civilian  medical  evacua- 
tion and  must  be  relied  upon  for  short  dis- 
tances and  inaccessible  urban  areas.  A  cen- 
tral authority  with  the  responsibility  of 
maintaining  an  adequate  service  of  accept- 
able quality  should  be  the  initial  step. 

2.  Supporting  existing  surface  carriers, 
whose  effectiveness  is  enhanced  by  a  com- 
munication system,  would  be  helicopters, 
appropriately  manned  by  a  pilot  and  medical 
aid  men.  Recent  demonstrations  at  several 
places  throughout  the  state  by  the  Aeromed- 
ical    Evacuation    Unit    stationed    at    Fort 


Bragg,  have  adequately  shown  the  versa- 
tility of  this  method  of  transportation  for 
civilian  use.  Indeed  the  Army  Aviation 
Center  at  Fort  Rucker,  Alabama,  and  the 
Medical  Avaiation  Branch  at  Brooks  Army 
Medical  Center  in  Texas  have  shown  the 
extreme  effectiveness  of  this  system  in  the 
management  of  civilian  injuries  incurred 
in  road  accidents  in  their  immediate  vicini- 
ties.11 Both  of  these  systems  have  now  been 
in  operation  for  several  years. 

3.  A  statewide  communications  network 
but,  from  a  practical  standpoint,  more  reg- 
ionally oriented  between  hospitals,  trauma 
centers,  police,  highway  patrol,  ambulance, 
and  helicopter  units,  must  be  manned  24 
hours  a  day.  A  good  communications  system, 
even  without  the  more  rapid  methods  of 
transportation,  would  be  of  enormous  help 
in  alerting  hospitals  of  expected  arrivals, 
number  of  patients  involved,  and  the  nature 
of  their  injuries.  The  transporting  service 
could  likewise  be  instantly  warned  of  the 
need  to  distribute  the  casualties  more  equal- 
ly to  several  medical  facilities,  rather  than 
placing  any  one  facility  in  the  impossible 
position  of  receiving  more  patients  than  it 
can  adequately  care  for. 

4.  As  previously  mentioned,  past  exper- 
ience has  demonstrated  that  the  medical 
needs  of  the  severely  injured  patient  are  fre- 
quently more  demanding  than  many  hospi- 
tals can  handle.  With  improved  methods  of 
communication  and  more  rapid  means  of 
transportation,  it  would  seem  unnecessary 
for  every  hospital  to  have  these  capabilities. 
Indeed  the  expense  would  be  prohibitive. 
This  suggests  the  need  for  regional  trauma 
centers,  the  definition  of  which  would  vary, 
but  which  would  have  available  physicians 
with  adequate  training  and  interest  and  the 
facilities  for  major  resuscitative  efforts  and 
definitive  treatment  of  multi-organ  injuries. 
How  such  a  system  would  fit  geographical- 
ly the  state  of  North  Carolina  is  diagrammed 
in  Figure  1.  This  sketch  is  no  way  intended 
to  suggest  that  the  medical  center  of  each 
region  should  necessarily  become  a  trauma 
center.  It  is  quite  possible  that  some  could 
not,  or  indeed  would  not,  wish  to  become 
trauma   centers.    It   is   suggested,   however, 


October,  1968 


TRANSPORTATION  OF   INJURED— NEWSOME  AND  PRICE 


419 


Fig.  1.   Suggested  regional  trauma  centers  for  North  Carolina. 


that  some  similar  geographic  distribution 
be  employed.  We  are  extremely  fortunate 
in  having  located  throughout  this  state  a 
number  of  excellent  hospitals  with  superbly 
qualified  physicians  who  could  readily  meet 
such  demands. 

Under  such  a  scheme  seven  centers,  each 
subserving  a  radius  of  approximately  50 
miles,  would  be  adequate  to  cover  most  of 
the  state.  The  helicopter,  now  used  in  Viet- 
nam, has  a  range  of  well  over  a  hundred 
miles  and  cruises  at  a  ground  speed  of  150 
miles  an  hour.  Utilization  of  these  centers 
would  place  most  accident  victims  within 
minutes  of  definitive  medical  care  and  while 
in  transit  they  would  be  receiving  the  atten- 
tion of  a  qualified  medical  corpsman. 

This,  of  course,  is  an  expensive  program. 
Wars,  however,  have  generally  produced 
some  fringe  benefits,  most  of  them  to  the 
medical  profession,  in  demonstrating  new 
techniques  and  concepts  in  the  care  of  the  in- 
jured patient.  In  addition,  tools  of  war  be- 
come obsolete  and  are  frequently  retired 
from  the  armed  forces  to  become  available 
for  civilian  use.  There  is  no  reason  to  expect 
that  the  situation  following  the  Vietnamese 
conflict  will  be  any  different.  In  addition, 
trained  pilots  will  soon  be  discharged  and 
looking  for  jobs.  Medical  aid  men  will  like- 
wise be  available.  The  most  important  in- 
gredient would  be  the  mobilization  of  avail- 


able persons,  stimulated  by  an  aroused  pub- 
lic, and  led  by  a  concerned  medical  society. 

Summary 

In  summary,  the  care  and  transportation 
of  the  severely  injured  patient  is  being  im- 
proved by  training  ambulance  attendants  (1) 
to  position  the  patient  properly,  (2)  to 
cleanse  and  maintain  an  adequate  airway, 
(3)  to  stop  the  flow  of  blood,  (4)  to  splint 
fractures,  and  (5)  to  carry  out  other  resusci- 
tative  efforts.  In  1968,  however,  this  is  not 
enough.  As  demonstrated  in  Vietnam  and 
by  the  Army  Medical  Service  in  this  country, 
adequate  communication,  and  more  rapid 
methods  of  transportation  do  more  to  pre- 
vent death  from  severe  injuries  than  does 
any  other  single  factor.  All  of  this,  however, 
will  be  to  no  avail  unless  there  are  centers 
to  which  these  victims  can  be  taken  for 
treatment. 

It  is  certain  that  with  the  combined  efforts 
of  interested  North  Carolina  citizens  and 
organizations,  such  a  program  can  be  ac- 
complished once  we  are  determined  to  do  it. 
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The    Management    of    Shock 

Douglas  P.  Zipes,  M.D. 


Shock  is  a  heterogeneous  clinical  syn- 
drome produced  by  a  failure  of  tissue  blood 
flow.  It  exists  when  organ  perfusion  is  re- 
duced below  a  critical  level.  Reduced  cardiac 
output  and  lowered  systolic  blood  pressure 
almost  always  accompany  shock,  but  systolic 
pressures  as  low  as  75  to  80  mm  of  mercury, 
and  very  low  cardiac  output — for  example, 
that  occurring  in  mitral  or  aortic  stenosis — 
are  known  to  exist  in  the  absence  of  shock. 
Occasionally  the  systolic  blood  pressure  and 
cardiac  output  may  not  be  severely  reduced 
in  patients  with  shock.  Thus  the  common 
denominator  appears  to  be  a  reduction  of 
capillary  perfusion  to  regional  tissue  beds, 
manifested  by  cool  clammy  skin,  oliguria, 
mental  obtundation,  and  so  forth. 

Need  for  an  Individualized  Approach 

The  therapeutic  approach  to  shock  is 
largely  dictated  by  its  various  causes :  hypo- 
volemia, bacteremia,  hypoxia,  neurogenic 
factors,  and  cardiac  decompensation.  How- 
ever, even  in  states  of  shock  produced  by  the 
same  cause — for  example,  cardiogenic  shock 
— the  clinical  manifestations  may  differ,  and 
therefore  the  therapeutic  management  must 
be  individualized. 

A  patient  who  demonstrates  adequate  re- 
nal blood  flow  may  tolerate  shock  associated 
with  myocardial  infarction  wthout  exper- 
iencing a  significant  reduction  in  renal  func- 
tion, while  a  similar  patient  who  has  renal 
disease  may  develop  severe  oliguria.  The 
effects  of  shock  may  vary  with  the  response 
of  the  peripheral  vasculature,  which  regu- 
lates individual  regional  blood  flow,  even 
when  the  shock  syndrome  is  produced  by  the 
same  cause.  Thus  the  end  organ  response 
determines  the  clinical  syndrome  and  the 
therapeutic  approach,  as  well  as  the  ulti- 
mate prognosis  for  the  patient  in  shock, 
regardless  of  the  etiology. 

At  present  we  are  using  a  homogeneous 
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approach  in  treating  this  potentially  hetero- 
geneous syndrome,  and,  as  mortality  figures 
indicate,  this  practice  is  not  unlike  treating 
a  patient  without  first  making  a  thorough 
physical  examination.  In  the  case  of  shock, 
a  precise  biochemical  and  hemodynamic 
"physical  examination"  is  lacking.  Hopefully, 
in  the  future  we  will  be  able  to  determine 
precisely  cardiac  output ;  systemic  peripheral 
resistance ;  stroke  volume ;  renal,  cerebral, 
coronary,  and  other  regional  organ  blood 
flow ;  and  a  host  of  other  measurements  at, 
or  close  to,  the  bedside  of  the  patient  in 
shock.  Using  the  results  of  these  determina- 
tons,  we  will  be  able  to  treat  the  patient  indi- 
vidually and  specifically,  according  to  his 
needs.  However,  this  is  in  the  future.  What, 
then,  is  our  present  approach? 

Principles  of  Management 
In  this  discussion  the  management  of  car- 
diogenic shock  will  be  emphasized,  since  this 
category  appears  to  present  the  greatest 
problem  and  attract  the  keenest  interest  at 
present.  Two  general  points  are  of  para- 
mount importance.  Studies  of  cardiac  care 
units  indicate  that  early  treatment,  for  both 
arrhythmias  and  cardiac  decompensation, 
may  prevent  more  serious  deterioration. 
Thus  impending  oliguria,  for  example, 
should  be  treated  appropriately  without  al- 
lowing it  to  progress  to  a  more  severe  reduc- 
tion in  renal  function. 

The  second  point  deserving  emphasis  is 
that  the  therapeutic  philosophy  of  shock,  as 
with  almost  all  disease  states,  should  be  to 
reverse  that  which  is  still  reversible  and  to 
correct  the  correctable.  Significant  arrhyth- 
mias should  be  treated  early;  acidosis,  us- 
ually the  result  of  tissue  hypoxia,  should  be 
managed  with  sodium  bicarbonate  or,  on  oc- 
casion, THAM ;  hypoxia  with  Po2  values  be- 
low the  level  of  70-75  mm  Hg  while  the  pa- 
tent is  receiving  nasal  oxygen  should  be 
treated  with  nasotracheal  intubation  and 
positive  pressure  or  volume  assistance;  in- 
fections should  be  treated  with  appropriate 
antibiotics  and  surgical  drainage  when  indi- 
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cated.  Anemia  should  be  corrected  with  blood 
transfusions ;  inflammatory  reactions  such 
as  pericarditis,  which  may  increase  cardiac 
work,  should  be  treated  with  anti-inflam- 
matory agents ;  associated  disease  states  such 
as  diabetes  should  be  brought  under  control; 
and  anticoagulants  should  be  admnistered 
for  recurrent  pulmonary  emboli. 

Pericardial  tamponade  represents  a  read- 
ily reversible  disease  state  which  may  pro- 
duce a  shock-like  picture  and  should  always 
be  considered  in  the  differential  diagnosis 
of  shock.  As  yet,  ruptured  chordae  tendineae, 
ventricular  septal  perforations,  ventricular 
aneurysms,  and  other  areas  of  poorly  con- 
tracting myocardium  have  largely  resisted 
surgical  intervention,  mainly  because  of  the 
critical  state  of  the  patient.  Reports  of  suc- 
cess in  reversing  the  shock  syndrome  by  car- 
diac surgery  in  these  patients,  however,  indi- 
cate that  this  approach  holds  promise  for 
selected  patients. 

Another  potentially  reversible  complica- 
tion in  cardiogenic  shock  is  hypovolemia.  A 
central  venous  catheter  should  be  inserted 
into  a  large  intrathoracic  vein,  preferably  to 
the  level  of  the  superior  vena  cava — right 
atrial  junction,  and  the  central  venous  pres- 
sure (CVP)  monitored  in  all  patients  pre- 
senting with  shock. 

The  CVP  determination  is  an  important 
advance  in  the  treatment  of  shock,  but  to  use 
it  effectively,  certain  physiologic  principles 
should  be  understood.  The  CVP  value 
does  not  indicate  a  one-to-one  relationship 
to  blood  volume;  rather  it  represents  an  in- 
terplay between  volume  and  cardiac  compe- 
tence, and  therefore  can  be  influenced  by 
right  ventricular  function,  intrathoracic 
pressure  and  the  state  of  venous  tone.  The 
meaningful,  important  data  are  the  trend  of 
a  number  of  CVP  values  and  the  response  of 
the  pressure  to  a  fluid  challenge.  A  patient 
in  shock  with  a  CVP  of  18  mm  of  water  who 
responds  to  an  infusion  of  100  to  200  cc 
of  dextrose  and  saline  administered  over  a 
period  of  15  to  20  minutes  with  an  improve- 
ment in  clinical  status  and  essentially  no 
change  or  even  a  reduction  in  CVP  should 
receive  additional  fluid  administered  in  the 
same  fashion.  If  the  CVP  rises  to,  say,  25 


cm  of  water,  one  can  assume  that  the 
blood  volumes  is  sufficient,  and  no  more 
fluid  should  be  administered  at  this 
moment.  It  is  important  to  remember  that 
early  incompetence  of  the  left  side  of  the 
heart  may  not  affect  function  of  the  right 
side,  and  in  rare  instances  pulmonary  edema 
may  develop  with  a  normal  CVP.  Also, 
volume  overload  at  one  point  may  change 
to  volume  deficiency  after  therapy.  For  ex- 
ample, a  patient  who  presents  with  pul- 
monary edema  which  responds  to  appro- 
priate medical  management  may  experience 
hypovolemia  after  adequate  cardiac  func- 
tion is  restored. 

Drug  Therapy 

The  supply  of  drugs  for  the  treatment  of 
cardiogenic  shock  is  large,  but  the  data  prov- 
ing their  clinical  usefulness  are  few.  The 
ideal  agent  restores  cardiac  competency  and 
regional  tissue  blood  flow,  and  therefore  the 
value  of  any  agent  should  be  measured 
against  these  parameters. 

Alpha  adrenergic  receptor  stimulating 
agents  such  as  phenylephrine  (Neo-syne- 
phrine)  and  methoxamine  (Vasoxyl)  and  the 
direct-acting  polypeptide,  angiotensin,  pro- 
duce pure  vasoconstriction.  This  increases 
cardiac  work  and  may  decrease  regional 
blood  flow,  cardiac  output,  and  venous  re- 
turn. The  beta  adrenergic  receptor  blocking 
agent,  propranolol  (Inderal)  impairs  myo- 
cardial contractility.  Therefore,  alphami- 
metic  and  beta  adrenergic  receptor  blocking 
agents  are  generally  contraindicated  for  the 
treatment  of  cardiogenic  shock. 

Beta  adrenergic  receptor  stimulating 
drugs  such  as  isoproterenol  (Isuprel),  do- 
pamine, and  possibly  mephentermine  (Wya- 
mine)  exert  a  positive  inotropic  and  chrono- 
tropic effect  on  the  heart.  These  agents  in- 
crease cardiac  contractility,  cardiac  output, 
and  heart  rate,  and  thus  are  useful  in  the 
management  of  shock.  Isuprel  produces  peri- 
pheral vasodilation,  which  encourages  tis- 
sue perfusion.  Because  of  the  effect  on  the 
peripheral  vasculature,  blood  volume  must 
be  adequately  replaced  before  isoproterenol 
is  administered,  or  hypotension  may  result. 
Dopamine  has  a  mild  peripheral  vasocon- 
stricting  effect,  but  dilates  the  renal  arteries. 
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Levartereno]  (Levophed)  and  metaraminol 
(Aramine)  are  predominantly  beta  adrener- 
gic receptor  stimulators  at  low  to  moderate 
doses  and  produce  an  increase  in  cardiac 
contractilty  and  cardiac  output.  At  higher 
doses  significant  vasoconstriction  results 
but  may  be  minimized  by  combining  therapy 
with  an  alpha  adrenergic  receptor  blocking 
agent  such  as  phentolamine  (Regitine).  The 
Regitine  appears  to  represent  a  sound  phar- 
macologic approach  to  therapy  because  the 
relative  beta  and  alpha  effects  may  be  ti- 
trated as  needed. 

The  benefits  of  cardiac  glycosides  for  pa- 
tients in  shock  are  equivocal,  but  unless 
there  is  a  contraindication,  most  patients 
should  be  digitalized.  It  is  important  to  re- 
member that  the  amount  of  digitalis  neces- 
sary to  produce  toxic  effects  in  patients  with 
an  acute  myocardial  infarction  may  be  re- 
duced to  one-half  to  two-thirds  that  of  a 
normal  person.  Narcotics,  sedatives,  or  anti- 
emetic agents  should  be  given  as  needed,  but 
in  moderate  doses.  Steroids  are  of  no  proven 
benefit  except  for  patients  with  adrenal  in- 
sufficiency. Heparin  should  probably  be  giv- 
en to  prevent  thromboembolic  complications. 
Fibrinolysins  or  dextran  or  both,  used  to  re- 
duce intravascular  clotting,  may  be  of  some 
benefit;  however,  once  the  shock  syndrome 
has  progressed  to  the  point  of  widespread 
intravascular  clotting,  these  agents  do  not 


appear  to  be  very  useful.  Diuretics  such  as 
furosemide  and  ethacrinic  acid,  and  mannitol 
may  be  tried  to  combat  oliguria.  Mechanical 
assisting  devices  are  still  largely  experiment- 
al, but,  along  with  heart  transplants,  repre- 
sent exciting  and  promising  therapeutic  ap- 
proaches to  the  failing  heart. 

Conclusion 
We  are  now  at  the  brink  of  a  relatively 
unexplored  area  in  medicine,  and  although 
the  problems  are  monumental,  the  potential 
rewards  are  great. 
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Surgical    Management    of    Penetrating    Chest    Injuries 

Paul  E.  Sauer,  M.D.,  Paul  W.  Sanger,!  M.D.,  Francis  Robicsek,  M.D., 
and  Harry  K.  Daugherty,  M.D. 


While  the  surgical  treatment  of  penetrat- 
ing abdominal  injuries  is  based  on  well 
known  and  seldom  disputed  principles,  the 
management  of  perforating  chest  wounds 
still  remains  highly  controversial.  In  gen- 
eral, three  different  attitudes  are  expressed 
by  the  profession : 

1.  Conservative  approach:  Surgeons  who 
believe  in  conservative  treatment  recom- 
mend that  all  measures  undertaken  should  be 
therapeutic  rather  than  preventive.  After 
the  initial  debridement  and  closure  of  the 
wound  itself,  the  patient  remains  under  close 
observation.  Tracheostomy,  with  thoraco- 
and  pericardiocentesis,  is  performed  if  it 
seems  advisable.  Intrapleural  hemorrhage  or 
accumulation  of  air  is  handled  primarily  by 
intercostal  water-sealed  drainage  and  blood 
transfusions.  Thoracotomy  is  performed  only 
if  the  patient's  condition  seems  to  deteriorate 
in  spite  of  all  these  measures,  or  if  late  com- 
plications develop  which  may  make  it  neces- 
sary. 

2.  The  semi-conservative  approach  is 
largely  identical  with  the  conservative  ex- 
cept that  a  chest  tube  is  inserted  at  the  be- 
ginning of  the  observation  period,  to  measure 
blood  loss  and  prevent  the  development  of 
tension  pneumothorax. 

3.  Advocates  of  the  active  surgical  ap- 
proach believe  that  immediate  exploration 
of  the  injured  thoracic  cavity  followed  by 
intercostal  water-sealed  drainage  is  the 
safest  and  most  effective  way  to  control 
hemorrhage  and  leakage  of  air,  and  to  pre- 
vent "late"  complications. 

With  these  thoughts  in  mind,  we  have  re- 
viewed our  most  recent  clinical  material  with 
special  reference  to  the  effectiveness  of  the 
initial  treatment  in  the  management  of  pene- 
trating chest  injuries. 


Material  and   Methods 

From  May  1,  1966,  until  March  1,  1968,  106 
chest  injuries  have  been  treated  by  the  De- 
partment of  Thoracic  and  Cardiovascular 
Surgery  in  this  hospital.  Wounds  which  did 
not  penetrate  the  pleural  cavity,  multiple 
system  injuries  where  the  chest  injury  did 
not  predominate,  and  patients  who  died  in 
the  emergency  room  area  shortly  after  their 
arrival  were  not  included  in  this  study. 

Of  the  58  patients  whose  case  histories 
were  evaluated,  19  had  been  stabbed  and  39 
shot.  The  site  of  the  injuries  are  listed  in 
Table  1.  Operative  findings  and  methods  of 
treatment  are  listed  in  Tables  2  and  3. 


Table  1 
Site  of  Injury 

Type  of  Injury 

Stab  wounds      Gunshot  wounds 

13  23 

5  15 

1  1 

19  39 


Site 

Left  hemithorax 
Right  hemithorax 
Mid-line 
Total 


Table  2 
Operative  Findings  According  to  Visceral  Injury 

Injured  organs  No.  Cases 

Lung  30 

Heart  13 

Great  vessels  3 

Intercostal  vessels  6 

Stomach  4 

Liver  4 

Spleen  3 

Diaphragm  9 


rable  3 

Method 

of  Treatment 

No. 

Results 

Treatment 

Patients 

Good 

Unsatisfactory    Death 

Expectant 

24 

11 

10*                  3 

Early  surge] 

•y    35 

35 

—                 — 

Total 

59 

*Eight      of 

these     ten 

patients 

underwent     "delayed" 

thoracotomy 

with    satisfactory   results. 

From  the  Department  of  Thoracic  and  Cardiovascular 
Surgery     Charlotte     Memorial     Hospital,     Charlotte. 

Request  for  reprints  to  1850  East  Third  Street.  Charlotte, 
N.    C    28204    (Dr.   Sauer). 


All  of  these  patients  were  admitted 
through  the  emergency  ward,  where  their 
condition  was  immediately  evaluated.  Thirty- 
five  patients  were  operated  upon  shortly 
after  admission  to  the  hospital    {early  sur- 

fDeceased,   Sept.   8.   1968. 
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gery) .  Although  these  patients  were  consid- 
ered to  be  the  most  gravely  wounded,  no 
deaths  or  major  complications  were  en- 
countered in  this  group  and  the  average  hos- 
pital stay  did  not  exceed  seven  days. 

A  total  of  24  patients  were  treated  ex- 
pectantly according  to  the  principles  de- 
scribed in  this  text.  Although  these  patients 
remained  under  close  scrutiny  and  received 
supportive  therapy  which  was  thought  to  be 
adequate,  there  were  three  deaths  in  this 
group.  Because  of  organized  hemothorax,  un- 
expanded  lungs,  persistent  air  leaks,  or  re- 
tained foreign  bodies,  ten  patients  were  ad- 
vised to  undergo  delayed  thoracotomy.  Eight 
of  the  ten  were  operated  upon,  while  two 
refused  surgery  and  left  the  hospital  in  un- 
satisfactory condition.  The  average  hospital 
stay  in  the  group  where  delayed  thoractomy 
was  performed  was  approximately  double 
that  of  the  patients  undergoing  "early" 
surgery. 

Discussion 

The  advocates  of  conservative  treatment 
for  penetrating  chest  wounds''1  usually  re- 
fer to  the  splendid  results  of  Blalock  and 
Ravitch.4  The  apparent  success  of  this  ap- 
proach is  partly  due  to  the  fact  that  this  was 
a  selected  group  of  patients,  usually  less 
severely  injured.5  Advocates  of  early  thor- 
acotomy quickly  point  out  that  most  deaths 
result  from  hemorrhage  and/or  tamponade 
even  while  under  strict  observation.012 

Recently  Beal  and  others114  reviewed  their 
over-all  mortality  for  conservatively  treated 
penetrating  chest  wounds  and  reported  an 
incidence  ranging  from  6.2%  to  40%  with 
cardiac  involvement.  Farringer  and  Carr14 
reported,  in  their  series,  that  21  of  25  deaths 
occurred  as  late  as  four  hours  after  admis- 
sion to  the  emergency  room.  The  cause  of 
death  was  listed  as  hemorrhage  from  lung, 
great  vessels,  and  cardiac  lacerations. 

The  incidence  of  early  and  late  complica- 
tions associated  with  treatment  has  been  re- 
ported as  high  as  25%.s>14  This  figure  is  dif- 
ficult to  evaluate  when  some  authors  do  not 
consider  retained  clotted  blood  as  an  indica- 
tion for  delayed  thoracotomy.'1  The  morbid- 
ity of  chronic  empyema  is  beyond  the  scope 
of  a  review. 


We  have  come  to  the  conclusion  that  the 
extent  of  internal  injury  cannot  be  pre- 
dicted by  the  type  and  location  of  the  exter- 
nal wound.  Similarly,  temporary  stability  of 
vital  signs  is  certainly  no  assurance  that 
sudden  deterioration  will  not  ensue.  Vital 
signs  may  be  unreliable  in  a  patient  with 
thoracic  trauma.15 

An  example  is  the  case  of  a  young  man 
who  was  admitted  to  our  emergency  room 
because  of  a  recent  2-inch  laceration  in  the 
left  deltopectoral  groove.  He  appeared  to  be 
in  no  distress  and  his  vital  signs  were  stable. 
The  initial  chest  film  revealed  only  an  ele- 
vated left  hemidiaphi-agm.  Two  hours  later 
the  patient  experienced  an  onset  of  massive 
hemoptysis  and  died  within  a  few  minutes. 

In  view  of  our  experience,  as  well  as  others, 
it  appears  that  a  conservative  or  expectant 
approach  to  penetrating  wounds  of  the  chest 
has  become  obsolete  in  light  of  current  de- 
velopments in  thoracic  surgery  and  anes- 
thesia.712' li;  It  is  our  strong  belief  that 
"early"  exploration  should  be  performed  in 
all  cases  of  penetrating  chest  injuries  as  a 
means  of  early  diagnosis  and  appropriate 
treatment  of  visceral  injury. 

Summary 

1.  A  review  of  our  recent  clinical  material, 
including  39  gunshot  wounds  and  19  stab 
wounds,  is  presented. 

2.  Thirty-five  patients  were  operated  upon 
shortly  after  admission,  with  no  deaths  or 
complications  ensuing. 

3.  Twenty-four  patients  were  treated  ex- 
pectantly. Eight  of  thees  underwent  delayed 
thoractomy,  and  two  left  the  hospital  in  un- 
satisfactory condition  after  refusing  sur- 
gery. There  were  three  deaths  in  this  group. 

4.  A  brief  review  of  the  literature  is  pre- 
sented. 

5.  Our  experience,  as  well  as  that  of  others, 
has  led  us  to  the  conclusion  that  early  sur- 
gical exploration  for  all  penetrating  chest 
wounds  is  the  most  effective  means  of  diag- 
nosis and  treatment  of  visceral  injury. 
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East  Carolina  University  School  of  Allied  Health  Professions 
and  Medical  Educational  Center: 

A     Progress     Report 

Edwin  W.  Monroe,  M.D.* 


East  Carolina  University  is  a  state-sup- 
ported regional  university  centrally  located 
in  Eastern  North  Carolina.  Its  immediate 
area  of  influence  encompasses  some  34  of  the 
100  counties  in  North  Carolina  and  a  popula- 
tion currently  estimated  at  one  million  per- 
sons. The  University  has  grown  rapidly  to 
its  present  status  as  the  third  largest  insti- 
tution cf  higher  education  in  the  state.  A 
multi-purpose  institution,  East  Carolina  Uni- 
versity offers  as  a  wide  range  of  undergrad- 
uate and  graduate  programs  in  the  19  de- 
partments of  its  College  of  Arts  and  Scien- 
ces ;  in  its  seven  professional  schools  of  Art, 
Business,  Education,  Home  Economics,  Mu- 
sic, Nursing,  and  Allied  Health  Professions; 
and  in  its  independent  Department  of  Indus- 
trial and  Technical  Education.  In  1967-1968 
these  academic  units  served  an  on-campus 
enrollment  of  9,578  students  and  awarded 
1,209  baccalaureate  and  282  masters'  de- 
grees. Projected  growth  statistics  for  1975 
include  an  on-campus  enrollment  of  14,500, 
with  2,400  undergraduate  and  950  graduate 
degrees  being  awarded. 


*Dean,  School  of  Allied  Health  Professions,  East  Carolina 
University,   Greenville,   North   Carolina. 


In  recognition  of  its  responsibility  to  en- 
rich the  lives  of  its  regional  citizens,  the 
University  has  evolved  varied  means  of 
meeting  the  educational,  cultural,  and  eco- 
nomic needs  of  Eastern  North  Carolina.  The 
Division  of  Continuing  Education,  through 
residence  centers  at  Camp  Lejeune,  Cherry 
Point,  and  Seymour  Johnson  Air  Force  Base 
at  Goldsboro,  in  the  Undergraduate  Evening 
College  on  the  main  campus  in  Greenville, 
and  at  various  locations  throughout  the  east- 
ern region,  registered  10,626  students  during 
1967-1968.  Courses  offered  included  instruc- 
tion off-campus  and  undergraduate  evening 
college  credits,  and  credit  and  non-credit  vo- 
cational and  cultural  courses.  The  East  Caro- 
lina University  Regional  Development  Insti- 
tute was  established  on  the  campus  to  en- 
gage in  practical  research  toward  the  eco- 
nomic development  of  the  region.  The 
Developmental  Evaluation  Clinic,  one  of 
several  such  agencies  in  North  Carolina,  is 
an  auxiliary  function  of  the  University  cur- 
rently serving  the  28  easternmost  counties 
of  the  state.  The  clinic  evaluates  exceptional 
children  (mentally  retarded,  emotionally 
disturbed,  handicapped,  etc.)  by  means  of 
thorough  multidiscipline  studies  followed  up 
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by  advised  programs  of  aid  in  their  training 
and  life  planning. 

With  the  establishment  of  its  School  of 
Nursing  in  1960,  East  Carolina  University 
formally  became  involved  in  the  education  of 
health  professionals ;  there  were  270  students 
enrolled  in  the  nursing  school  in  1967-1968. 
A  bachelor  of  science  degree  in  medical 
technology  has  been  offered  for  several  years 
and  produced  18  students  who  completed 
their  three  years  of  on-campus  education  in 
May,  1968,  and  were  accepted  by  approved 
hospital  schools  of  medical  technology  for 
the  12-month  clinical  training  required  for  a 
B.S.  degree.  The  Department  of  Psychology 
developed  a  master's  degree  program  in  clin- 
ical psychology  which  has  a  current  enroll- 
ment of  30  students ;  some  of  these  plan  to 
pursue  doctoral  study,  while  others  will  sup- 
ply needed  manpower  to  the  schools,  mental 
health  clinics,  and  state  institutions  requir- 
ing clinical  psychological  services.  A  new 
graduate  program,  a  master  of  arts  degree 
in  education  with  a  major  in  vocational  re- 
habilitation counseling,  is  now  available  with 
a  current  enrollment  of  10  students. 

The  foregoing  undergraduate  and  grad- 
uate degree  programs  were  developed  by  the 
University  in  answer  to  specific  manpower 
needs  in  the  state  and  the  region.  Now  the 
University  has  been  urged  to  address  itself  to 
the  problem  of  other  critical  health  man- 
power shortages  in  North  Carolina,  especially 
Eastern  North  Carolina. 

Eastern  North  Carolina — Health  Affairs 
All  available  studies  and  statistics  docu- 
ment critical  health  manpower  shortages 
across  the  nation.  North  Carolina  and,  es- 
pecially, Eastern  North  Carolina  tradition- 
ally fare  worse  than  most  states  and  regions 
in  the  United  States  in  these  statistics.  For 
example,  North  Carolina  by  all  reckoning  is 
below  the  national  average  for  physicians 
per  1,000  residents.  How  far  below  depends 
on  what  figure  is  used.  In  physicians  in 
private  practice,  North  Carolina  is  fifth 
from  the  bottom  of  all  states ;  in  total  num- 
bers of  physicians,  the  state  is  tied  with 
two  other  states  at  thirteenth  from  the  bot- 
tom. How  one  assesses  these  1965  figures 
depends  on  what  one  thinks  of  the  contribu- 


tion toward  patient  care  of  those  physicians 
practicing  in  the  various  institutions  of  the 
state.  Two-thirds  of  the  eastern  counties 
have  a  physician-population  ratio  far  below 
the  average  for  the  state.  The  same  dismal 
facts  apply  to  health  professionals  in  other 
categories — nursing,  physical  therapy,  occu- 
pational therapy,  medical  record  librarian- 
ship,  dentistry,  dental  hygiene,  etc. 

Indicators  of  the  general  health  status  of 
the  population  such  as  dread  disease  and 
infant  mortality  rates,  military  rejections, 
and  family  stability  studies  show  Eastern 
North  Carolina  counties  to  have  a  higher 
proportion  of  death,  sickness,  and  disability 
than  that  recorded  for  the  remainder  of  the 
state  and  for  much  of  the  nation.  Public 
health  facilities  in  the  east  suffer  from 
chronic  qualitative  and  quantitative  short- 
ages in  personnel.  In  two  thirds  of  the  east- 
ern counties  the  ratio  of  hospital  beds  to 
population  is  below  that  of  the  average  for 
North  Carolina ;  most  of  these  counties  are 
lacking  in  licensed  nursing  homes,  and  those 
with  such  facilities  have  them  in  insufficient 
numbers.  Mental  health  facilities  in  Eastern 
North  Carolina  also  suffer  in  comparison 
with  the  state — both  in  number  and  in  staff. 

Concerted  efforts  are  under  way  to  over- 
come some  of  these  deficiencies.  State  agen- 
cies, such  as  the  State  Department  of  Mental 
Health  and  the  State  Board  of  Health,  are 
spurring  the  development  of  new  facilities 
along  with  the  consolidation  of  existing  ones 
to  better  utilize  presently  available  man- 
power. Communities  in  Eastern  North  Caro- 
lina are  awakening  to  their  plight  and  be- 
ginning to  plan  cooperatively  to  meet  their 
needs.  Existing  hospitals  are  planning  ex- 
pansions, and  new  hospitals  are  planned  or 
under  construction.  Within  a  50-mile  radius 
of  East  Carolina  University  there  are  eight 
communities,  with  an  average  population  of 
25,000  each,  having  a  total  of  1,200  hospital 
beds.  It  is  expected  that  by  1973  these 
communities  will  have  a  total  of  1,800  hos- 
pital beds.  These  figures  do  not  include 
Cherry  Hospital — a  2,700-bed  state  hospital 
for  the  mentally  ill  located  40  miles  from 
the  University.  With  the  completion  of  these 
health    construction    projects,    the    current 
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manpower  shortage  will  be  even  more  crit- 
ical. East  Carolina  University  has  planned  a 
program  that  will  assist  in  solving  this  prob- 
lem, directly  and  indirectly,  by  educating 
additional  health  professionals  in  several 
categories  and  by  developing  a  continuing 
education  center  for  health  professionals 
employed  within    the  region. 

Scliool  of  Allied  Health  Professions  and 
Medical  Education  Center 

In  its  efforts  to  organize  a  meaningful 
program  whch  would  utilize  existing 
strengths  and  resources  available  within 
the  University  while  allowing  for  rapid  de- 
velopment of  terminal  degree  curricula  in 
the  health  professions,  East  Carolina  Uni- 
versity consulted  with  many  knowledgeable 
individuals,  agencies,  and  institutions  within 
the  state  and  surveyed  the  pertinent  litera- 
ture. The  possibility  of  establishing  a  two- 
year  school  of  medicine  was  explored  with 
the  assistance  of  three  deans  of  out-of-state 
medical  schools.  This  committee  submitted 
a  detailed  report  after  making  an  exhaustive 
study  of  the  University,  area  hospitals,  and 
other  regional  health  facilities.  They  recom- 
mended the  development  of  additional  bac- 
calaureate degree  programs  in  health-related 
sciences,  together  with  the  establishment  of 
a  regional  continuing  education  center  for 
health  workers  in  Eastern  North  Carolina. 
The  committee  and  others  suggested  that  the 
University  might  concern  itself  with  applied 
research  focusing  on  the  development  and 
use  of  new  categories  of  health  personnel  and 
on  the  mechanisms  for  the  delivery  of  health 
care  in  its  region.  These  efforts  would  per- 
mit the  University  to  initiate  solutions  to 
pressing  problems  in  health  affairs  as  well  as 
to  provide  a  mechanism  for  strengthening 
and  expanding  its  graduate  programs  in  the 
basic  sciences,  including  the  future  organi- 
zation of  a  basic  medical  science  curriculum. 

The  North  Carolina  legislature  authorized 
East  Carolina  University  to  proceed  with 
these  plans  in  1967.  A  planning  budget  pro- 
viding for  a  director  of  the  Life  Sciences  and 
Community  Health  Institute  and  his  office  ex- 
penses was  approved  for  the  1967-1969  bien- 
nium.  The  director  was  employed  in  January, 
1968;   immediately,   he   and   the   University 


officials  recognized  the  need  for  a  more  fit- 
ting label  to  describe  this  new  program. 
Therefore,  in  late  January,  1968,  the  pro- 
gram was  re-titled  "The  School  of  Allied 
Health  Professions  and  Medical  Education 
Center."  The  original  concept  of  an  institute 
was  retained  to  serve  as  the  applied  research 
division  of  this  new  professional  school. 

Current  Status  of  the  Health-Related 
Program 

The  presently  employed  director  of  the 
Life  Sciences  and  Community  Health  Insti- 
tute has  been  appointed  Dean  of  the  School 
of  Allied  Health  Professions  and  also  Direc- 
tor of  the  Medical  Education  Center. 
Through  his  communication  with  concerned 
agencies  and  institutions  such  as  the  three 
medical  schools  in  the  state,  the  State  Medi- 
cal Society,  the  state  Office  of  Comprehen- 
sive Health  Planning,  and  the  state  Regional 
Medical  Program,  the  following  plan  of  ac- 
tion has  emerged : 

1.  The  School  of  Allied  Health  Professions, 
a  professional  school  of  the  University,  will 
function  as  the  academic  division  of  this  pro- 
gram. Existing  health-related  curricula  in 
the  University  which  do  not  have  a  natural 
school  or  departmental  tie  will  be  transfer- 
red to  this  new  school  as  faculty  are  pro- 
cured. The  B.S.  in  Medical  Technology  and 
the  new  B.A.  in  Social  Welfare  are  the  two 
current  degree  programs  which  have  been 
moved  into  the  allied  health  school. 

New  health-related  professional  curricula 
have  been  organized  and  approved  by  the 
appropriate  academic  and  administrative 
university  committees  and  are  now  being 
evaluated  by  the  North  Carolina  Board  of 
Higher  Education.  Their  approval  by  the 
Board  is  virtually  assured  by  the  fact  that 
the  Board  approved  the  entire  program  con- 
cept, including  new  curricula,  in  its  original 
"Institute"  format.  The  four  new  bachelor 
of  science  programs  are  physical  therapy, 
occupational  therapy,  medical  record  librar- 
ianship,  and  dental  hygiene.  Additional  pro- 
grams are  being  planned  in  school  and  com- 
munity health  education,  health  administra- 
tion, and  dietetics.  The  School  of  Allied 
Health  Professions  plans  close  supervision 
of  the   students   in   these   programs  during 
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the  clinical  phase  of  their  training  in  the  af- 
filiated area  hospitals,  institutions,  and  agen- 
cies. 

The  dean  of  this  new  school,  with  the  ad- 
vice of  the  practicing  physicians  in  Eastern 
North  Carolina,  plans  to  organize  an  innova- 
tive program  to  produce  a  new  category  of 
health  professionals.  These  students  will  be 
educated  to  serve  as  associates  to  practicing 
physicians  involved  in  primary  patient  care 
— internists,  pediatricians,  and  general  prac- 
titioners. Their  role  is  envisioned  as  one  of 
interviewing  and  counseling  primarily.  A 
decision  as  to  whether  this  new  program  will 
be  at  the  baccalaureate  or  master's  level 
has  not  been  reached. 

East  Carolina  University  feels  very 
strongly  that  provision  must  be  made  for 
mobility  within  the  allied  health  field.  A 
"core"  curriculum  is  planned  for  the  allied 
health  programs  on  our  campus.  As  com- 
munity colleges  in  Eastern  North  Carolina 
develop  health-related  programs,  close  co- 
operation is  foreseen  between  these  colleges 
and  the  University  to  permit  movement 
within  and  among  these  programs  by  the 
student. 

2.  The  Medical  Education  Center  is  plan- 
ned as  an  on-campus  regional  postgraduate 
inservice  project  for  the  health  professionals 
employed  in  Eastern  North  Carolina.  This 
division  will  offer  institutes,  seminars,  work- 
shops, and  short  courses  designed  to  refresh 
or  re-train  health  personnel  in  all  categories. 
Close  cooperation  will  be  developed  with  the 
divisions  of  continuing  education  in  the 
three  medical  schools  in  the  state  and  with 
the  North  Carolina  Regional  Medical  Pro- 
gram. Planned  methods  of  improving  con- 
tinuing education  will  be  utilized  as  they  be- 
come available — such  as  the  proposed  closed- 
circuit  medical  television  network  in  the 
state. 

A  frequently  neglected  field  of  education 
in  existing  health  training  centers  is  that  of 
training  individuals  and  groups  who  are  not 
employed  in  the  health  professions  but  are 
interested  in  and  responsible  for  community 
health  programs.  These  include  city  and 
county  governing  bodies,  health  advisory 
boards,  law  enforcement  agencies,  etc.  They, 


too,  will  be  urged  to  participate  in  the  pro- 
grams structured  for  them  in  this  Center. 
Wherever  possible,  the  team  approach  will 
be  utilized  in  organizing  programs  in  an  ef- 
fort to  improve  the  communication  and  un- 
derstanding that  is  vital  for  more  effective 
delivery  of  health  services. 

3.  The  Life  Sciences  and  Community 
Health  Institute  will  provide  avenues  of  re- 
search into  health  affairs  in  Eastern  North 
Carolina  which  have  not  been  available  in  the 
past.  Two  major  functions  of  the  Institute 
are  apparent  immediately: 

A.  To  provide  the  administrative  struc- 
ture, climate,  and  physical  facilities  for  re- 
search in  the  life  sciences  as  they  are  related 
to  the  broad  spectrum  of  total  health.  Much 
of  this  work  will  be  done  by  faculty  mem- 
bers who  divide  their  time  between  the  In- 
stitute and  the  basic  and  behavioral  science 
departments  in  the  College  of  Arts  and  Sci- 
ences of  the  University.  This  coordination, 
interaction,  and  cross-stimulation  between 
academic  departments  will  produce  signifi- 
cant results  and  catalyze  imaginative  and  in- 
novative solutions  to  problems  requiring 
multidiscipline  action. 

B.  To  develop  a  regional  health  informa- 
tion center  to  serve  as  a  clearing  house  and 
dissemination  point  for  Eastern  North  Caro- 
lina. Data  storage  and  retrieval  services  us- 
ing the  University  Computer  Center  will  be 
available  as  a  regional  service  in  matters 
of  community  health.  A  library  devoted  to 
health  affairs  will  be  maintained  to  provide 
circulation  and  reference  services  on  the 
campus  and  as  a  service  to  the  health  pro- 
fessionals and  agencies  within  the  region. 

Expectations 
The  very  presence  of  the  described  health 
program  will  be  a  lodestar  for  Eastern 
North  Carolina  in  recruiting  additional 
health  manpower.  For  example,  physicians 
in  Greenville,  North  Carolina,  have  increased 
by  almost  80  %  during  the  past  four  years — 
the  period  during  which  East  Carolina  Uni- 
versity has  planned  and  initiated  its  involve- 
ment in  regional  health  affairs.  Less  dra- 
matic but  similar  increases  have  occurred  in 
the  eight  communities  within  a  50-mile 
radius  of  the  University.  Not  the  least  meas- 
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ure  of  the  potential  influence  of  this  new  pro- 
gram has  been  the  tremendous  interest  and 
enthusiasm  generated  among  the  profession- 
al and  lay  citizens  of  the  region.  It  is  a  fore- 
gone conclusion  that  these  benefits  will  gain 
added  impetus  as  the  entire  program  be- 
comes operational. 

Community  hospitals  in  the  east  have  be- 
gun to  critically  re-examine  their  sole 
traditional  role  of  patient  care  and  to  recog- 
nize the  many  advantages  received  by  the 
patient  and  staff  from  the  development  of 
teaching  services.  If  the  University  in  bring- 
ing to  fruition  the  planned,  closely  super- 
vised teaching  affiliations  for  allied  health 
professionals  in  these  hospitals,  a  unique 
model  will  be  established  that  may  be  emu- 
lated in  similar  regions  in  the  nation.  In  ad- 
dition, a  major  step  toward  the  use  of  such 
hospitals  by  the  medical  schools  for  clinical 
teaching  purposes  will  be  made.  For  these 
reasons  close  cooperation  between  hospitals 
and  medical  schools  will  be  avidly  pursued. 

As  basic  science  departments  of  East  Caro- 
lina University  develop  additional  graduate 
programs,  it  is  anticipated  that  faculty  and 
students  will  increase  accordingly.  The  de- 
partments of  biology  and  chemistry  have 
found  it  much  easier  to  recruit  highly  quali- 
fied faculty  members  since  the  new  health 
program  has  been  formalized.  A  time  is  fore- 
seen when  it  may  be  feasible  to  offer  stu- 
dents of  basic  science  a  five  or  six  year  con- 
tinuum curriculum  containing  several  op- 
tions for  pursuing  a  professional  career.  Such 
students  may  elect  graduate  study  leading 
to  a  Ph.D.  in  a  basic  science  or  may  wish  to 
transfer  to  advanced  standing  in  a  medical 
school  elsewhere.  The  pros  and  cons  of  this 
approach  will  be  studied  minutely,  and  ex- 
pert consultation  will  be  sought  as  this  possi- 


bility is  explored.  For  the  present  it  seems 
to  promise  a  reasonable,  partial  solution  to 
the  increasing  shortage  of  basic  scientists 
and  physicians  which  cannot  be  met  by  the 
medical  schools  alone,  even  if  their  efforts 
are  doubled. 

Finally,  it  must  be  stated  that  East  Caro- 
lina University  welcomes  the  advice  and  sup- 
port of  all  concerned  indiivduals,  agencies, 
and  institutions  who  have  any  critical  com- 
ment or  suggestion  to  offer.  The  University 
envisions  its  broadly  oriented  health  program 
as  a  supplementary,  non-competitive,  respon- 
sibility and  recognizes  that  this  arduous  task 
cannot  be  accomplished  alone. 

Srimmary 

A  brief  description  of  the  evolvement  of 
the  new  health  program  at  East  Carolina 
University  is  presented  for  the  attention  of 
members  of  the  Medical  Society  of  the  State 
of  North  Carolina,  The  current  status  and 
immediate  future  directions  of  the  School  of 
Allied  Health  Professions  and  Medical  Edu- 
cation Center  are  indicated,  and  the  direct 
and  indirect  benefits  that  may  accrue  to 
North  Carolina  from  this  innovative  under- 
taking are  noted.  Several  avenues  of  future 
concern  with  the  education  of  health  profes- 
sionals are  explored,  including  the  possibility 
of  developing  a  graduate  program  in  basic 
science  through  a  five-or  six-year  continuum 
curriculum. 

Suggestions  and  critical  comment  from 
concerned  members  of  the  Society  are  invited 
as  East  Carolina  University  initiates  its 
plans  for  an  endeavor  that  is  designed  to  sup- 
plement— not  compete  with — existing  efforts 
in  educating  more  health  professionals  and 
improving  health  services  for  all  of  North 
Carolina. 


Some  are  even  so  fool-hardy,  as  to  plunge  themselves  when  hot  in  cold  water.  Not  only 
fevers,  but  madness  itself,  has  frequently  been  the  effect  of  this  conduct.  Indeed,  it  looks 
too  much  like  the  action  of  a  madman  to  deserve  a  serious  consideration— William  Buchan: 
Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.,  Philadelphia,  Richard  Folwell.  1799,  p.  103. 
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The    Doctor 

Frank  Howard  Richardson, 

The  doctor  of  half  a  century  ago  was  al- 
ways recognized  by  one  quite  distinctive 
feature.  His  facial  hirsute  adornment  was 
always  clipped  so  as  to  form,  not  the  beard 
so  popular  with  today's  "hippies,"  but  a 
"Van  Dyck  beard."  As  a  youngster  looking 
forward  to  the  day  when  I  would  be  a  doctor, 
I  longed  for  the  day  to  come  when  I  could 
display  this  sign  of  my  calling. 

My  earliest  memory  of  what  I  used  to 
think  a  doctor  should  look  and  act  like,  was 
my  uncle,  a  doctor  of  the  old  school.  He  al- 
ways wore  a  high  silk  hat,  called  a  "stove 
pipe,"  that  covered  his  shining  bald  dome. 
His  double-breasted  black  frock  coat  was 
known  as  a  "Prince  Albert."  His  busy  beard 
was  trimmed  so  as  to  form  the  professional 
"Van  Dyck,"  the  badge  of  his  calling.  A 
piano  tuner's  small,  long  black  bag,  without 
which  no  "family  doctor"  ever  felt  equipped 
for  leaving  his  office,  contained  his  obstetric 
forceps.  His  stethoscope  (although  he  often 
preferred  to  place  his  unaided  ear  on  the 
patient's  chest)  was  in  his  hip  pocket;  his 
clinical  thermometer  in  his  waistcoat  pocket. 

His  equipage?  Ah,  there  was  a  doctor  for 
you !  A  pair,  not  of  "spanking  bays" — they 
were  too  common ;  but  a  striking  roan  and 
a  light  gray  mare,  both  "bob-tailed"  in  the 
prevailing  mode,  were  hitched  to  a  dashing 
brougham. 

But  in  his  later  years,  he  attracted  still 
more  attention.  He  made  his  house  calls  in 
a  one-horse  English  cab  that  had  been 
brought  to  this  country  to  be  exhibited  in  a 
horse  show.  It  was  known  as  a  "hansum" 
or  "hansum  cab,"  after  its  English  inventor, 
a  J.  A.  Hansum.  He  it  was  who  devised  the 
small  black  two-wheeled  closed  carriage, 
pulled  by  one  horse.  Its  driver  was  perched 
outside  in  a  little  seat  high  up  in  the  rear. 
The  owner  sat  inside. 

It  is  easy  to  imagine  the  sensation  the 
doctor  must  have  caused  when  this  equipage 
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drew  up  in  front  of  one  of  Brooklyn's  typical 
"three-story  and  basement  brownstone- 
front"  houses,  and  the  doctor  walked  up  the 
eight  or  ten  steps  of  its  "front  stoop."  He 
pulled  the  front  door  bell — electric  door  bells 
were  not  yet  in  general  use.  A  white-gowned 
"upstairs  maid"  opened  the  door  for  him. 

She  led  him  up  a  long  flight  of  stairs  to 
the  second  story,  and  ushered  him  into  the 
sick  room.  Here  a  distressed  mother  was 
waiting  for  him,  seated  by  the  bedside  of 
her  sick  child. 

The  doctor  would  sit  down  at  the  other 
side  of  the  bed.  He  would  take  the  young- 
ster's pulse,  then  call  for  a  glass  of  water 
in  which  to  rinse  his  clinical  thermometer  for 
taking  temperature.  He  would  then  ask  for 
a  teaspoon  to  serve  as  a  tongue  depressor  for 
examining  the  child's  throat.  If  he  discovered 
a  membrane,  he  might  "take  a  specimen" 
to  send  to  the  laboratory,  as  he  would  sus- 
pect diphtheria. 

If  his  suspicion  proved  to  be  correct,  as 
was  so  frequently  the  case,  he  might  order 
the  mother  to  "swab  the  throat"  at  inter- 
vals during  the  next  24  hours  or  so.  I  can 
still  remember  vividly  the  gagging  sensation 
I  suffered  from  this  procedure,  in  the  early 
days  when  this  was  almost  the  only  treat- 
ment they  knew  for  diphtheria. 

If  it  happened  to  be  summertime,  it  might 
well  be  that  the  severe  attack  of  diarrhea 
was  a  case  of  "cholera  morbus,"  "cholera  in- 
fantum," or  "summer  complaint,"  various 
names  for  a  severe  diarrhea.  If  it  took  place 
in  the  South,  it  would  probably  be  called 
"colitis."  Whatever  it  was  called,  treatment 
began  with  divided  doses  of  calomel,  fol- 
lowed by  a  good  sized  dose  of  castor  oil.  But 
this  treatment  was  not  restricted  to  diarrheal 
diseases.  It  was  usually  the  first  step  in  the 
treatment  of  any  of  the  diseases  of  child- 
hood. 

If  drawing  the  shades  had  made  the  room 
so  dark  that  the  doctor  could  barely  make 
out  the  mother  and  her  sick  child,  he  knew 
that  the  mother  had  already  made  her  own 
diagnosis  of  measles.  This  mistaken  idea  of 
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the  necessity  of  a  darkened  room  for  meas- 
les, still  persists. 

If  the  doctor  diagnosed  scarlet  fever,  he 
would  order  a  cap  and  gown  for  everyone 
entering  the  sick  room.  He  would  instruct 
the  mother  to  burn  any  books  or  magazines 
the  little  patient  touched,  as  well  as  any 
"scales"  from  the  little  patient's  skin.  And 
he  would  warn  the  mother  that  he  would 
have  to  report  the  case  to  the  Health  De- 
partment. 

Following  recovery,  "fumigation"  was 
necessary.  This  consisted  in  closing  tight- 
ly all  doors  and  windows  of  the  sick  room, 
boiling  all  towels  and  bed  linen  after  they 
were  laundered,  and  then  igniting  an  evil- 
smelling  candle  in  order  "to  kill  any  germs" 
that  might  otherwise  have  carried  the  in- 
fection to  others  of  the  family. 

Before  leaving,  the  doctor  would  inform 
the  mother  that  a  big  sign  bearing  the  in- 
scription SCARLET  FEVER  would  have  to 
be  displayed  on  the  front  door,  indicating 
that  a  state  of  quarantine  would  have  to  be 
maintained.  Removing  that  sign  was  simply 
never  done,  no  matter  how  disliked  it  might 
be. 

So  it  was  with  grave  misgivings  that  as 
a  father  I  noticed  that  the  sign  had  been 
taken  down  from  the  front  of  our  house, 
when  one  of  my  youngsters  had  scarlet 
fever.  All  denied  guilt.  I  solemnly  warned 
them  that  a  repetition  of  such  a  lawless  act 
would  not  be  tolerated. 

To  our  amazement,  it  happened  again !  But 
before  we  had  had  time  to  institute  the 
searching  investigation  that  was  called  for, 
my  youngest  called  out,  "I  know  who  did  it. 
You  guess  who!" 

In  vain  we  cudgeled  our  brains  to  identify 
the  culprit.  But  at  last  he  was  discovered. 
One  of  the  children  saw  Goatie  standing  on 
his  hind  legs  in  front  of  the  door,  leisurely 
tearing  the  sign  off  and  eating  it.  The  re- 
placing sign  was  tacked  well  out  of  Goatie's 
reach. 

Before  leaving  the  house  the  doctor  al- 
ways wrote  a  prescription,  using  his  pocket 
prescription  pad.  This  was  not  the  combina- 
tion of  needed  drugs  that  can  now  be  had, 
compounded  by  one  of  the  big  pharmaceu- 


tical houses  and  ordered  by  its  trade  name. 
Instead,  the  doctor  had  to  write  a  prescrip- 
tion containing  in  one  mixture  all  the  drugs 
whose  actions  were  needed. 

The  doctor  had  to  be  familiar  with  the 
physical  characteristics  of  each  of  the  drugs 
he  prescribed,  as  well  as  how  they  affected 
the  human  body.  All  this  he  had  learned  in 
medical  college.  Otherwise  he  might  pre- 
scribe a  combination  of  two  or  more  drugs 
that  were  "incompatible."  In  other  words, 
they  either  would  not  mix,  or  would  make 
a  mixture  that  was  impossible  for  the  pa- 
tient to  swallow. 

It  was  a  most  embarrassing  experience 
for  the  doctor  when  the  drug  clerk  would 
telephone  to  inform  him  that  the  prescrip- 
tion the  patient's  mother  had  brought  in 
called  for  two  incompatible  drugs. 

The  drug  store  to  which  all  prescriptions 
were  taken  was  really  a  drug  store.  It  had 
not  yet  become  the  small-scale  department 
store  that  today's  pharmacy  has  become.  The 
only  thing  besides  drugs  it  contained  was 
a  counter  where  one  could  order  an  "ice 
cream  soda"  or  a  lemonade,  and  drink  it  as 
he  sat  on  a  high  stool.  No  cola  drinks  were 
yet  to  be  had.  The  white-coated  drug  clerk 
knew  drugs,  but  not  drinks. 

Everyone  knew  that  this  was  a  drug  store. 
Its  identity  was  indicated  by  the  two  or 
more  large  glass  jars  filled  with  colored 
liquids  that  adorned  the  store  windows.  No 
other  knd  of  store  ever  sported  these  colored 
jars. 

As  the  doctor  left  the  house,  there  was  no 
need  for  him  to  assure  the  mother  that  he 
would  be  back  tomorrow,  or  to  tell  her  not 
to  hesitate  to  call  him  if  she  should  need 
him  during  the  night.  She  knew  by  past  ex- 
perience that  she  was  free  to  telephone  him 
to  come,  anytime  she  felt  that  she  needed 
him,  day  or  night. 

Night  calls  were  common,  not  the  unusual 
events  they  are  today.  It  never  occurred  to 
the  doctor  of  yesterday  not  to  respond 
promptly  and  cheerfully.  It  never  occurred 
to  the  mother  not  to  feel  perfectly  free  to  call 
him  if  she  needed  help  or  reassurance. 

But  there  was  one  form  of  night  call  that 
he  did  resent,  and  begrudge  making.  That 
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was  the  one  that  came  after  the  mother  had 
waited  all  the  day  long  in  hopes  that  she 
would  not  have  to  pay  for  a  night  call !  Then 
when  night  came  on  and  the  child  had  failed 
to  get  better,  she  would  give  up  all  hope  of 
making  this  saving,  and  would  make  her 
telephone  call  for  a  night  call.  He  did  resent 
this.  Can  you  wonder? 

It  would  indeed  be  difficult  to  over  esti- 
mate the  nature,  or  exaggerate  the  depth, 
of  the  emotional  relationship  between  the 
doctor  of  yesterday  and  many  of  his  patients. 
I  remember  the  words  of  the  wife  of  a  man 
who  had  been  transferred  to  a  distant  city. 
She  told  me  that  she  could  not  think  of  any 
one  of  her  dear  friends  that  she  deplored 
leaving  more  than  she  did  him,  so  great  was 
her  confidence  in  their  family  doctor.  The 
support  he  was  always  ready  to  render  her 
and  her  husband  in  times  of  anxiety  and 
dread  over  the  illnesses  of  their  little  chil- 
dren was  beyond  belief. 

To  be  sure,  he  could  not  provide  them 
with  the  help  that  today's  doctor  can  render, 
in  the  preventive  inoculations,  antibiotics, 
and  the  vaccines  and  serums.  But  he  could, 
and  did,  give  them  the  moral,  and  in  some 
cases  even  the  spiritual,  support  of  a  sym- 
pathetic fellow  mortal.  He  would  spare  no 
pains  to  do  everything  within  his  power  to 
help  them  in  times  of  anxiety  and  suffering. 
Today's  young  parents  have  no  conception 
of  what  this  meant  to  the  young  parents  of 
yesterday,  before  modern  medical  research 
did  so  much  to  protect  their  children. 

What  about  finances?  When  I  was  a  young 
doctor  beginning  my  practice,  I  treated  many 
patients  without  charging  them,  when  pay- 
ment would  have  been  a  hardship  for  them. 
When  I  did  charge,  I  might  get  two  dollars 
for  a  house  call,  one  dollar  for  an  office  call, 
and  three  dollars — or  nothing! — for  a  night 
call.  One  half  of  these  collections  would 
have  to  be  turned  over  to  the  older  physi- 
cian whose  offices  I  shared.  This  was  not 
"fee  splitting,"  which  was  condemned  in 
those  days  as  it  is  today.  The  division  was 


merely  for  office  rent  and  work  as  an  as- 
sistant. But  the  doctor  of  yesterday  was 
fully  paid  in  the  love,  gratitude  and  appre- 
ciation that  his  practice  brought  him. 

But  was  the  doctor  of  yesteryear  too  old, 
or  too  young,  or  too  peace-loving,  to  take  up 
arms  for  his  country  in  time  of  war?  By  no 
means.  Just  before  the  First  World  War  be- 
gan, one  doctor  of  yesteryear  served  as  a 
medical  officer  in  the  Signal  Corps  of  the  Na- 
tional Guard.  In  those  days,  before  the  Air 
Force  had  been  organized,  all  recruits  for 
the  flying  service  of  their  country  had  to 
take  a  physical  examination  at  the  hands 
of  the  medical  officers  of  the  Signal  Corps. 
We  went  out  to  a  nearby  flying  field  on 
Long  Island  for  this  duty. 

The  flying  machines  of  those  days  were 
pretty  scary  contraptions,  and  accidents 
were  common.  It  was  quite  the  thing  to  in- 
vite a  visiting  medical  officer  to  take  a  fly- 
ing trip.  When  our  doctor  of  yesteryear  gave 
evidence  of  some  slight  disinclination  to  ac- 
cept the  invitation,  the  flyer  remarked, 

"Why,  it's  not  dangerous,  Doc.  It's  just 
like  that  medicine  you  carry  in  your  bag.  One 
drop's  enough." 

But  peacetime  service  was  not  enough  for 
the  doctor  of  yesteryear.  When  war  was  de- 
clared, those  doctors  who  had  been  serving 
in  the  National  Guard,  and  parading  on 
prancing  steeds  down  the  cities'  streets,  were 
"federalized"  and  sent  to  France  with  the 
armed  forces.  One  doctor  of  yesterday,  sail- 
ed for  France  at  the  end  of  the  second  decade 
with  his  battalion.  He  served  so  well  that  he 
was  cited  by  his  commanding  general  for 
"fearlessness  and  unremitting  attention  to 
the  wounded  of  his  regiment  in  the  Battle  of 
the  LeSelle  River,  Oct.  19-20,  1918." 
Conclusion 

The  overworked  and  often  unappreciated 
physician  of  today,  though  he  may  be  better 
paid  for  his  services  financially,  may  well 
look  back  with  professional  pride  and  even 
a  trace  of  envy  upon  his  professional  prede- 
cessor, the  doctor  of  yesteryear. 
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Guest    Editorial   by    President    Welton 

WHAT  DOES  THE  STATE  SOCIETY 

DO    FOR    ME? 

1.  It  maintains  the  corporate  establish- 
ment— The  Medical  Society  of  the  State 
of  North  Carolina — chartered  by  act  of 
the  North  Carolina  General  Assembly  in 
1858. 

2.  It  owns  and  publishes :  The  North 
Carolina  Medical  Journal  monthly  (this 
involves  editorship  and  management) ,  a 
Roster  of  membership,  officers  and  commit- 
tees, annually,  and  the  Public  Relations 
Bulletin. 

3.  For  12  years  it  has  negotiated  and 
sponsored  a  source  of  professional  liability 


insurance  utilized  by  70 '{  of  the  member- 
ship. This  has  resulted  in  your  having  rates 
among  the  lowest  in  the  U.  S.   (48th  place) 

4.  In  the  field  of  group  life  insurance,  dis- 
ability, business  overhead  and  major  medi- 
cal health  insurance  it  has  made  protection 
at  low  cost  available  to  you. 

5.  It  has  established  and  published  a 
Relative  Value  Study  which  is  increasingly 
accepted  as  the  standard  for  evaluating 
fees. 

6.  Through  three  very  active  committee 
functions  (Insurance  Industry  Committee, 
Blue  Shield  Committee,  and  OCHAMPUS 
Committee)  it  established  and  maintains  a 
Claims  Review  Service  available  to  all  phy- 
sicians and  carriers.  The  record  of  these 
committees  has  received  commendation 
from  all  parties  concerned  and  favorable 
national  recognition. 

7.  Operates  a  physician  placement  service 
which  has  been  praised  by  physicians  who 
have  contacted  our  Headquarters  office, 
many  of  whom  have  come  to  North  Carolina 
to  practice. 

8.  It  has  negotiated  and  established  a  Re- 
tirement Savings  Plan  for  all  self-employed 
members  of  the  Society.  This  plan  has  had 
a  relatively  high  yield. 

9.  It  conducts,  on  your  behalf,  constant 
liaison  with  multiple  state  agencies,  eight 
universities,  three  medical  schools,  com- 
munity colleges,  the  North  Carolina  Reg- 
ional Medical  Program  and  associations  of 
allied  health  professionals. 

10.  It  stages  an  Annual  Session  which 
includes  scientific  programs  and  section 
meetings  as  well  as  official  business  trans- 
actions. 

11.  It  conducts  an  annual  officers'  and 
committeemen's  conference  for  the  orienta- 
tion and  training  of  respresentatives  of  all 
county  societies. 

12.  It  has  recently  initiated  a  prime  chan- 
nel of  communication  and  service  to  the 
county  societies :  a  Field  Representative 
who  is  available  to  render  assistance  to  any 
county  group. 

13.  It  monitors  the  flow  of  all  health 
legislation  in  the  North  Carolina  General 
Assembly  and  in  the  U.  S.  Congress.  It  re- 
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sponds  to  requests  from  legislators  for  in- 
formation pertaining  to  health  matters. 

14.  It  sends  its  officers,  staff  and  other 
representatives  to  many  regional  and  na- 
tional meetings.  This  includes  covering  all 
of  the  business  transacted  by  the  AM. A. 
House  of  Delegates  twice  each  year.  The  in- 
formation obtained  at  these  is  ultimately 
available  to  you. 

15.  It  is  taking  an  active  role  in  coopera- 
tion with  our  three  medical  schools  and  the 
Regional  Medical  Program  in  improving  the 
quality  and  availability  of  continuing  educa- 
tion. 

16.  It  monitors,  takes  minutes,  and  pub- 
lishes reports  of  more  than  60  committees 
of  the  Society. 

17.  Provides  an  Orientation  Kit  for  phy- 
sicians entering  practice  in  North  Carolina. 

18.  Distributes  health  education  mater- 
ials for  public  information. 

19.  It  maintains  an  addressing  service 
for  county  and  district  societies,  post-grad- 
uate groups  and  for  the  women's  auxiliary. 

20.  Plans  and  stages  workshops  for  your 
benefiit  such  as  on  Medicare  and  Utiliza- 
tion Review. 

(There  are  many  additional  functions  and 
services  not  listed) 

*      *      Hi 

APPLE-PACKING  AND  MASS 
EPISTAXIS 

If  one  heard  that  a  large  group  of  people 
had  bleeding  noses,  it  is  unlikely  that  sus- 
picion would  immediately  fall  on  apple-pack- 
ing as  the  cause  of  their  troubles ;  perhaps 
they  were  Chicago  demonstrators.  Yet  this 
was  the  situation  in  the  apple-growing  coun- 
try of  central  Washington  state  in  1964, 
where  up  to  100%  of  the  apple-packers  in 
certain  plants  fell  victim  to  this  distressing 
complaint.  Following  the  initial  report  in 
1966,  based  on  the  appearance  of  epidemic 
nosebleeds  in  1964,  investigation  has  con- 
tinued, attempting  to  go  beyond  the  epide- 
miologic observations  to  the  actual  causative 
agent.  Some  among  our  readers  will  recall 
the  various  editorials  which  appeared  follow- 
ing Quinby's  original  report  (JAMA  197: 
165-168,  July  18,  1966)  :  the  JAMA,  Lancet 


and  New  England  Journal  of  Medicine  all  ex- 
pressed their  interest,  occasionally  with  hu- 
morous overtones.  Quinby,  however,  was  less 
amused  than  puzzled,  and  now  reports  that 
he  has  probably  solved  the  mystery,  if  not 
the  problem  (Arch  Environ  Health  16:485- 
489,  April,  1968). 

Epidemiologic  evidence  pointed  to  two 
brands  of  blue-dyed  apple-packing  trays, 
made  chiefly  from  reclaimed  newsprint,  as 
the  offending  agents.  How  they  caused 
trouble  was  a  puzzle,  for  similar  trays  had 
been  used  in  previous  years,  without  causing 
nosebleeds.  In  1963,  it  seems,  changes  were 
made  in  the  substances  used  to  hold  the 
paper  in  the  trays  together,  while  the  crystal 
violet  and  gentian  violet  used  to  color  the 
trays  attractively  and  to  cover  up  the  news- 
print remained  the  same.  Workers  in  the 
packing  plants  complained  that  the  news- 
paper trays  were  dustier  in  1964  than  they 
were  before.  Coincident  with  these  observa- 
tions, it  was  noted  that  trays  made  from 
virgin  wood  pulp,  using  the  same  dyes,  were 
not  associated  with  nosebleeds,  nor  were 
plastic  trays  or  trays  dyed  yellow.  Dr.  Quin- 
by has  now  learned  that  workers  in  the  gen- 
tian or  crystal  violet  industry  must  use 
respirators  to  avoid  irritation  from  these 
dyes,  and  he  also  found  two  industrial  situa- 
tions in  which  exposure  to  dry  dye  was  fol- 
lowed by  nosebleeds.  His  opinion,  adding 
up  these  observations,  is  that  the  change 
in  the  physical  characteristics  of  the  apple 
trays  which  followed  the  use  of  new  bond- 
ing agents  in  1963  allowed  paper  dust  to 
carry  dye  to  workers'  noses  in  amounts  suf- 
ficient to  produce  irritation.  With  prolonged 
exposure,  spotting  of  blood  and  frank  bleed- 
ing followed.  There  are  a  few  possibilities 
other  than  the  gentian  or  crystal  violet  as 
the  proximate  cause,  but  they  seem  small. 

Apple  growers  in  North  Carolina  and  ad- 
jacent parts  of  Virginia  have  not  been  af- 
fected by  epidemic  epistaxis,  to  the  knowl- 
edge of  Mr.  Sam  Levering  of  Ararat,  a  prom- 
nent  figure  in  apple  production,  among  other 
things.  Until  two  or  three  years  ago  there 
was  little  packing  of  apples  in  trays  in  these 
parts,  traditional  crating  being  the  means  of 
distribution.    There   were   a   few   reclaimed 
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paper  trays  used  in  those  days,  but  little 
exposure  resulted.  At  the  present  time  pur- 
ple trays  are  widely  used,  but  they  are  of 
the  virgin  pulp  type,  which  have  not  been  in- 
volved in  the  trouble. 

Now  that  Quinby  has  found  the  cause  of 
the  problem,  and  because  the  two  involved 
brands  of  trays  were  already  known  to  be  as- 
sociated with  nosebleed,  is  the  epidemic 
epistaxis  of  apple-packers  at  an  end?  Appar- 
ently not — which  is  almost  as  interesting  as 
the  disease  itself.  The  apple-packers  will  not 
wear  protective  masks.  The  plant-owners 
cannot  afford  mechanical  systems  to  remove 
the  dust.  The  sales  problem  of  using  trays 
of  different  color  is  apparently  major.  The 
old  binding  process  has  not  been  restored 
for  economic  reasons.  Once  again,  non-medi- 
cal considerations  conspire  to  prevent  a 
troublesome,  if  minor,  illness  whose  cause 
and  cure  are  known.  The  case  of  apple- 
packer's  epistaxis  furnishes  a  good  example 
of  the  way  in  which  medicine  is  inextricably 
linked  with  human  nature  and  general  af- 
fairs, and  furnishes,  at  the  same  time,  an 
additional  stimulus  to  physicians  to  become 
respectful  of  human  cussedness  and  more  in- 
volved in  general  affairs. 


Committees  &  Organizations 

AMERICAN   MEDICAL  ASSOCIATION 
AMA  Posture  on  Public  Comment 

REPORT  OF  THE  BOARD  OF  TRUSTEES 

The  Board  is  cognizant  of  the  great  increase  in  atten- 
tion being  given  in  the  press  and  broadcast  media  to 
medicine  and  health  care.  Our  profession  is  now  the 
focus  of  one  of  America's  greatest  interests.  It  will 
constantly  be  in  the  spotlight,  ending  the  professional 
reticence  and  privacy  in  which  medicine  functioned 
most  of  the  time  in  the  past. 

Even  though  this  interest  is  a  tribute  to  the  impor- 
tance of  medicine  and  the  public's  desire  for  its  bene- 
fits, it  brings  with  it  the  problems  facing  any  person 
or  organizaztion  with  a  key  public  position:  much  of 
the  coverage  is  critical  or  displays  a  lack  of  under- 
standing. 

The  Board  of  Trustees  has  consulted  with  AMA  staff 
and  public  relations  counsel  on  this  increasingly  im- 
portant situation.   The  conclusions  that  have  resulted 


from   this   intensive   and   thoughtful   consideration   are 
submitted  now: 

1.  When  statements  about  medicine  are  misguided  or 
unfair,  corrective  statements  will  be  issued  promptly 
when  the  facts  are  available  and  an  orderly  response  is 
possible. 

2.  We  must  recognize  that  the  prominence  and  com- 
plexity of  medicine  in  the  United  States  today  result  in 
many  limitations.  Medicine  is  a  constant  subject  of 
news  and  comment,  much  of  which  cannot  be  subject 
to  a  later  response.  Often  our  replies  cannot  be  carried 
by  the  broadcast  medium  or  publication,  or  at  best  will 
be  much  less  prominent  than  the  original  coverage. 
Quite  often  a  responsible  statement  cannot  be  issued 
until  the  facts  have  been  obtained,  and  these  may  be 
scattered  about  the  country  or  involve  a  local  situa- 
tion or  require  a  great  deal  of  time. 

3.  The  frequency  and  complexity  of  these  matters 
have  increasingly  diverted  the  officers  and  staff  of  AMA 
to  reacting  to  what  others  do  and  say.  This  decreases 
the  ability  to  work  on  constructive,  ongoing  activities 
that  are  vital  to  our  future. 

4.  Staff  is  developing  in  written  form  the  best  pos- 
sible anticipatory  statements  regarding  all  foreseeable 
circumstances.  By  having  such  matters  thought  out 
and  documented  when  a  need  arises,  we  will  be  able 
to  reduce  the  instances  of  surprise,  decrease  the  time 
required  for  response,  and  assure  consistency  in  AMA 
statements  on  these  matters. 

5.  We  will  concentrate  on  building  a  positive  posture 
by  getting  understanding  for  medicine's  functions  and 
its  positions  on  various  considerations:  and  by  educat- 
ing the  press,  broadcasters  and  opinion  leaders.  This 
will  help  forestall  much  misguided  criticism  and  build 
a  favorable  climate  that  will  inoculate  against  suscep- 
tibility to  unfair  criticism. 

6.  All  state  and  county  medical  societies  are  urged  to 
follow  these  same  procedures. 

You  will  see  many  instances  in  which  AMA  re- 
sponds to  public  comment,  many  in  which  we  have 
acted,  but  our  effectiveness  will  be  in  correcting  the 
source  and  may  not  be  visible  immediately,  and  in- 
stances when  judgment  indicates  a  response  should 
not  be  made.  In  each  case  the  best  judgment  and 
skills  will  have  been  applied  to  the  complexities  of  the 
situation. 


committee  on  family  and 
Marriage  Counselling 

Do  you  have  to  deal  with  "crocks"?  Few 
doctors  can  avoid  them  altogether. 

The  evidence  grows  that  attempting  to 
manipulate  the  patient's  personality  with 
drugs  or  otherwise  is  not  the  only  possibility. 
By  family  and  marriage  counselling,  a  doc- 
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tor  can  sometimes  manipulate  a  "crock"  pro- 
ducing environment.  Two  opportunities  to 
learn  about  counselling  are  available  this 
fall  to  North  Carolina  physicians  and  are 
recommended  by  the  chairman  of  your  So- 
ciety's Committee  on  Family  and  Marriage 
Counselling. 

1.  One-day  Institute  for  Professional  Men  and  Women, 
Wake  Forest  University  in  Winston-Salem  on 
Friday,  October  25,  1968.  For  registration  forms, 
vrite  early  I  registration  limited  to  200)  to  Dr. 
David  R.  Mace,  Profesor  of  Family  Sociology, 
Behavioral  Sciences  Center,  Bowman-Gray  School 
of  Medicine. 

2.  At  the  fall  meeting  of  the  N.  C.  Academy  of  Gen- 
eral Practice  in  Durham.  October  31  to  Novem- 
ber 2,  there  will  be  two  programs  about  counsel- 
ing: Sex  and  the  Family  Doctor:  and  Marriage 
and  the  Family  Doctor.  For  information  write 
Mr.  J.  C.  Knowles,  Executive  Secretary,  N.  C. 
Academy  of  General  Practice,  2415-D  Crabtree 
Boulevard,  Raleigh,  N.  C. 

Committee  on  Family  and  Marriage  Counselling 
Eleanor  B.  Easley.  M.D.,  Chairman 


Bulletin  Board 

News  Notes  from  the 
Duke  University  Medical  Center 

Students  from  25  states,  Puerto  Rico,  and  the  Brit- 
ish colony  of  Hong  Kong  makes  up  this  year's  fresh- 
man class  at  the  Duke  Univeristy  School  of  Medicine. 

Enrollment  of  the  87  freshmen  brings  Duke's  medical 
student  body  to  339.  Including  six  students  who  are 
transferring  from  other  medical  schools  this  year, 
Duke's  other  three  medical  classes  will  total  88  sopho- 
mores, 89  juniors  and  75  seniors. 

North  Carolina  with  14  students  has  the  largest  repre- 
sentation  in  the  freshman  clas.  New  York  is  second 

with  12. 

*    *    * 

Scientists  from  18  countries  including  Russia  met 
at  the  Duke  University  Medical  Center  in  August  to 
exchange  ideas  about  one  of  the  basic  areas  of  medical 
research. 

The  topic  of  the  meeting,  sponsored  in  part  by  a  grant 
from  the  National  Science  Foundation,  was  "The  Mole- 
cular Basis  of  Membrane  Function." 

The  sessions  were  nearly  two  years  in  the  planning, 
under  the  guidance  of  Dr.  Daniel  C.  Tosteson.  chair- 
man of  Duke's  Department  of  Physiology  and  Phar- 
macology. Financial  support  also  came  from  Merck, 
Sharp  and  Dohme,  the  Beckman  Instrument  Company 
and  the  Society  of  General  Physiologists,  which  co- 
sponsored  the  symposium  with  the  International  Union 
of  Physiological  Sciences. 


COMING  MEETINGS 

North  Carolina  Academy  of  General  Practice,  Meet- 
ing—Jack Tar  Hotel,  Durham,  October  31— November  2. 

Conference  on  Psychiatric  Emergencies  in  General 
Practice,  sponsored  by  Cherry  Hospital  and  the  Men- 
tal Health  Committee  of  the  Medical  Society  of  the 
State  of  North  Carolina— Goldsboro  Motor  Hotel,  Golds- 
boro,  November  7. 

Bowman  Gray  School  of  Medicine,  Oncology  Clinical 
Conferences  I  Medical  School  Lecture  Room  183): 
"Myeloproliferative  Disorders"— Dr.  Harriet  Gilbert, 
New  York  City,  November  13:  "Patient  Protection  in 
the  Control  of  Leukemia"— Dr.  Emil  Frei,  Houston, 
Texas,  November  20. 

University  of  North  Carolina  School  of  Medicine, 
12th  Annual  Symposium,  on  "Management  of  Digestive 
Disturbances  and  Diseases" — Chapel  Hill,  November 
21-22. 

North  Carolina  Chapter,  American  Academy  of 
Pediatrics  and  the  North  Carolina  Pediatric  Society — 
The  Carolina,  Pinehurst,  November  22-23. 

North  Carolina  State  Board  of  Medical  Examiners, 
written  examination  for  licensure — Raleigh.  Decem- 
ber  2-5. 

In  addition  to  the  United  States  and  Russia,  coun- 
tries represented  by  speakers  and  other  participants  on 
the  program  included  Israel,  Scotland,  Belgium,  Eng- 
land, Chile,  Argentina,  Switzerland,  Sweden,  Mexico, 
France.  Germany,  Japan.  Canada.  Denmark,  Vene- 
zuela, and  The  Netherlands. 

*  *    * 

Duke  University  will  soon  award  the  nation's  first 
two  masters  degrees  in  gerontological  nursing,  a  spe- 
cialty dealing  with  nursing  care  of  older  persons. 

Nurse  shortages  are  felt  across  the  nation,  but  nur- 
ses to  care  for  the  aged  are  in  particular  demand. 
Few  schools  of  nursing  even  include  any  undregraduate 
courses  in  gerontological  nursing. 

The  two  women  from  Duke  who  will  be  the  first  in 
their  field  are  Mrs.  Pat  Lowry  and  Miss  Carol  Tyler. 

Mrs.  Lowery,  of  Greenville.  N.  C,  received  her 
bachelor's  degree  in  nursing  at  the  University  of  North 
Carolina  in  Chapel  Hill  in  1963.  She  worked  at  N.  C. 
Memorial  Hospital  in  intensive  care  nursing  for  a  year 
and  at  the  VA  Hospital  in  Durham  for  two  years  be- 
fore deciding  to  be  one  of  Duke's  first  gerontological 
specialists. 

Miss  Tyler  graduated  with  a  B.S.  degree  in  nursing 
from  the  University  of  Maryland  in  1966.  Before  coming 
to  Duke,  she  worked  for  a  year  at  Cambridge,  Md. 

Nursing  care  of  elderly  psychiatric  patients — geropsy- 
chiatric  nursing— is  the  subject  of  a  study  under  way 
at  the  Duke  Medical  Center.  It  is  aimed  at  developing 
courses  of  study  at  the  master's  and  post-master's 
levels  in  that  nursing  specialty. 

*  *    * 

Six  members  of  the  Duke  University  medical  faculty 
have  been  promoted  to  full  professorships.  Provost  R. 
Taylor  Cole  announced.  They  are: 
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Dr.  Walter  B.  Cherny,  advanced  from  associate 
professor  to  professor  of  obstetrics  and  gynecology; 
Dr.  Carl  Eisdorfer,  advanced  from  associate  professor 
to  professor  of  medical  psychology  and  from  associate 
professor  to  professor  of  psychiatry;  Dr.  Edward  A. 
Johnson,  advanced  from  associate  professor  to  profes- 
sor of  physiology  and  pharmacology;  Dr.  Martin  Lakin, 
advanced  from  associate  professor  to  professor  of 
medical  physiology  'he  also  is  an  associate  professor 
of  psychology);  Dr.  Kenneth  S.  McCarty,  advanced 
from  associate  professor  to  professor  of  biochemistry ; 
and  Dr.  Charles  H.  Peete,  Jr.,  advanced  from  asso- 
ciated professor  to  professor  of  obstetrics  and  gyne- 
cology. 

*  *    * 

At  five  months  short  of  his  seventieth  birthday,  Dr. 
F.  Bayard  Carter  is  retiring  from  the  medical  faculty 
at  Duke  University,  where  he  was  Duke's  first  chair- 
man of  the  Department  of  Obstetrics  and  Gynecology. 

But  his  retirement  won't  mark  any  slowing  down 
in  his  activities.  Dr.  Carter — or  "Nick"  as  he  is 
called  by  his  friends— is  setting  up  private  practice 
in  an  office  at  the  Statler-Hilton  Inn. 

As  a  Rhodes  scholar  at  Oxford  University,  after  grad- 
uating from  the  University  of  Delaware,  Dr.  Carter 
earned  his  bachelor's  and  master's  degrees  in  the 
Honour  School  of  Physiology  before  returning  to  Johns 
Hopkins  University  in  Baltimore  to  get  his  M.D.  in 
1915.  After  serving  residencies  at  Yale  University, 
he  became  professor  and  acting  chairman  of  the 
Department  of  Obstetrics  and  Gynecology  at  the  Uni- 
versity of  Virginia. 

On  Jan.  1,  1931,  Dr.  Carter  was  attracted  to  Duke 
University  to  head  the  new  medical  school's  Depart- 
ment of  Obstetrics  and  Gynecology.  He  headed  the  de- 
partment until  he  stepped  down  on  his  sixty-fifth  birth- 
day and  handed  over  the  chairmanship  to  Dr.  Roy  T. 
Parker.  The  obstetrics  and  gynecology  faculty  is  far 
larger  now  than  it  was  when  he.  Dr.  Robert  A.  Ross, 
the  late  Dr.  Edwin  C.  Hamblen,  and  Dr.  Walter  L. 
Thomas  began  to  mold  the  department  nearly  40  years 
ago,  and  Dr.  Carter  looks  back  on  the  years  as  a 
"thoroughly  enjoyable  experience." 

The  outstanding  point,  he  said,  has  been  "the  ability 
to  work  with  young  people  and  see  them  mature."  But 
the  process  works  both  ways,  he  said,  explaining  that 
"you   don't    realize   how   much   you   learn   from   your 

own  house  staff." 

*  *    * 

The  fact  that  a  person  is  designated  an  "alcoholic" 
prejudices  his  admission  to  hospitals  because  alcoholics 
generally  are  considered  untreatable  and  of  little  value 
in  medical  teaching.  But  this  bias  does  not  include 
another  patient  who  is  admittedly  an  excessive  drinker 
—but  not  labeled  an  alcholoic.  He  is  as  frequently  ac- 
cepted for  hospital  admission  as  are  non-drinkers. 

These  points  were  brought  out  in  a  recent  study  by 
two  Duke  University  psychiatrists  at  the  Veterans  Ad- 
ministration Hospital  in  Durham.  The  study  also 
pointed  up  that  the  true  incidence  of  alcoholism  may  be 
much  greater  than  is  estimated. 


One  of  the  psychiatrists.  Dr.  Demmie  G.  Mayfield, 
presented  a  paper  based  on  the  study  at  the  28th  In- 
ternational Congress  on  Alcohol  and  Alcoholism  held 
in  Washington  recently.  Co-author  of  the  paper  is  Dr. 
Donald  R.  Fowler,  like  Dr.  Mayfield  an  assistant  profes- 
sor of  psychiatry. 

*    «    * 

Dr.  Dani  P.  Bolognesi,  a  research  associate  in  sur- 
gery at  the  Duke  University  Medical  Center,  left  Aug. 
28  to  begin  study  under  a  two-year  research  fellowship 
in  Germany. 

He  received  the  post-doctoral  fellowship  from  the 
National  Cancer  Institute. 

Dr.  Bolognesi's  research  at  the  Max  Planck  Institute 
for  Virus  Research  in  Tubingen  will  deal  with  the  bio- 
chemistry of  infection  in  tumor  viruses  of  fowl,  which 
has  also  been  the  area  of  his  research  at  Duke. 

A  graduate  of  New  Rochelle  High  School,  Dr.  Bolcg- 
nesi  received  his  bachelor's  and  master's  degrees  at 
Rensselaer  Polytechnic  Institute  in  Troy,  N.  Y.,  and 
earned  his  Ph.D.  at  Duke  in  1967. 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

A  team  of  computers  has  been  called  on  to  help  find 
out  how  phosphate  mining  in  Eastern  North  Carolina 
may  ultimately  affect  the  region's  ground-water  re- 
sources. 

The  Office  of  Water  Resources  Research,  U.  S.  De- 
partment of  the  Interior,  has  approved  a  matching 
grant  of  $26,800  in  federal  funds  for  a  two-year  com- 
puter study  of  the  Coastal  Plain  aquifers  underlying 
the  phosphate  ore. 

Matching  state  funds  for  this  year  have  been  pro- 
vided through  the  Consolidated  University  of  North 
Carolina. 

Dr.  Jabbar  K.  Sherwani.  hydrologist  and  water  re- 
sources specialist  in  the  Department  of  Environmental 
Sciences  and  Engineering  at  the  UNC  School  of  Public 

Health,  is  the  principal  investigator  for  the  new  project. 

*  *    * 

Four  new  members— two  M.D.'s  and  two  Ph.D.'s — 
have  joined  the  Department  of  Pharmacology  at  the 
UNC  School  of  Medicine  here. 

All  are  engaged  in  advanced,  postdoctoral  training 
under  sponsorship  of  the  U.  S.  Public  Health  Service. 

The  new  members  are:  David  M.  Biddulph.  Ph.D.. 
a  Research  Fellow  from  the  Department  of  Anatomy 
at  the  University  of  Illinois  Medical  Center:  Timothy 
K.  Gray,  M.D..  a  Research  Fellow  from  the  Depart- 
ment of  Medicine  at  the  University  of  Maryland  School 
of  Medicine:  Al'red  J.  Marozzi,  Jr..  Ph.D..  a  trainee  in 
neurobiology  from  the  Department  of  Pharmacology  at 
the  University  of  Connecticut:  and  Andrzej  Sliwowski 
M.D..  an  international  Research  Fellow  from  the  first 
Department  of  Medicine  at  the  Warsaw  Medical  School 
in  Poland. 

*  *    * 

The  55  students  beginning  their  four  years  of  dental 
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Blue  Shield  often  makes  the  difference  be- 
tween a  harried  homecoming  and  a  happy 
one.  When  your  patients  have  Blue  Shield, 
they  have  the  best  in  medical  care  protec- 
tion. Last  year,  Blue  Shield  paid  nearly 
$1.4  billion  in  doctor  bills  on  behalf  of  its 
53  million  members. 

Today,  nearly  30  years  after  doctors  like 
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ment of  medical  bills,  this  unique  plan  re- 
mains the  favorite  of  employees  and  em- 
ployers alike. 
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studies  at  the  UNC  School  of  Dentistry  this  month  have 
the  highest  grade  point  average  in  the  history  of  the 
school. 

The  members  of  the  1968  freshman  class— graduating 
class  of  1972— were  selected  from  210  applications  which 
met  the  minimum  qualifications  set  by  the  dental 
school's  Admissions  Committee.  There  were  over  1.600 
inquiries  about  admission  to  the  school  this  year. 

*  *    * 

A  "basic  decision"  has  been  reached  to  expand  the 
enrollment  of  students  in  the  five  health  schools  at 
the  University  of  North  Carolina  in  Chapel  Hill. 

Dr.  C.  Arden  Miller,  vice  chancellor  for  health  sci- 
ences, said  the  School  of  Medicine  will  increase  the 
size  of  the  first-year  class  from  75  to  100  beginning 
in  the  fall  of  1970.  This  increase  was  authorized  and 
committed  previously. 

"Now,"  he  said,  "we  are  examining  ways  by  which 
enrollments  at  the  medical  school  can  increase  promptly 
after  1970  to  as  many  as  200  students  in  each  class." 

The  medical  faculty  here  has  proposed  an  increase 
in  the  first-year  class  to  160  students  by  1976  and  to 
200  in  the  years  immediately  following. 

#         $        Ss 

Women  are  entering  the  pharmaceutical  profession 
in  unprecedented  numbers,  leading  to  the  general  con- 
clusion that  pharmacy's  manpower  shortage  is  being 
relieved  by  womanpower. 

A  survey  by  a  leading  pharmaceutical  magazine 
found  that  the  total  number  of  pharmacy  students  in 
the  73  accredited  schools  in  the  U.  S.  increased  almost 
27%  in  the  last  five  years. 

In  that  same  period,  the  number  of  women  studying- 
pharmacy  increased  more  than  twice  as  much— almost 
66%. 

"Women  are  filling  a  manpower  void,"  according  to 
Dr.  George  P.  Hager,  dean  of  the  UNC  School  of 
Pharmacy. 

"From  the  standpoint  of  the  profession,  this  is  good 
because  the  profession  has  faced  a  manpower  deficit 
for  many  years. 

"From  the  standpoint  of  the  women,  it's  good  too. 
A  woman  pharmacist  has  an  equality  of  opportunity 

comparing  favorably  with  almost  any  other  career." 

*  *    * 

A  business  firm  contributed  $14,000  to  help  the  UNC 
School  of  Dentistry  conduct  a  national  conference  on 
the  teaching  of  comprehensive  patient  care  in  dental 
schools. 

The  Professional  Relations  Division  of  Proctor  & 
Gamble  Co.  is  providing  funds  to  defray  transportation 
and  other  expenses  for  participants  in  the  conference. 

Participants  will  include  a  representative  from  each 
of  the  50  dental  schools  in  the  U.  S.,  a  representative  of 
the  Canadian  dental  school  association,  and  represen- 
tatives from  affiliated  dental  organizations  and  fed- 
eral agencies. 

*  *    * 

The  first  workshop  conducted  under  a  new  regional 
continuation  education  Drogram  for  physical  therapists 
began  at  the  UNC  School  of  Medicine  in  August. 


The  new  class  of  first-year  medical  students  at  UNC 
will  begin  the  four-year  trek  to  a  medical  degree  with 
two   noteworthy   distinctions. 

The  75  members  of  the  class  were  selected  from 
nearly  1,000  applications,  the  largest  number  of  appli- 
cations in  the  medical  school's  history. 

And  the  new  crop  of  medical  students  has  the  high- 
est academic  average  and  Medical  College  Admission 
Test  scores  in  the  medical  school's  history. 

*  *    * 

The  technical  jargon  of  the  dentist  has  been  made 
into  a  record  album  for  women  entering  dental  axuiliary 
training. 

"Dental  Vocabulary"  has  been  added  to  the  Dental 
Assisting  correspondence  and  Resident  Program  at  the 
UNC  School  of  Dentistry  to  provide  a  beginning  in 
dental  terminology  for  the  dentist's  helper  of  tomorrow. 

Two  recordings  in  the  album  contain  170  dental 
terms,  definitions,  and  proper  usage  of  each  term  in 

a  sentence  common  to  dental  practice. 

*  *    * 

Two  members  of  the  Department  of  Mental  Health 
at  the  UNC  School  of  Public  Health  were  on  the  pro- 
gram for  a  meeting  of  the  Committee  on  Psychiatric 
Sociology  in  Boston,  Mass.,  in  August.  Dr.  Dorothea 
Leighton,  psychiatrist,  was  chairman  for  a  roundtable 
discussion  of  mental  health  research  and  then  par- 
ticipated in  a  four-member  panel  discussion  of  research 
designs.  Dr.  Bert  H.  Kaplan,  sociologist,  outlined  the 
uses  of  sociologic  models  for  psychotherapy  during  a 

roundtable  session. 

*  *    * 

Registered  nurses  employed  in  local  public  health 
agencies  in  North  Carolina  attended  a  special  short 
course  in  professional  improvement  in  early  September 
at  the  UNC  School  of  Nursing. 


News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  University 

Dr.  Frank  C.  Greiss,  Jr.,  associate  professor  of  ob- 
stetrics and  gynecology  at  the  Bowman  Gray  School 
of  Medicine,  has  been  awarded  the  1968  Foundation 
Prize  of  the  American  Association  of  Obstetricians  and 
Gynecologists  for  his  thesis  on  "Uterine  Vascular 
Changes  During  Pregnancy."  The  prize  includes  a  $1,000 
award.  He  presented  his  prize-winning  paper  at  the 
association's  annual  meeting  in  Hot  Springs,  Va. 
*    *    * 

Dr.  John  S.  Kaufmann,  instructor  in  pharmacology, 
in  August  became  the  first  student  to  earn  three  de- 
grees—two of  them  doctorates — from  Wake  Forest 
University. 

He  completed  requirements  for  his  third  degree,  the 
Ph.D.  in  pharmacology,  at  the  medical  school.  He 
received  the  B.S.  degree  in  1953  and  the  M.D.  degree 
in  1956.  For  the  next  18  months  he  will  be  engaged  in 
special  postdoctoral  training  in  clinical  pharmacology 
at  Vanderbilt  University  Medical  Center.  His  training 
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will  be  supported  by  a  fellowship  from  the  National 
Institutes  of  Health. 

*  *    * 

Dr.  Richard  L.  Burt,  professor  and  chairman  of  the 
Department  of  Obstetrics  and  Gynecology,  recently 
spent  three  weeks  in  Italy  where  he  served  as  visiting 
professor  at  the  University  of  Bologna  and  spoke  at  an 
international  symposium  in  Milan. 

His  lectures  at  the  University  of  Bologna  dealt  with 
prediabetes  and  diabetes  in  pregnancy.  He  presented 
a  paper  on  "Observations  Bearing  on  Placental  Lac- 
togenic Hormone  Function  in  Pregnancy"  at  the  Inter- 
national Symposium  on  Foeto-Placental  Unit. 

*  *    * 

James  A.  McAlister,  Jr.,  a  senior  medical  student  at 
the  Bowman  Gray  School  of  Medicine,  has  been  named 
the  first  recipient  of  the  school's  Frank  R.  Lock  Foreign 
Fellowship  in  Obstetrics  and  Gynecology. 

He  has  begun  three  months  of  special  clinical  train- 
ing in  obstetrics  and  gynecology  at  Obstetric  Hospital, 
London,  England,  where  he  will  spend  his  senior- 
year  elective  quarter.  His  training  is  directed  by  Prof. 
Denys  V.  I.  Fairweather,  director  of  the  Department 
of  Obstetrics  and  Gynecology  at  University  College 
Hospital  Medical  School.  University  of  London. 

The  foreign  fellowship  program  was  established 
earlier  this  year  in  recognition  of  Dr.  Frank  R.  Lock, 
professor  of  obstetrics  and  gynecology,  who  served  for 
25  years  as  chairman  of  that  department  at  Bowman 
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Gray.  Dr.  Lock  is  president  of  the  American  Gyne- 
cological Society  and  past  president  of  the  American 
College  of  Obstetricians  and  Gynecologists  and  the 
American  Association  of  Obstetricians  and  Gynecol- 
ogists. 

Fellows  are  selected  by  the  faculty  of  the  depart- 
ment on  the  basis  of  ability  and  interest  in  the  spe- 
cialty. 

The  P.  H.  Hanes  Foundation,  Inc.,  awarded  the  medi- 
cal school  a  two-year  grant  with  which  to  initiate  the 
program. 

*  *    * 

Dr.  Michael  A.  Sisk,  resident  in  pediatrics  at  North 
Carolina  Baptist  Hospital,  has  been  awarded  a  resi- 
dency fellowship  in  pediatrics  by  Wyeth  Laboratories. 

The  fellowship — one  of  15  sponsored  by  the  Wyeth 
Fund  this  year— provides  $4,800  during  a  two-year 
period  of  advanced  training.  Wyeth  fellows  are  selected 
on  the  basis  of  character,  academic  achievement,  per- 
formance of  duty  and  need  for  financial  assistance. 

*  *    * 

Through  a  new  pilot  program  at  the  Bowman  Gray 
School  of  Medicine,  five  high  school  and  college  stu- 
dents were  given  a  unique  opportunity  this  summer 
to  explore  career  possibilities  in  the  health-related 
professions. 

During  a  seven-week  period,  the  trainees  observed 
and,  in  some  cases,  took  part  in  a  variety  of  medical 
center  activities,  ranging  from  blood  typing  to  elec- 
troencephalography. 

The  project  was  sponsored  by  the  Department  of 
Neurology.  Dr.  James  F.  Toole,  professor  and  chairman 
of  the  department,  said  the  program  was  designed  to 
"expose  youths,  who  have  not  made  career  choices,  to 
a  hospital-medical  school  atmosphere  hoping  they 
would  find  an  area  so  exciting  they  would  choose  it  for 
a  career. 

Participating  in  the  program  were  David  A.  Dalton 
of  High  Point.  Ralph  Carothers  of  Gastonia,  and  Steve 
Johnson,  Miss  Virginia  Deanne  Newell  and  Miss  Lynda 
Brower.  all  of  Winston-Salem. 

Robert  Robertson,  a  sophomore  medical  student,  was 
coordinator  of  the  program.  Medical  students  and  tech- 
nicians served  as  instructors. 

*  *    * 

Dr.  Hugh  B.  Lofland,  Jr.,  professor  of  pathology, 
attended  the  second  Hemisphere  Nutrition  Conference 
Aug.  26-29  in  San  Juan.  Puerto  Rico.  He  presented  a 
paper  on  "Dietary  Cholesterol  and  Atherosclerosis  in 
New  World  Primates"  at  a  research  forum  on  athero- 
sclerosis. 

*  *    * 

Two  members  of  the  Department  of  Physiology  par- 
ticipated in  the  24th  International  Congress  of  Phy- 
siological Sciences  Aug.  25-31  in  Washington.  D.  C.  Dr. 
Robert  F.  Bond,  assistant  professor,  is  the  author  of 
a  paper  on  "The  Effect  of  Heart  Rate  and  Respiration 
on  Central  Venous  Blood  Flow  Velocities"  which  was 
selected  for  publication  in  the  proceedings  of  the 
congress.     Dr.     Joseph    P.     Buyniski.    cardiovascular 
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trainee,  presented  a  paper  on  "Reactivity  of  Cerebral 
Vascular  Smooth  Muscle  to  Ions  and  Increased  Os- 
molality." 

*  *    * 

Dr.  Robert  W.  Cowgill,  professor  of  biochemistry, 
participated  in  the  International  Conference  on  Mole- 
cular Luminescence  Aug.  22  at  Loyola  University, 
Chicago.    He    presented    a    paper    on    "The    Natural 

Fluorescence  of  Proteins." 

*  *    * 

Dr.  Frank  C.  Greiss  Jr.,  associate  professor  of  ob- 
stetrics and  gynecology,  recently  served  as  visiting  pro- 
fessor at  the  University  of  Oklahoma  School  of  Medi- 
cine where  he  lectured  on  "Determinants  of  Uterine 
Blood  Flow  During  Pregnancy." 

*  *    * 

Dr.  David  R.  Mace,  professor  of  family  sociology, 
spoke  on  "The  Family  in  Cross-Cultural  Perspective" 
Aug.  22  at  the  Study  Conference  on  the  Canadian 
Family,  Guelph  University,  Ontario,  Canada. 

H:        *        * 

Dr.  Clark  E.  Vincent,  professor  of  sociology  and 
director  of  the  Behavioral  Sciences  Center,  participated 
in  a  six-state  Postgraduate  Seminar  on  Obstetrics  and 
Pediatrics  Aug.  14-19  in  Daytona  Beach,  Fla.  He  spoke 
on  "The  Physician  as  Consultant  in  Marital  and  Sex- 
ual Health"  and  "Difficulties  in  Sexual  Communica- 
tions in  Marriage." 


North   Carolina  Chapter 
American  College  of  Radiology 

The  North  Carolina  Chapter  of  the  American  College 
of  Radiology  will  hold  its  fall  meeting  at  the  Mid- 
Pines  Club  in  Southern  Pines  on  Nov.  2. 

The  program  will  consist  of  a  panel  discussion  on 
"Diagnostic    Procedures    in    Nuclear   Medicine,"    with 
Dr.  C.  Douglas  Maynard  as  moderator. 
The  program  schedule  follows. 
P.M. 
2:00-2:20  The  Genitourinary  Tract— Robert   H.   Wilkins, 

M.D.,   Duke  University  Medical  Center 
2:20-2:40    The   Cardiorespiratory   System— Francis   D. 
Pepper,    Jr.,    M.D..    University   of  North 
Carolina 
2:40-3:00    The      Gastrointestinal      System— Jack      K. 
Goodrich.  M.D.,  Duke  University  Medical 
Center 
3::00-3:20    The  Nervous  System— C.  Douglas  Maynard, 
M.D..  The  Bowman  Gray  School  of  Medi- 
cine 
3:20-3:30    Discussion 
3:30-3:45    Break 

3:45-4:30    The  Future  of  Nuclear  Medicine— Alexander 
Gottschalk.  M.D..  The  University  of  Chi- 
cago 
4:30-5:30    Business  Meeting 
6:30-7:30    Social  Hour 
7:30-9:30    Dinner 
9:30-12:30  Dance 


CONFERENCE  ON  PSYCHIATRIC  EMERGENCIES 
IN   GENERAL   PRACTICE 

"Psychiatric  Emergencies  in  General  Practice"  is  the 
theme  of  a  conference  for  physicians  to  be  held  Nov.  7, 
1968,  at  the  Goldsboro  Motor  Hotel  in  Goldsboro.  Regis- 
tration begins  at  1:00  p.m.  and  the  program  starts  at 
2:10. 

The  program  is  approved  for  four  accredited  hours 
by  the  American  Academy  of  General  Practice.  Topics 
and  speakers  follow. 

"Uses  and  Abuses  of  Drugs"— Carroll  L.  Witten,  M.D., 
Louisville.  Kentucky 

"Management  of  Suicide  and  Depression"— Hans 
Lowenbach,  M.D.,  Durham 

"The  Physician  and  Management  of  Emotional  Dis- 
orders in  the  Community  General  Hospital" — loseph 
Baker.  M.D.,  Providence.  Rhode  Island 

In  conjunction  with  the  conference,  wives  of  the 
physicians  will  meet  in  the  lobby  of  Royster  Building 
at  Cherry  Hospital  at  2:00  p.m.  for  a  tour  of  the 
Wilson-Greene  Unit  and  a  tea  there,  followed  by  a  visit 
to  the  Adolescent  Unit  at  Cherry  Hospital. 

At  5  p.m.  wives  will  join  their  husbands  at  the  Golds- 
boro Motor  Hotel  for  a  social  hour  and  dinner.  Dinner 
reservations  at  $6.00  each  should  be  mailed  to  A. 
Hazel  Zealy,  M.D.,  P.  O.  Box  9494,  Raleigh,  N.  C. 
27603. 


News  Notes  from  the 
North  Carolina  State  Board  of  Health 

Dr.  Ruth  Burroughs  has  been  appointed  pediatric  con- 
sultant with  the  personal  health  division  of  the  State 
Board  of  Health  in  Raleigh.  Dr.  Burroughs,  a  native  of 
Nebraska,  received  her  B.S.  and  M.D.  degrees  from 
the  University  of  Nebraska.  She  has  served  as  a 
clinician  in  the  outpatient  department  of  the  Univer- 
sity of  Nebraska  College  of  Medicine  and  as  associate 
director  of  the  Hinds  County  Health  Department  in 
Jackson,  Mississippi.  From  November  1965  to  Septem- 
ber 1967,  she  served  as  a  pediatric  consultant  with 
the  Mississippi  State  Board  of  Health  and  as  acting 
health  director  for  Lauderdale  County. 

Dr.  Burroughs  attended  the  School  of  Public  Health 
at  the  University  of  North  Carolina  at  Chapel  Hill  and 
completed  the  requirements  for  the  Master  of  Public 
Health  degree  in  administration  in  August,  1968. 
*    *    * 

Dr.  J.  N.  MacCormack  has  been  named  Consultant  in 
the  Communicable  Disease  Control  Section  of  the  Di- 
vision of  Epidemiology  of  the  State  Board  of  Health  in 
Raleigh. 

Dr.  MacCormack,  a  South  Carolinian,  was  graduated 
from  Duke  University  with  a  B.A.  degree  in  1958  and 
received  his  M.D.  degree  from  the  University  of  North 
Carolina  School  of  Medicine  in  1962. 

From  1965-67  he  was  assistant  health  director  with 
the  Orange-Person-Caswell-Chatham-Lee  District  Health 
Department.  In  1968  he  received  his  master's  degree  in 
public  health  from  the  University  of  North  Carolina 
School  of  Public  Health  at  Chapel  Hill. 
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Medical  College  of  Virginia 

The  following  programs  have  been  scheduled  to  be 
held  at  the  Medical  College  of  Virginia  during  the 
coming  months. 

1.  McGuire  Lecture  Series  on  "Transplantation"— 
Oct.  31  and  Nov.  1. 

2.  The  Alton  D.  Brashear  Postgraduate  Course  in 
"Head  and  Neck  Anatomy"-Jan.  28-31,  1969. 

3.  Stoneburner  Lecture  Series  on  "Psychiatry  in 
Medical  Practice"— Feb.  20-21,  1969. 

4.  "Practical  Radiology  of  the  Skull,  Spine,  and 
Central  Nervous  System,"  sponsored  by  the  De- 
partment of  Radiology,  Medical  College  of  Vir- 
ginia and  held  in  Williamsburg,  Va.,  March  4-8, 
1969. 


The  Month  in  Washington 

President  Johnson  signed  into  law  the 
Health  Manpower  Act  of  1968,  which  ex- 
tends for  two  years,  until  June  30,  1971,  and 
expands  the  federal  programs  of  aid  to  med- 
ical and  allied  health  schools. 

Other  health  legislation  enacted  into  law: 

(1)  establishes  a  National  Eye  Institute  as 
part  of  the  National   Institutes  of  Health ; 

(2)  requires  federal  buildings  to  provide 
easy  access  to  the  handicapped;  (3)  author- 
izes standards  to  prevent  gas  lines  from 
leaking  and  exploding. 

President  Johnson  termed  the  health  man- 
power law  "a  major  measure  in  the  battle 
for  better  health."  It  authorizes  about  $1.2 
billion  in  federal  aid  to  medical  and  other 
health  personnel  schools  over  two  years  for 
construction,  expansion,  and  operating  ex- 
penses. Congress  followed  most  of  the  Ad- 
ministration's proposals  in  approving  the 
legislation  but  limited  the  extension  to  two 
years,  instead  of  the  four  years  requested. 

Both  the  Democratic  and  Republican  1968 
national  campaign  platforms  cited  the  im- 
portance of  the  role  of  private  enterprise  in 
the  development  of  government  health  pro- 
grams. The  GOP  placed  greater  emphasis 
on  private  medicine  than  the  Democratic- 
party  did. 

"While  believing  no  American  should  be 
denied  adequate  medical  treatment,  we  will 
be  diligent  in  protecting  the  traditional  pa- 
tient-doctor relationship  and  the  integrity 
of  the  medical  practitioner,"  the  Republican 
plank  said. 


The  Republican  platform  also  pledged  "to 
encourage  the  broadening  of  private  health 
insurance  plans,"  including  extension  to 
cover  mental  illness. 

"Through  a  partnership  of  government 
and  private  enterprise,  we  must  develop  new 
coordinated  approaches  to  stem  the  rise  in 
medical  costs  without  lowering  the  quality 
or  availability  of  medicare  care,"  the  Demo- 
cratic platform  said. 

The  Democratic  health  plank  also  said 
medical  costs  could  be  lowered  by  more  out- 
of-hospital  care,  comprehensive  group  prac- 
tice arrangements,  increased  availability  of 
neighborhood  health  centers,  and  the  great- 
er use  of  sub-professional  aides. 

American  Medical  Association  spokesmen 
appeared  before  the  platform  committees  of 
both  parties  at  pre-convention  hearings.  Dr. 
Donald  E.  Wood,  Indianapolis,  Ind.,  chair- 
man of  the  AMA's  Council  on  Legislative 
Activities,  testified  at  the  Republican  hear- 
ing; Dr.  John  R.  Kernodle,  Burlington,  N.  C, 
a  member  of  the  AMA  Board  of  Trustees, 
at  the  Democratic.  Their  statements  were 
the  same. 

The  AMA  statement  expressed  hope  that 
the  next  federal  Administration,  whether  it 
be  Democratic  or  Republican,  "will  provide 
men  and  women  in  medicine,  and  those  en- 
gaged in  the  allied  sciences,  the  opportunity 
to  think  and  work  in  a  free  atmosphere  to 
pursue  their  common  goal  of  a  better  and 
more  healthful  life  for  everyone." 

Concerning  health  care  costs,  the  AMA 
said  : 

"We  believe  that  programs  to  increase  the 
production  of  medical  and  other  health  per- 
sonnel can  be  cooperatively  and  effectively 
undertaken.  We  are  further  firmly  convinced 
that  we  can  and  must  work  toward  a  halt 
in  the  inflationary  spiral,  and  toward  a  pro- 
ductive use  of  tax  dollars  expended  in  the 
health  area.  New  and  old  tax  supported  pro- 
grams in  the  health  field  should  be  critically 
evaluated  so  that  while  the  best  health  care 
is  attained,  overlapping,  waste  and  unneces- 
sary programming  are  avoided.  In  this  re- 
gard, we  recomend  the  establishment  of  a 
cabinet-level  Department  of  Health,  headed 
by  a  physician  as  Secretary,  with  overall  re- 
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sponsibility  for  all  federal  health  programs, 
so  that  maximum  effectiveness  may  be  at- 
tained. 

"We  have  always  maintained  that  high- 
quality  medical  care  should  be  available  for 
all  Americans,  including  those  who  need  as- 
sistance in  meeting  the  costs  of  such  care  .  .  . 
Firmly  convinced  that  adequate  health  in- 
surance coverage  is  the  choice  mechanism  for 
the  financing  of  quality  health  care  costs, 
we  sugest  that  the  country  embark  on  a  pro- 
gram of  tax  credits  for  health  insurance 
premiums.  Under  such  a  plan,  all  individuals 
and  families  would  be  encouraged  to  pro- 
vide themselves  with  health  care  cost  pro- 
tection, with  those  in  financial  need  receiv- 
ing the  greater  amount  of  tax  credit  on  a 
graduated  basis." 


Classified  Advertisements 

Staff  Physician — 3  vacancies  on  psychiatric,  alcoholic, 
or  geriatric  and  nursing  care  services.  Salary  range 
$12,000-$21,000  with  state  fringe  benefits.  Contact  R.  L. 
Rollins,  Jr.,  M.D.,  Superintendent,  Dorothea  Dix  Hos- 
pital, Raleigh,  North  Carolina.  JASOND 

Emergency  Room  Physician — needed  to  fill  vacancy 
in  group  of  four  men;  minimum  guarantee;  new  400- 
bed  hospital;  ideal  climate  and  recreational  facilities. 
Please  write  or  phone  direct  or,  New  Hanover  Me- 
morial Hospital,  Wilmington,  N.  C.  28401.  Telephone 
763-9021,   Ext.,   218. 

General  Practice  Equipment  for  Sale,  Including:  San- 
born No.  500  Visa  Cardiette  ECG.  Raethon  Micro- 
therm,  Leitz  Photometer  (40  Test),  GE  X-ray 
Machine  with  Dark  Room  Equipment,  Jones  BMR 
Machine,  Laboratory  Reagents  and  Glassware,  and 
Miscellaneous  Instruments.  Will  sell  individual  items 
or  complete  inventory.  For  complete  listings  and 
prices  contact:  Trust  Department,  Branch  Banking 
and  Trust  Company,  Kinston,  N.  C. 


Associate  Medical  Director,  full-time,  interested  in 
preventive  medicine  for  a  plant  of  a  large  corporation 
located  in  Winston-Salem,  North  Carolina,  with  5,000 
shop  and  office  workers.  Generalist,  internal  medicine 
or  occupational  health  background  preferred.  Desir- 
able age  30  to  45.  Salary  commensurate  with  ex- 
perience. Box  790,  Care  of  NCMJ,  Raleigh,  N.  C. 
27602  OND 

"WANTED — General  Surgeon — eleven  man  multi-spe- 
cialty partnership — x-ray  facilities.  Adjacent  to  75 
bed  accredited  county  hospital  in  process  of  adding 
50  new  beds.  Fast  growing  area  with  variety  of 
recreational  opportunity.  Starting  salary  $2,000.00 
per  month  for  six  months.  Full  partnership  in  two 
years.  Incentive  factor  in  written  agreement  to 
compensate  higher  paying  specialties.  Excellent 
partnership  earnings,  paid  vacation,  sick  leave, 
post-graduate  study,  auto  expenses,  dues  and  jour- 
nals, disability  insurance,  retirement  benefits. 
Write  R.  M.  Thomas,  Manager,  Tarboro  Clinic, 
P.  O.  Box  40,  Tarboro,  N.  C." 

Obstetrician — Gynecologist,  board-certified  or  eligible, 
energetic  and  ambitious,  wanted  for  large  practice 
in  progressive  city  in  North  Carolina.  Generous 
salary  first  year,  then  partnership.  Send  full  resume 
in  first  letter.  Box  790,  c/o  N.  C.  Medical  Journal, 
Raleigh,  N.  C.  27602 


Two    Tarheel   Residents    Receive 
Wyeth  Pediatric  Fellowships 

To  aid  a  number  of  young  physicians  in  obtaining 
further  professional  training,  the  Wyeth  Fund  for  Post- 
graduate Education  is  again  granting  15,  two-year  resi- 
dency Fellowships  in  Pediatrics. 

Included  among  the  recipients  are  William  Clark  Mor- 
gan, M.D..  Charlotte  Memorial  Hospital,  Charlotte,  and 
Michael  Anthony  Smith,  North  Carolina  Baptist  Hospi- 
tal, Winston-Salem. 

This  is  the  11th  group  of  Fellows  to  be  honored  in 
the  program  established  in  1958  by  Wyeth  Laboratories, 
manufacturer  of  pharmaceuticals  and  infant  formulas. 
The  Wyeth  Fund  awards  each  doctor  a  Fellowship  of 
$4800  toward  the  expenses  of  undertaking  advanced 
training  in  the  medical  care  of  children. 
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Norflex 

(orphenadrine  citrate) 


The  muscle  relaxant 

that  works 

before  you  write  a  prescription 

Relieve  painful  skeletal  muscle  spasm  in  your  office 
in  minutes  with  a  single  2  cc.  injection  of  NORFLEX. 
Then,  for  sustained  relief,  write  a  prescription 
for  NORFLEX  tablets,  1  tablet  b.i.d. 

CONTRAINDICATIONS:  Due  to  its  anticholinergic 
action,  NORFLEX  should  not  be  used  in  patients 
with  glaucoma,  pyloric  or  duodenal  obstruction, 
stenosing  peptic  ulcer,  prostatic  hypertrophy  or 
obstruction  at  the  bladder  neck,  cardiospasm 
(megaesophagus)  and  myasthenia  gravis.  Use  with 
caution  in  patients  with  tachycardia.  Do  not  use 
propoxyphene  (Darvon")  concurrently. 

WARNING:  Transient  lightheadedness  or  dizziness 
following  NORFLEX-INJECTABLE  may  occur. 

SIDE  EFFECTS:  Due  mainly  to  anticholinergic 
action  and  usually  at  high  dosage.  They  may 
include  dryness  of  the  mouth,  tachycardia, 
palpitation,  urinary  hesitancy  or  retention,  blurred 
vision,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
dizziness,  constipation,  and  drowsiness. 
Infrequently,  mental  confusion  in  the  elderly, 
urticaria  or  other  dermatoses.  Side  effects  are 
usually  eliminated  by  reduction  in  dosage.  Two 
cases  of  aplastic  anemia,  with  no  established 
causal  relationship,  have  been  reported. 

DOSAGE:  INJECTABLE  -  Average  adult  dose 
one  ampul,  2  cc.  (60  mg.  orphenadrine  citrate) 
I.M.  or  I.V.  May  be  repeated  every  12  hours. 
Relief  may  be  maintained  with  one 
NORFLEX  tablet  b.i.d.  TABLETS  -  Two 
tablets  per  day  for  adults,  one  in  the 
morning,  one  in  the  evening.  Each  tablet 
contains  100  mg.  orphenadrine  citrate. 

For  lull  information,  see  Package  Insert 
or  P.D.R. 
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Concepts  of  Learning  Disabilities 

Lloyd  J.  Thompson,  M.D.* 


Concepts  are  often  implied  in  terminology. 
For  me  the  term  "learning  disabilities"  is 
too  broad.  Learning  what?  Learning  to  talk, 
learning  to  walk,  or  learning  to  swim?  What 
I  am  concerned  with  here  is  the  more  speci- 
fic disability  in  learning  to  read,  spell,  and 
write.  The  term  "developmental  dyslexia," 
or  just  "dyslexia,"  is  becoming  generally  ac- 
cepted as  a  name  for  this  syndrome  and  I 
shall  adopt  it  for  use  in  this  discussion. 

To  focus  on  two  concepts  at  the  very  start, 
I  acknowledge  first  of  all  that  emotional  and 
environmental  factors  may  account  for  learn- 
ing retardation  in  general,  but  they  do  not 
produce  the  symptoms  characteristic  of 
dyslexia.  Secondly,  brain  damage  or  disease 
may  produce  dyslexia,  but  in  my  opinion  and 
that  of  many  others,  the  majority  of  cases 
of  dyslexia  are  accounted  for  on  the  basis 
of  an  innate  or  constitutional  developmental 
lag. 

Macdonald  Critchley,  in  his  monograph 
Developmental  Dyslexia   (1964), '  stated: 

Within  the  heterogeneous  community  of  poor 
readers  I  slow  readers,  retarded  readers  I  there  exists 
a  specific  syndrome  wherein  particular  difficulty 
exists  in  learning  the  conventional  meaning  of 
verbal  symbols,  and  of  associating  the  sound  with 
symbol  in  appropriate  fashion.  .  .  .  This  syndrome 
of  developmental  dyslexia  is  of  constitutional  and 
not  of  environmental  origin,  and  it  is  often — per- 
haps even  always — genetically  determined.  It  is  un- 
likely to  be  the  product  of  damage  to  the  brain 
at  birth,  even  of  a  minor  degree.  It  is  independent 
of  the  factor  of  intelligence. 

It  seems  that  this  statement  might  settle 
the  issue,  but  there  are  many  divergent 
viewpoints,  much  ignorance  about  the  prob- 
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lem,  and  even  resistance  to  recognition  of 
the  specific  handicap.  If  a  child  can't  learn 
to  read  and  spell,  then  he  must  be  feeble- 
minded or  just  isn't  trying.  This  point  of 
view  or  concept  is  not  uncommon  today. 
Others  who  recognize  the  problem  hold  that 
the  cause  must  lie  either  in  brain  damage  or 
in  the  way  the  child  was  reared  or  taught. 
It  has  to  be  one  of  these  two  alternatives. 
The  innate  developmental  lag  is  overlooked 
or  rejected. 

Early   Contributions 

A  brief  review  of  the  history  of  concepts 
is  therefore  in  order.  W.  Pringle  Morgan,  an 
English  family  physician,  is  credited  with 
being  the  first  to  give  a  definitive  descrip- 
tion of  specific  reading  disability,  in  1896. 2 
Hidden  in  a  few  paragraphs  in  the  British 
Medical  Journal,  Morgan's  article  remains 
as  a  classic  and  precise  delineation  of  spe- 
cific reading  and  spelling  disability.  In  a 
14-year-old  boy  who  could  not  read  or  spell, 
Morgan  found  no  evidence  of  brain  injury 
nor  of  eye  trouble,  and  the  boy  seemed  to 
have  good  intelligence.  The  boy,  named 
Percy,  spelled  his  name  "Precy,"  and  also 
wrote,  "scone"  for  song,  "Enlis"  for  Eng- 
lish, and  "wichout"  for  without. 

Morgan  called  this  condition  "congenital 
word-blindness"  and  said  that  it  was  "evi- 
dently congenital  and  due  most  probably  to 
defective  development  of  that  region  of  the 
brain,  disease  of  which  in  adults  produces 
practically  the  same  symptoms,  that  is,  the 
left  angular  gyrus." 

It  is  interesting  that  in  1891  Sigmund 
Freud,  then  a  neurologist,  said  in  his  book 
On  Aphasia:3 

There  were  cases  of  aphasia  in  which  no  local- 
ized lesion  needed  to  be  assumed  and  the  symp- 
toms could  be  attributed  to  an  alteration  of  a  phy- 
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siological  constant.  Aphasia  simply  reproduces  a 
state  which  existed  in  the  course  of  the  normal 
process  of  learning  to  speak  and  read. 

After  Morgan,  several  English  ophthal- 
mologists wrote  articles  on  congenital  word- 
blindness.  Among  them,  Hinshelwood1  con- 
tinued his  studies  and  in  1917  summarized 
his  contributions  in  a  book  entitled  Congen- 
ital Word-Blindness.  It  was  Hinshelwood 
who  said  that  these  children  are  often 
treated  as  imbeciles  or  harshly  flogged  for 
not  trying.  He  and  the  others  attributed  the 
disorder  to  an  "agenesis"  in  a  certain  part 
of  the  brain. 

It  remained  for  Samuel  T.  Orton,5'7  an 
American  neurologist,  neuropathologist,  and 
psychiatrist,  to  shed  further  light  on  the 
problem.  Starting  in  1925,  he  continued  to 
study  and  write  about  specific  language  dis- 
abilities until  his  death  in  1948.  He  disagreed 
with  Hinshelwood  and  the  others  about  an 
agenesis,  and  thought  that  the  condition  was 
due  to  a  developmental  lag. 

Orton  said  that  a  part  of  this  develop- 
mental lag  is  the  failure  to  establish  uni- 
lateral brain  superiority  and  that  this,  in 
turn,  accounted  for  many  of  the  character- 
istic symptoms  of  dyslexia  such  as  reversals 
of  letters  and  words,  poor  directionality, 
mirror-reading  or  mirror-writing,  distur- 
bances of  "body  image,"  etc.  He  claimed  that 
speech  disorders  were  a  part  of  the  total 
syndrome,  and  he  observed  the  distortion  of 
space  and  time  concepts.  He  recorded  the 
frequent  presence  of  speech  disorders,  con- 
fused dominance,  and  language  troubles  in 
the  family  trees  of  his  patients.  Working 
with  Marian  Monroe  and  Anna  Gillingham, 
Orton  was  the  first  to  develop  a  well-rounded 
approach  to  remedial  reading. 

It  is  not  infrequent  today  to  hear  criti- 
cism or  outright  rejection  of  Orton's  ex- 
planations by  people  who  should  be  well  in- 
formed about  dyslexia.  It  is  obvious  that 
many  of  them  have  not  read  any  of  his 
publications.  Usually,  their  opposition  cen- 
ters in  a  misunderstanding  of  what  he  said 
about  confused  dominance.  They  overlook 
the  fact  that  many  of  the  characteristics  of 
dyslexia  are  the  very  symptoms  of  con- 
fused    dominance.     Critchley    said :     "That 


cerebral  ambilaterality  and  dyslexia  are  to 
be  equated  with  immaturity  of  cerebral  de- 
velopment, is  the  view  most  widely  held  to- 
day among  neurologists." 

Lauretta  Bender,*>!l  herself  a  dyslexic,  who 
had  her  training  in  psychiatry  under  Orton, 
has  carried  on  in  his  footsteps  and  has  elabo- 
rated on  many  aspects  of  dyslexia.  She  con- 
tinues to  look  upon  this  disorder  as  a  ma- 
turational  lag  with  plasticity  and  the  po- 
tentiality for  further  growth.  The  Bender- 
Gestalt  test  is  valuable  in  the  diagnosis  of 
dyslexia,  if  properly  interpreted. 

Critchley,  already  mentioned,  is  considered 
today  to  be  an  outstanding  authority  on 
dyslexia.  His  first  paper,  entitled  "Some 
Defects  in  Reading  and  Writing  in  Children," 
published  in  1927, "'  coincided  with  the  first 
two  papers  by  Orton.  We  already  know  that 
he  considers  the  syndrome  to  be  due  to  a 
maturational  lag,  but  more  will  be  said  about 
his  concepts  later. 

Pedagogic  and  Psychosocial  Concepts 
It  can  be  claimed  that  neurologists  and 
psychiatrists  have  produced  much  of  the 
fundamental  work  on  dyslexia,  but  since  the 
]  920s  psychologists,  educators,  and  even 
psychoanalysts  have  been  busy  writing  on 
the  topic.  In  1925  the  Research  Committee 
of  the  Commonwealth  Fund,  headed  by  Wil- 
liam S.  Gray,  a  noted  authority  on  reading, 
published  its  report  entitled  "Summary  of 
Investigations  Related  to  Reading.""  Out 
of  436  references  there  was  only  one  to 
Hinshelwood,  and  none  to  the  other  numer- 
ous contributions  from  the  medical  field. 

At  that  time  and  a  little  later  on,  Gray 
himself  listed  the  following  causes  of  poor 
reading:  irregular  attendance  at  school,  poor 
health,  malnutrition,  nervous  disorders,  na- 
tionality, inappropriate  methods  of  instruc- 
tion, visual  defects,  auditory  defects,  and 
defects  in  brain  tissue.  In  a  later  discussion 
he  added  other  causes,  some  of  which  had 
the  "earmarks"  of  dyslexia,  but  apparently 
he  did  not  recognize  the  syndrome.12 

Gray,  Gates,  and  many  other  educators  as 
well  as  educational  psychologists  have  pro- 
duced volumes  on  reading  retardation,  but 
with  no  direct  reference  to  dyslexia.  In  a  few 
instances  it  seems  that  they  list  everything 
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from  air  pollution  to  ingrown  toenails  as 
causes  of  poor  reading.  It  is  admitted  that 
these  assumptions  have  truth  in  them,  but 
they  obscure  a  fundamental  issue — namely, 
dyslexia.  Also,  it  is  i-ecognized  that  in  recent 
years  a  considerable  number  of  educators 
have  made  valuable  contributions  in  the 
field  of  dyslexia. 

To  be  more  specific  in  criticism :  Rudolph 
Flesch,  whose  book  Why  Johnny  Can't  Read 
became  a  best-seller  in  1955,  advanced  the 
concept  that  all  reading  problems  stemmed 
from  the  method  of  teaching.13  He  said: 

Do  you  know  that  there  are  no  remedial  reading 
eases  in  Germany,  in  France,  in  Italy,  in  Norway, 
in  Spain— practically  anywhere  in  the  world  except 
in  the  United  States?  Do  you  know  that  the  teach- 
ing of  reading  was  never  a  problem  anywhere  in 
the  world  until  the  United  States  switched  to  the 
present  method  around  about  1925? 

James  B.  Conant,1"1  who  in  the  last  decade 
analyzed  public  school  education,  found 
reading  retardation  to  be  one  of  the  most 
important  problems.  Between  1959  and  1964 
he  published  six  books  on  primary  and 
secondary  education  and  made  recommenda- 
tions that  had  great  impact  in  the  field. 
What  does  he  say  about  specific  language 
disability  or  dyslexia  in  these  six  volumes? 
Nothing!  He  distinguishes  between  slow 
learners  and  the  mentally  retarded,  but  in 
his  view  these  slow  learners  are  slow  be- 
cause of  reading  retardation. 

Psychoanalytic  Theories 
Numerous  articles  have  appeared  in  the 
psychoanalytic  literature  under  such  titles 
as  "learning  disability"  or  "learning  impo- 
tence." The  first  article  in  the  International 
Journal  of  Psychoanalysis  in  which  reading 
was  the  main  topic  appeared  in  1930  under 
the  title  "Some  Unconscious  Factors  in  Read- 
ing." James  Strachey,13  the  author,  pointed 
out  the  oral  and  anal  factors  that  might  be 
related  to  reading.  He  said  that  in  children 
who  have  a  reading  disability,  certain  im- 
pulses are  unstable  or  incompletely  repres- 
sed and  that  the  act  of  reading  threatens 
to  release  these  urges  in  their  original, 
primitive  form.  Strachey  and  later  writers 
postulated  that,  in  a  child's  unconscious, 
reading  may  have  the  significance  of  taking 
knowledge   out   of  the   mother's   body,    and 


that  fear  of   robbing  her   is  an  important 
inhibitory  factor  in  reading. 

Subsequent  writers  in  the  psychoanalytic 
field  elaborated  on  these  ideas  and  added 
other  interpretations,  relating  reading  dis- 
ability to  scoptophilia  (peeping),  sadism, 
special  hostilities,  relation  with  father  or 
mother,  and  ego  development.  It  is  recog- 
nized that  emotional  factors  may  produce 
visual  disturbances,  but  usually  these  take 
the  form  of  complete  hysterical  blindness 
or  tubular  vision — not  the  reversal  of  sym- 
bols or  the  confused  directionality  seen  in 
dyslexia. 

The  Color-blindness  Analogy 

Turning  back  to  organic  concepts,  it  is 
often  helpful  to  call  attention  to  analogous 
conditions.  In  the  field  of  reading  there  are 
the  gifted  few  with  eidetic  imagery,  or  a 
"photographic  memory."  Is  this  gift  due 
to  hyperplasia  in  a  certain  area  of  the  brain, 
or  to  a  blow  on  the  head  that  raised  an 
internal  knot  in  a  propitious  spot? 

There  are  the  "tone-deaf"  people  who 
can't  carry  a  tune  in  a  basket.  In  contrast 
there  are  others  with  perfect  pitch.  Are 
these  conditions  the  result  of  an  agenesis 
or  hyperplasia  in  the  brain?  Word-deafness, 
which  is  often  a  part  of  the  dyslexia  syn- 
drome, can  be  considered  in  the  same  way. 

Color-blindness  is  analogous  in  many 
ways,  but  some  claim  that  the  analogy  is  im- 
perfect because  we  know  the  cause  of  color- 
blindness: It  lies  in  the  lack  or  lag  of  a  bio- 
chemical reaction  in  the  cones  of  the  retina, 
sometimes  called  "lazy  cones."  After  all,  the 
retina  is  an  extension  of  the  central  nervous 
system  and  there  are  all  degrees  of  color 
vision,  from  the  exquisite  sense  of  the  artist 
to  the  person  who  sees  only  gray.  Varia- 
tions in  this  particular  sensory  perception 
are  not  due  to  disease  or  damage  in  the  eyes 
or  in  the  brain.  Color-blindness  can  be  in- 
terpreted as  a  developmental  lag  on  an  in- 
herent biologic  basis,  since  the  newborn 
infant  has  no  color  vision  and  the  condition 
runs  in  families.  Also,  almost  8%  of  boys 
and  less  than  1  %  of  girls  are  color-blind — 
figures  that  match  the  sex  distribution  of 
dyslexia. 

The  color-blind  analogy  suggests  that  in 
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the  future,  when  we  learn  more  about  the 
anatomy  and  physiology  of  learning,  remem- 
bering, and  forgetting,  we  may  have  some 
answers  for  the  enigma  of  dyslexia.  The 
functions  of  various  catecholamines  may  be 
significant. 

Other  sensory  perception  talents  and  dis- 
abilities could  be  cited  to  illustrate  that 
generally  they  are  not  attributable  to  brain 
damage  nor  to  environmental  influences. 
In  the  motor  field  dyspraxia  can  be  added  to 
the  list. 

Brain  Damage  or  Developmental  Lag? 

It  has  been  acknowledged  that  the  syn- 
drome of  dyslexia  may  be  the  result  of  brain 
damage  or  disease.  In  1919  when  I  started 
my  psychiatric  training  in  Boston,  epidemic 
encephalitis  was  rampant.  We  recognized  the 
after-effects  of  this  disease  in  children  as 
manifested  in  hyperkinesis,  loss  of  inhibi- 
tion, and  gross  behavioral  problems.  Some 
ten  years  later,  after  reading  Orton's  article 
in  the  JAMA,  I  began  to  realize  that  these 
post-encephalitic  children  often  had  a  spe- 
cific language  disability.  I  collected  30  case 
histories  for  study  and  later  wrote  an  article 
entitled  "Special  Disabilities  in  Children 
with  Organic  Brain  Damage."  At  that  time 
I  thought  that  brain  damage  often  was  the 
cause  of  "specific  reading  disability,"  as 
dyslexia  was  then  called.  However,  with  the 
passage  of  the  epidemics  of  encephalitis, 
with  more  study  and  with  a  broader  outlook, 
I  came  to  realize  that  brain  damage  played 
only  a  minor  role  in  dyslexia.10 

Hinshelwood  and  other  early  writers  sug- 
gested that  dyslexia  might  be  the  result  of 
brain  damage  in  the  perinatal  period.  Passa- 
manick's  epidemiologic  studies  (1958) lT 
revealed  a  higher  incidence  of  the  complica- 
tions of  pregnancy  in  cases  of  reading  dis- 
ability than  in  normal  children.  However, 
Critchley  said  in  a  recent  article :  "Specific 
dyslexia  has  nothing  to  do  with  perinatal 
trauma  nor  with  fetal  infection,  fetal  dam- 
age, anoxia,  or  icterus  neonatorum.  Of 
course,  a  patient  with  genetically  deter- 
mined dyslexia  may  also  have  a  history  of 
perinatal  trauma,  but  this  is  a  coincidental 
element  in  the  case." 

I  have   agreed   with   this   point  of  view, 


claiming  that  if  the  slightest  evidence  of 
neurologic  dysfunction  is  found,  the  ten- 
dency is  to  attribute  the  dyslexia  to  brain- 
damage.  The  so-called  "soft"  neurologic 
signs  and  the  questionable  EEG  variations 
are  taken  as  evidence  that  brain  damage  is 
the  fundamental  cause  of  the  dyslexia,  al- 
though these  signs  and  the  EEG  variations 
in  young  children  may  be  a  part  of  the  gen- 
eral developmental  lag.  Common  to  all  in- 
fants are  a  positive  Babinski  sign,  a  tonic 
neck  reflex,  and  other  responses  that  are 
abnormal  in  later  life.  There  may  also  be 
a  developmental  lag  in  the  establishment  of 
EEG  tracings  considered  normal  in  older 
people.  Therefore,  regardless  of  these  find- 
ings, it  is  possible  that  the  dyslexic  diathesis 
existed  before  any  alleged  brain  damage. 

A  point  not  brought  out  before  to  my 
knowledge  is  that  if  one  side  of  the  brain  is 
damaged  in  the  first  year  or  two  of  life, 
the  other  side  takes  over  the  functions  of 
the  damaged  one,  especially  with  regard  to 
language  functions.  Lord  Brain18  and  others 
have  attested  to  this  developmental  phe- 
nomenon. 

Concepts  and  Terminology 
As  stated  at  the  beginning,  the  concept  is 
often  implied  in  terminology.  The  National 
Institute  of  Neurological  Diseases  and  Blind- 
ness has  adopted  the  term  "learning  disabili- 
ties due  to  minimal  brain  dysfunction"  as 
a  label  for  dyslexia.  What  a  cumbersome 
name !  Yes,  dyslexia  is  a  brain  dysfunction 
and  frequently  not  so  minimal.  Labels  that 
include  expressions  such  as  "brain  dysfunc- 
tion," "brain  damage,"  "neurologically 
handicapped"  etc.,  are  to  be  decried,  because 
to  the  majority  of  people  such  terms  mean 
only  one  thing,  namely,  brain  damage  or 
brain  disease.  Think  what  these  words  do 
to  the  parents,  the  teachers,  and  even  the 
physicians  who  hear  them !  Parents  go 
searching  for  something  they  may  have  done 
or  failed  to  do  in  the  prenatal  or  postnatal 
periods  to  cause  brain  damage.  Their  feel- 
ing of  guilt  increases  with  their  scrutiny  of 
the  past.  Parents,  teachers,  and  many  phy- 
sicians are  prone  to  take  a  pessimistic  atti- 
tude, thinking  that  the  child's  brain  is 
damaged. 
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Interpretation  based  on  the  concept  of  a 
constitutionally  based  developmental  lag 
with  a  genetic  background  is  also  conducive 
to  pessimism  unless  understood  in  a  ligfht 
different  from  brain  damage.  Here,  too,  one 
parent  may  search  the  family  tree  of  the 
other  one,  hoping  to  shed  blame  and  guilt. 
However,  with  the  concept  of  a  develop- 
mental lag  they  may  join  hands  with  the 
teacher  and  others  to  see  what  can  be  done 
about  overcoming  the  lag  through  special 
remedial  measures.  Usually  they  are  well 
rewarded  for  their  efforts. 

Famous  Dyslexics 
The    concept    of    constitutional    diathesis 
may  be  discouraging  at  first  glance,  but  it 
has   a  very  bright  side  when  we  consider 
the  biographies  of  several  men  of  eminence. 
For  encouragement  of  dyslexic  children  and 
their  parents  I  have  studied  the  biographies 
of  several  such  men.  Before  naming  them 
let  me  quote  again  from  Critchley,  who  said : 
In  the  case  of  the  'cured'  dyslexic,  defective  writ- 
ing and  spelling  may  continue  long  into  adult  life. 
Where  some  degree  of  writing  lies  within  the  com- 
petency of  a  dyslexic,  the  mistakes  are  of  such  a 
nature  as  often  to  make  it  possible  to  diagnose  the 
reading  defect  from  a  mere  perusal  of  the  script. 
The  faults  are  unlike  those  met  with  in  the  case 
of  a  dullard,  or  poorly  educated  person. 

Thomas  Edison  was  withdrawn  from 
school  soon  after  he  started  because  his 
teacher  said  he  was  mentally  ill.19  For  sev- 
eral years  he  was  tutored  by  his  mother,  who 
had  been  a  schoolteacher.  At  the  age  of  19 
he  wrote  home  as  follows : 

Dear  Mother — Started  the  Store  several  weeks. 
I  have  growed  considerably  I  don't  look  much  like 
a  Boy  now — Hows  all  the  folk  did  you  receive  a 
Box  of  Books  from  Memphis  that  he  promised  to 
send   them— languages. 

Your  son  Al. 

Harvey  Gushing,  in  letters  home  from 
Yale  and  Harvard,  made  many  boners  on 
ordinary  words.  Years  later,  when  he  wrote 
by  hand  to  the  president  of  Yale  University 
in  regard  to  a  chair  in  that  institution,  he 
was  still  writing  "privaledge"  and  "defi- 
nate."20  It  is  evident  that  he  had  little  visual 
memory  of  words ;  that  he  spelled  "by  ear," 
and  that  his  errors  were  typical  of  those 
made  by  dyslexics. 

Biographers    of    Woodrow    Wilson    agree 


that  he  did  not  learn  the  alphabet  until  he 
was  9  or  learn  to  read  until  he  was  11  years 
of  age.  There  are  letters  from  relatives  who 
thought  it  odd  that  young  Woodrow  was  so 
dull  and  backward,  and  expressed  sorrow  for 
the  parents. 

William  James  wrote:  "I  am  myself  a 
very  poor  visualizer,  and  find  that  I  can 
seldom  call  to  mind  even  a  single  letter  of 
the  alphabet  in  purely  retinal  terms.  I  must 
trace  the  letter  by  running  my  mental  eye 
over  its  contours  in  order  that  the  image  of 
it  shall  leave  any  distinctness  at  all." 

When  General  George  S.  Patton  went 
away  to  boarding  school  at  12  to  be  tutored 
for  West  Point,  he  could  write  script  but 
could  not  read  print.  He  got  through  West 
Point  by  memorizing  whole  lectures  and 
texts  and  parroting  them  verbatim. 

Abbott  Lawrence  Lowell,  president  of 
Harvard  University  from  1909  to  1931,  had 
difficulty  with  reading  and  spelling.  One 
biographer  said  of  him,  "Spelling  improved 
in  later  years,  but  the  art  was  never  mas- 
tered."21 

There  are  several  others  on  my  list,  but 
they  will  have  to  be  omitted  at  this  time. 

In  the  April,  1968  issue  of  the  Journal  of 
Learning  Disabilities,  an  article  written  by 
a  mother  tells  of  her  experience  with  her 
fifth  child,  a  boy  who  was  a  dyslexic.  She 
describes  the  symptomatology  in  clear  de- 
tail and  tells  of  her  vicissitudes  in  seeking 
help.  When  Danny  was  in  the  second  grade 
and  failing  in  his  work,  the  school  nurse 
mentioned  "learning  blocks"  and  referred 
to  a  "children's  agency  that  performed  psy- 
chological testing."  After  months  of  waiting, 
"the  tests  indicated  sight  and  hearing  im- 
pairment." Then  an  ophthalmologist  said 
that  the  boy's  sight  was  normal  and  men- 
tioned the  possibility  of  a  "perceptual  prob- 
lem." but  nothing  more. 

After  more  waiting  and  anguish  the 
mother  took  Danny  to  a  "child  psychologist." 
He  said  that  the  tests  indicated  brain  dam- 
age. The  mother  describes  her  reaction : 

I  can't  put  into  words  my  feelings  at  that  moment, 
but  I  could  hardly  speak  and  I  could  feel  the  tears 
well  up  in  my  eyes.  I  had  expected  almost  any- 
thing, but  brain  damage  had  never  entered  my 
mind.  The  doctor  saw  my  stunned  expression  and 
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tried   to    alleviate   my    anguish    by    telling   me   if 
brain  damage  was  present,  it  appeared  to  be  slight. 

The  psychologist  referred  Danny  to  a 
neurologist.  There  was  further  delay  while 
they  waited  for  an  appointment,  and  the 
mother  says: 

Those  were  two  of  the  most  desolate  weeks  of 
my  life  ...  To  me  brain  damage  meant  retarda- 
tion and  I  reasoned  that  a  mother  would  know 
instinctively  if  her  child  were  retarded. 

Finally,  the  neurologist  said,  "Danny  did 
not  have  brain  damage.  He  suffered  from 
a  neurological  dysfunction  called  develop- 
mental dyslexia."  The  neurologist  suggested 
a  special  school.  "His  suggestion  was  fol- 
lowed and  the  results  were  very  satisfac- 
tory." 

Summary  and  Conclusions 

Summarizing  the  concepts  of  learning  dis- 
ability, it  is  recognized  that  emotional  and 
environmental  factors,  with  due  considera- 
tion of  early  deprivation,  do  produce  learn- 
ing retardation,  but  they  do  not  select  read- 
ing and  spelling  in  particular  or  cause  the 
other  characteristics  of  dyslexia.  They  may 
produce  a  general  developmental  lag  or 
even  "atrophy  of  disuse,"  but  not  specifically 
dyslexia.  Brain  damage  or  disease  can  pro- 
duce dyslexia,  but  usually  in  such  cases 
dyslexa  will  be  a  part  of  a  more  general 
aphasia,  with  outspoken  neurologic  findings. 
The  so-called  "soft"  neurologic  signs  may 
be  a  part  of  the  developmental  lag,  and 
their  presence  does  not  justify  the  imme- 
diate conclusion  that  all  the  child's  problems 
are  due  to  brain  damage. 

When  we  consider  disabilities  and  special 
abilities  in  fields  such  as  color  vision,  musi- 
cal skill,  motor  coordination,  and  mathema- 
tics, we  find  all  gradations  of  gifts  and  liabil- 
ities without  implicating  brain  damage.  It 
appears  that  there  is  inheritance  of  function 
as  well  as  inheritance  of  structure.  Years 
ago  Charcot  and  Freud  spoke  about  the 
"auditory-minded"  and  the  "visual-minded." 

Perhaps  we  should  not  have  discarded  the 
expression  "word-blindness."  We  continue  to 
use  terms  such  as  "word-deafness,"  "tone- 
deafness,"  "color-blindness'  and  even  "taste- 
blindness" — all  implying  a  constitutional 
deficit  and  not  brain  damage.  Moreover,  we 


seem  to  understand  each  other  when  these 
words  are  used. 

In  defense  of  the  term  "developmental 
dyslexia,"  we  have  come  to  accept  the  word 
"aphasia"  as  a  general  designation  for  a 
variety  of  language  disturbances  due  to 
brain  damage  or  disease.  In  addition  to 
motor  and  sensory  aphasias  the  classifica- 
tion includes  alexia  or  dyslexia,  apraxia  or 
dyspraxia,  agraphia  or  dysgraphia,  and 
other  disabilities  such  as  auditory  aphasia, 
acalculia,  amusia,  etc.  Rarely,  if  ever,  do 
any  of  these  subdivisions  exist  in  "pure" 
form. 

The  word  "aphasia"  is  essentially  a  mis- 
nomer, because  literally  it  means  "not  to 
speak"  and  the  majority  of  aphasics  are  able 
to  say  some  words.  Originally  other  terms 
were  used,  but  "aphasia"  gained  popular 
usage  probably  because  speech  disturbance 
was  a  common  presenting  symptom.  Also, 
the  other  disturbances  in  aphasia  are  not 
so  obvious  as  the  speech  dysfunctions. 

Concerning  the  word  "dyslexia,"  the 
"dys"  means  hard  or  difficult.  "Lexia"  is 
from  the  Greek  word  lexikos,  which  means 
"pertaining  to  words."  Difficulty  with  words 
and  the  letter  symbols  of  which  they  are 
composed  whether  spoken,  written  or  read 
is  the  essence  of  dyslexia.  However,  we 
should  precede  it  with  the  term  "develop- 
mental" to  distinguish  it  from  acquired 
dyslexia  caused  by  brain  damage  or  disease. 

Finally,  I  call  attention  to  the  book. 
Dyslexia:  Diagnosis  and  Treatment  of 
Reading  Disorders,  published  in  1968  by 
the  C.  V.  Mosby  Company.--  It  contains 
several  excellent  papers  that  were  read  at 
a  national  conference  on  dyslexia.  One  of 
the  two  editors,  Arthur  B.  Keeney,  a  pro- 
fessor of  ophthalmology,  has  appended  some 
definitions.  He  defines  dyslexia  as  "A  dif- 
ficulty in  reading  understandably  due  to  a 
central  lesion."  I  have  written  to  Dr.  Keeney 
to  ascertain  the  location  of  this  central 
lesion,  because,  if  he  knows,  he  should  not 
keep  it  a  secret. 
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Pediatric  Aspects  of  Learning  Disabilities 

Raymond  L.  Clemmens,  M.D.* 


The  second  half  of  the  twentieth  century 
has  witnessed  an  increasing  interest,  often 
accompanied  by  considerable  controversy, 
about  the  etiology,  diagnosis,  natural  his- 
tory, and  management — both  medical  and 
educational — of  a  still  somewhat  vaguely 
defined  and  imperfectly  understood  group 
of  conditions  of  childhood  which  have  been 
called  "learning  disabilities." 

A  learning  disability  may  be  defined  as 
one  or  more  defects  in  essential  learning 
processes  which  require  correction  through 
special  educational  techniques.  Essential 
learning  processes  are  those  commonly  re- 
ferred to  in  behavioral  science  as  percep- 
tion, integration,  and  expression  either  ver- 
bal or  nonverbal.  The  learning  disability  re- 
ferred to  is  not  primarily  the  result  of  gross 
sensory,  motor,  intellectual,  or  primary  emo- 
tional handicap  or  lack  of  opportunity  to 
learn.  Children  with  learning  disabilities 
generally  demonstrate  a  significant  discrep- 
ancy between  expected  and  actual  achieve- 
ment in  one  or  more  areas  such  as  spoken, 
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read,  or  written  language,  mathematics,  and 
spatial  orientation.1 

To  evaluate  a  child's  learning  problems 
seems  particularly  desirable  in  view  of  the 
various  possible  courses  of  management, 
which  may  be  contingent  upon  accurate  diag- 
nosis. These  include  remedial  instruction, 
changes  in  curriculum,  classroom  manage- 
ment, parent  counseling,  psychotherapy,  and 
psychoactive  pharmacologic  treatment. 

The  traditional  attitude  that  learning 
problems  should  be  the  obligation  of  educa- 
tors exclusively  is  being  replaced  by  recog- 
nition that  some  of  the  more  complex  dis- 
orders of  learning  are  attributable  to  varia- 
tions in  childhood  development,  and  that 
adequate  understanding  and  optimal  man- 
agement may  require  the  skills  and  contribu- 
tions of  a  number  of  professional  workers. 
Although  the  physician  is  not  expected  to  be 
an  expert  in  pedagogy,  parents  frequently 
come  to  him  for  counsel  when  a  child  ex- 
periences prolonged  difficulties  in  school  ad- 
justment and  academic  achievement.  More- 
over, school  authorities,  finding  themselves 
confronted  with  many  academically  handi- 
capped children,  welcome  assistance  in  meet- 
ing the  needs  of  these  children  and  their 
parents. 

The  role  of  the  primary  physician  in  cases 
of  learning  disability  includes  a  number  of 
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responsibilities.  He  should  be  expected  to : 

1.  Detect  any  disease  process,  physical 
handicap,  or  sensory  impairment 
which  might  deter  the  learning  pro- 
cess. 

2.  Insure  that  all  the  necessary  studies 
and  consultations  are  obtained,  and 
coordinate  them  in  a  meaningful  and 
organized  manner. 

3.  Interpret  the  findings  to  the  parents 
and  to  the  schools,  when  necessary. 

4.  Assess  developmental  status  periodi- 
cally during  the  preschool  years  so  that 
adequate  plans  for  appropriate  place- 
ment in  school  can  be  made,  with  the 
purpose  of  avoiding  the  frustration, 
disappointment,  and  secondary  emo- 
tional problems  resulting  from  pro- 
longed school  failure. 

5.  Provide  periodic  reevaluation,  ongo- 
ing support  and  medical  management 
for  the  child  and  appropriate  counsel- 
ing for  the  parents. 

Etiology  and  Evaluation 
A  persistent  problem  in  learning  may  be 
due  to  a  single  uncomplicated  factor 
such  as  hearing  loss  or  visual  impairment. 
Or  the  origin  may  be  more  complex,  involv- 
ing a  combination  of  physical,  intellectual, 
and  psychosocial  variables.  In  most  com- 
munities in  this  country,  well-developed 
programs  designed  for  the  early  identifica- 
tion of  physical  handicaps  have  uncovered 
them  before  the  child  enters  schools.  None- 
theless, when  learning  problems  supervene, 
it  behooves  the  physician  to  make  sure  that 
such  physical  factors  are  not  overlooked. 
Chronic  illness,  malnutrition,  anemia,  and 
metabolic  and  endocrine  disorders  should 
be  considered. 

Structural  or  functional  abnormalities  of 
the  central  nervous  system  represent  one 
of  the  most  common  and  significant  chronic 
handicapping  conditions  of  childhood  and 
are  an  important  cause  of  learning  prob- 
lems. The  past  history  should  include  infor- 
mation concerning  possible  prenatal,  peri- 
natal, or  postnatal  insults.  Marked  prema- 
turity is  known  to  be  associated  with  an 
increased  incidence  of  neurologic  deficit. 
Asphyxia,   cyanosis,   or  severe  jaundice  in 


the  newborn  period  should  be  noted. 
Postencephalitic  syndromes  may  follow 
measles,  mumps,  meningitis,  or  lead  poison- 
ing. The  review  of  the  child's  early  develop- 
ment should  include  information  about 
motor,  language,  adaptive,  and  social  be- 
havior. A  history  of  delayed  speech  develop- 
ment or  persistent  problems  in  articulation 
may  be  the  first  sign  of  a  language  disorder. 
Difficulties  in  chewing,  swallowing,  and 
motor  awkwardness  may  also  be  indicative 
of  central  nervous  system  dysfunction. 

The  standard  neurologic  examination, 
while  an  excellent  tool  for  the  detection  of 
motor  or  sensory  impairment,  is  not  nearly 
so  satisfactory  for  the  identification  of  sub- 
tle differences  of  higher  brain  function,  in- 
cluding learning  disabilities.  A  develop- 
mental approach  to  the  neurologic  examina- 
tion is  required ;  the  physician  will  find  it 
helpful  to  be  familiar  with  the  develop- 
mental accomplishments  expected  at  dif- 
ferent age  levels. 

Gross  neurologic  impairment  such  as 
cerebral  palsy,  convulsive  disorders,  and 
overt  mental  retardation  can  be  identified 
with  little  difficulty  during  the  preschool 
years.  Mild  degrees  of  mental  retardation 
are  frequently  undetected  until  the  child 
enters  school.  It  is  pertinent  to  note  that 
85%  of  all  mentally  retarded  children  are  in 
the  mildly  retarded  or  educable  range. 
Since  the  problem  is  commonly  not  identi- 
fied before  the  child  begins  school,  these 
youngsters  may  not  be  optimally  placed  and 
hence  may  experience  considerable  difficulty 
in  school  until  the  nature  of  the  problem  is 
recognized  and  appropriate  placement  ar- 
ranged. Individual  testing  of  mental  ability 
and  psychologic  consultation  will  be  helpful 
in  establishing  the  level  of  intellectual  func- 
tioning and  helpful  to  the  school  authorities 
in  making  appropriate  plans  for  placement. 

Specific  Learning  Disabilities 
(Minimal  Brain  Dysfunction) 
The  term  "specific  learning  disabilities" 
refers  to  those  persistent  problems  in  aca- 
demic achievement  associated  with  demon- 
strable or  presumed  neurologic  dysfunction 
in  children  whose  overall  intellectual  capac- 
ity  otherwise    seems    adequate.2    The    term 
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"minimal  brain  dysfunction"  has  also  been 
used  to  designate  the  same  group  of  condi- 
tions. 

Interest  in  specific  learning  disabilities 
has  grown  rapidly  in  recent  years,  owing, 
in  part,  to  the  recognition  of  a  heterogeneous 
group  of  atypical  children  with  behavioral, 
language,  and  learning  problems  which  can- 
not be  adequately  accounted  for  on  the  basis 
of  mental  retardation,  emotional  distur- 
bance, obvious  physical  impairment,  or  en- 
vironmental factors.  As  a  rule,  the  present- 
ing problem  centers  in  poor  academic 
achievement  and  unsatisfactory  adjustment 
to  school.  The  specific  complaint  often  in- 
volves language  problems  (reading,  spelling, 
and  handwriting)  and  problems  of  atten- 
tion, memory  and  motor  function. 

The  current  conventional  view  of  minimal 
brain  dysfunction  holds  that  subtle  devia- 
tions of  the  central  nervous  system  function 
account  largely  for  these  disturbances,  and 
that  the  problem  is  primarily  a  biologic  one 
intertwined  with  environmental  and  psy- 
chosocial factors.  The  two  major  categories 
subsumed  under  the  syndrome  are: 

1.  Minimal  brain  damage,'  which  im- 
plies an  acquired  insult  to  the  central 
nervous  system. 

2.  Developmental  learning  disorders,  pre- 
sumably inborn  and  of  constitutional 
origin,  possibly  genetically  determined. 

In  some  instances  either  of  these  entities 
may  be  identified  with  reasonable  certainty ; 
more  often  the  polarity  is  less  obvious,  hence 
the  current  trend  toward  the  more  general 
designation,   "minimal  brain   dysfunction." 

Children  with  minimal  brain  damage 
commonly  present  a  picture  of  generalized 
awkwardness,  principally  manifested  in  fine 
motor  incoordination,  imbalance,  mild 
choreoathetosis,  and  poor  handwriting.  Hy- 
peractivity, distractibility,  impulsiveness, 
perseveration,  low  frustration  tolerance,  and 
persistent  learning  problems  are  among  the 
other  cardinal  manifestations.  Not  all  brain- 
injured  children  are  hyperactive,  however, 
and  not  all  hyperactivity  can  be  attributed 
to  neurologic  damage.  The  regional  physical 
examination  reveals  only  a  variety  of  "soft" 
or  equivocal   neurologic   signs.   Electroence- 


phalograms are  often  slightly  abnormal,  but 
show  no  specific  pattern.  Psychologic  testing 
may  yield  the  most  valuable  diagnostic  in- 
formation. Marked  variability,  or  scatter, 
in  intellectual  functioning  is  a  common  find- 
ing. Others  are  the  inability  to  discriminate 
between  differences  in  form  and  disturbances 
in  spatial  relationships  (perceptual  dis- 
orders). 

Developmental  learning  disorders  have 
been  described  under  such  terms  as  dyslexia, 
congenital  word-blindness,  strephosymbolia, 
specific  developmental  dyslexia,  and  associa- 
tive learning  problems.  The  cardinal  char- 
acteristic is  a  persistent  difficulty  in  recogni- 
tion of  words,  often  accompanied  by  prob- 
lems in  spelling  and  handwriting.  There  is 
a  basic  difficulty  in  symbol  perception,  recog- 
nition, recall,  and  production — that  is,  in  the 
symbolization  process — which  makes  learn- 
ing to  read,  write,  and  spell  a  problem  of 
varying  degrees. 

It  has  long  been  known  that  certain  chil- 
dren with  adequate  intelligence  and  motiva- 
tion, who  show  no  evidence  of  physical  or 
sensory  impairment  or  emotional  distur- 
bance, do  not  acquire  reading  skills  even 
after  intensive  exposure  to  pedagogic  meth- 
ods which  have  proved  successful  with  the 
great  majority  of  children.  The  literature 
on  these  problems  is  extensive,  with  con- 
tributions from  a  number  of  disciplines,  in- 
cluding education,  neurology,  psychiatry, 
ophthalmology,  psychology,  and  pediatrics. 
Each  profession  has  usually  been  preoc- 
cupied with  its  own  highly  restricted  view- 
point. Many  authorities  believe  that  develop- 
mental learning  problems  are  due  to  a  lag 
in  neurophysiologic  maturation,  which  is 
genetically  determined.  They  occur  much 
more  commonly  in  boys  than  in  girls;  a  de- 
tailed family  history  usually  reveals  similar 
learning  problems  among  near  relatives. 

The  diagnosis  of  specific  learning  disa- 
bility or  minimal  brain  dysfunction  is  no  end 
unto  itself,  but  becomes  meaningful  only  in 
terms  of  what  can  be  done  about  the  prob- 
lem for  the  child  and  his  family.  A  signifi- 
cant number  of  seemingly  organically  im- 
paired children  can  be  managed  by  a  com- 
bination of  direct  parent  counseling,  struc- 
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tured  environment,  psychotropic  drugs,  and 
special  educational  planning.4  Parents  of 
these  children  are  often  bewildered,  angry, 
and  frustrated  in  their  effort  to  understand 
the  problem.  An  explanation  of  the  clinical 
diagnosis,  the  symptoms,  and  their  signifi- 
cance helps  parents  and  teachers  in  their  at- 
titudes and  approaches  toward  these  chil- 
dren. This,  in  turn,  may  help  the  child  to 
cope  with  environmental  stress  at  home,  at 
play,  and  in  school. 

Accurate  identification  of  the  child's 
strengths  and  weaknesses  will  also  be  help- 
ful to  the  school  in  designing  educational 
management.  Special  teaching  techniques 
are  available  for  the  instruction  of  children 
with  dyslexia"'  and  other  specific  learning 
disabilities.6 

Interdisciplinary   Cooperation 

Most  educators  welcome  the  participation, 
assistance,  and  recommendation  of  physi- 
cians in  dealing  with  problem  children. 
However,  the  physician  should  bear  in  mind 
that  the  primary  responsibility  for  plan- 
ning and  implementing  educational  pro- 
grams is  the  responsibility  of  professional 
educators.  The  doctor  who  concerns  himself 
with  learning  problems  will  find  no  wel- 
come mat  on  the  doorstep  of  the  schools  if 
he  attempts  to  dictate  policy,  class  place- 
ment, or  pedagogic  management  to  adminis- 
trators or  teachers  or  the  department  of 
education.  The  establishment  and  cultiva- 
t'on  of  communication  and  a  spirit  of  mu- 
tual respect  and  cooperation  is  of  paramount 
importance;  communication  is  a  two-way 
proposition  which  requires  both  give  and 
take  on  the  part  of  the  participants. 

Physicians  have  been  criticized  for  their 
lack  of  effort  to  make  themselves  understood 
by  members  of  other  professions.  Too  often, 
it  is  said,  they  do  not  provide  the  schools 
with  meaningful  information  that  wou'H 
enable  educators  to  understand  and  deal  with 
the  problem  better.  There  is  a  need  for  cau- 
tion in  transposing  terms,  information,  con- 
cepts, and  diagnostic  labels  from  a  medical 
to  an  educational  point  of  reference.  An  ef- 
fective way  to  establish  and  maintain  such 
an  exchange  is  through  an  interdisciplinary 
committee  charged   with   the   responsibility 


of  reviewing  the  available  information  about 
children  with  learning  problems  and  of  ad- 
vising and  assisting  the  school  authorities  in 
regard  to  management.  In  Baltimore  for  the 
past  five  years,  physicians,  psychologists, 
and  social  workers  have  served  effectively 
with  educators  on  such  a  committee,  ap- 
pointed by  the  director  of  special  education. 

An  Overview  of  the  Problem 

The  past  ten  years  have  seen  a  marked 
decline  in  some  types  of  physically  handi- 
capping conditions,  such  as  poliomyelitis, 
osteomyelitis,  and  retrolental  fibroplasia. 
On  the  other  hand,  some  kinds  of  problems 
are  increasing  in  number.  An  example  is 
the  congenital  rubella  syndrome.  The  cata- 
strophic impact  of  the  extensive  rubella 
epidemic  of  1963-1964  has  only  recently  be- 
come apparent,  and  its  peak  effect  has  not 
yet  reached  the  schools.  The  problems  pre- 
sented by  these  children  will  pose  great  chal- 
lenges to  physicians  and  educators  for  many 
years  to  come. 

Improvements  in  obstetric,  neonatal,  and 
pediatric  care  have  resulted  in  the  salvage 
of  many  infants  and  children  who  in  earlier 
years  might  have  died.  Some  of  these  young- 
sters have  sustained  varying  degrees  of 
neurologic  impairment  which  subsequently 
pose  difficult  educational  problems.  The 
Bureau  of  Education  for  the  Handicapped  of 
the  U.  S.  Department  of  Health,  Education, 
and  Welfare  estimates  that  10%  of  the  total 
school-age  population  require  special  edu- 
cational attention  because  of  learning  handi- 
caps.7 

The  overwhelming  majority  of  all  men- 
tally retarded  children  remain  in  the  com- 
munity today.  The  physician  and  the  edu- 
cator can  expect  to  be  confronted  increas- 
ingly with  the  problems  presented  by  these 
retardates  and  their  families. 

It  is  apparent  that  many  of  the  problems 
associated  with  chronic  handicapping  condi- 
tions and  persistent  school  failure  are  not 
medical  or  educational,  exclusively ;  they 
transcend  the  manmade  barriers  separating 
these  disciplines.  By  virtue  of  his  training, 
experience,  and  relationship  with  the  family, 
the  physician  is  in  a  strategically  favorable 
position  to  be  of  service. 
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Our  present  state  of  knowledge  and  un- 
derstanding about  learning  handicaps  is 
far  from  complete.  In  the  extreme,  they  may 
present  a  vague  and  bewildering  constella- 
tion of  characteristics.  Precision  in  diag- 
nosis is  uncommon.  Techniques  are  being 
refined  and  reevaluated  constantly.  Behavior 
and  emotional  factors  are  apt  to  be  closely 
interrelated.  In  this  regard  it  may  be  noted 
that  current  concepts  of  learning  disabili- 
ties challenge  the  validity  of  conventional 
thinking  about  the  dichotomy  between  or- 
ganic and  environmental  factors  as  they 
relate  to  learning  and  adjustment.  Brain 
dysfunction  can  affect  the  way  an  individual 
deals  with  his  environment ;  neurologicaiiy 
impaired  children  attempt  to  compensate  for 
their  handicaps  by  adopting  restricted  or 
modified  modes  of  behavior,  activity,  adjust- 
ment, and  learning. 

There  is  a  trend  away  from  a  fragmentary 
approach  to  these  children.  A  functional  pro- 
file can  be  compiled  covering  important 
areas  of  his  well-being,  such  as  physical 
health,  neurosensory  integrity,  perception, 
ego  structure,  psychologic  relations  to  lovnd 
ones,     speech,     hearing,     vision,     academic- 


achievement,  and  social  adjustment.  On  the 
basis  of  this  broad  functional  appraisal,  a 
treatment  and  total  management  program 
can  be  devised. 

A  close  working  relationship  among  medi- 
cal, paramedical,  and  educational  disciplines 
should  be  cultivated  and  maintained,  so  that 
optimal  and  comprehensive  management 
plans  can  be  implemented  to  meet  the  needs 
of  the  individual  child.  Indeed,  only  by  such 
a  coordination  of  multidisciplinary  efforts 
can  the  more  complex  problems  of  learning 
be  effectively  managed. 
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The  Pediatrician  and  Treatment  of  Learning  Disabilities 

Charles  Keith,  M.D. 


The  concept  of  specific  learning  disability 
has  been  with  us  for  several  decades,  but 
only  in  recent  years  has  it  "caught  fire"  in 
some  pediatric  and  psychiatric  settings.  An 
important  source  of  the  increased  interest 
in  the  concept  has  been  a  group  of  articu- 
late educators — for  example,  Myklebust  and 
Cruickshank,  whose  writings  give  explicit 
techniques  for  the  remedial  education  of 
children  with  specific  learning  disabilities. 
Via  federal  funding,  the  entire  area  of  spe- 
cial education  has  expanded  vastly  in  the  last 
decade,  far  beyond  its  old  domain  of  mental 
retardation.  This  expansion  has  brought  to 
light  many  hitherto  neglected  learning  prob- 
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lems,  including  the  specific  learning  disabil- 
ities. Unfortunately,  our  already  over- 
burdened residency  programs  in  pediatrics 
and  psychiatry  still  make  little  mention  of 
special  education,  much  less  of  specific  learn- 
ing disabilities,  so  that  many  residents  enter 
practice  without  any  real  understanding  of 
this  important  field. 

This  meeting  of  concerned  pediatricians 
and  psychiatrists  must  have  sprung  from 
clinical  needs  experienced  in  daily  work.  In 
my  practice  as  a  child  psychiatrist.  I  too  am 
confronted  again  and  again  with  under- 
achieving children.  Underachievement  is  the 
most  common  presenting  symptom  in  our 
clinic.  Recently  we  inaugurated  a  special 
school  for  children  aged  6  to  12,  staffed  by 
teachers  trained  in  special  educational  tech- 
niques. We  have  had  a  first-hand  opportunity 
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to  observe  teachers  in  the  minute-by-minute, 
day-by-day  task  of  teaching  children  with 
learning  problems,  including  specific  learn- 
ing disabilities. 

General  Observations 

Several  observations  have  come  from  our 
experience  in  the  special  school.  None  of 
these  observations  are  new,  but  they  may 
contribute  to  the  present  discussion. 

First,  children  with  a  specific  learning  dis- 
ability are  truly  specific,  not  only  in  their 
deficient  learning  channels  but  also  in  their 
educational  needs.  These  children  must  be 
taught  in  small  groups,  so  that  the  teacher 
can  observe  and  become  familiar  with  each 
child's  particular  style  of  learning.  Numer- 
ous psychologic  tests  are  appearing  which 
purportedly  measure  specific  auditory  and 
visual  learning  channels.  A  sensitive,  skilled 
teacher  can  often  glean  these  data  from  a 
few  hours  of  interaction  with  the  child  in 
the  classroom.  This  information  has  prac- 
tical relevance  for  the  psychiatrist  and 
pediatrician,  as  I  will  show  later. 

Secondly,  the  current  interest  among  spe- 
cial educators  in  specific  learning  disabili- 
ties opens  up  possibilities  for  a  profitable 
dialogue  between  the  medical  profession  and 
the  educators.  For  a  long  time,  psychiatrists 
and  pediatricians  have  been  concerned  about 
the  developmental  aspects  of  learning.  The 
pediatricians  learn  Gesell's  timetables,  many 
of  which  deal  with  the  acquistion  of  verbal 
concepts,  handedness,  and  motor  dexterity. 
The  psychiatrist  studies  ego  psychology, 
which  deals  with  symbol  formation,  the 
ability  to  delay  impulses,  and  the  control  of 
motor  activity.  Hence,  each  specialty — psy- 
chiatry, pediatrics,  and  education — is  con- 
cerned about  facets  of  the  same  develop- 
mental process. 

Let  me  give  some  examples  of  how  this 
confluence  shows  up  in  daily  practice. 

1.  Reversal  of  leters  is  a  common  finding 
in  specific  learning  disabilities ;  but  it  is  also 
seen  in  a  majority  of  "normal"  children  en- 
tering the  first  grade.  The  vast  majority 
"outgrow"  this  practice  by  the  end  of  the 
second  grade.  Reversal  of  letters  is  also  a 
symptom  of  emotional  disturbances.  A  seven- 
year-old   boy  we   treated   recently   reversed 


letters  in  direct  proportion  to  the  degree  of 
anger  he  was  experiencing  towards  teachers 
and  parents. 

2.  A  deficiency  in  the  use  of  symbolic,  ab- 
stract language  is  another  common  symptom 
in  specific  learning  disabilities.  Faulty  use 
of  words  is  also  seen  in  children  who  experi- 
ence separation  difficulties.  Psychologic 
separation  from  the  mother  is  a  develop- 
mental task  occurring  at  the  same  time  (12 
to  36  months)  that  language  evolves.  Some 
children  who  fall  short  of  complete  separa- 
tion never  develop  confidence  in  their  own 
words  as  tools  for  exploring  reality.  Cultural 
deprivation  with  its  decimating  effect  on 
language  development  is  now  well-known. 
Other  symptoms  (for  example,  hyperkinesis) 
can  be  subjected  to  the  same  etiologic  analy- 
sis. 

What  all  this  amounts  to  is  that  we  are 
looking  at  the  same  child  through  three  win- 
dows, and  seeing  different  aspects  of  the 
same  developmental  process.  Hence  the  psy- 
chiatrist sees  the  emotional,  internal  dy- 
namic component;  the  pediatrician  may  see 
the  motor  and  neurologic  features,  while  the 
educator  sees  the  details  of  the  learning  pro- 
cess. In  the  years  ahead  the  three  view- 
points will  tend  to  merge  increasingly,  with 
surprising  results.  For  instance  it  may  be 
discovered  that  specific  learning  disabili- 
ties are  not  correlated  with  actual  cellular 
damage  of  the  central  nervous  system,  but 
instead  are  related  to  improper  "imprinting" 
during  critical  periods.  So  while  the  special- 
ists in  these  areas  continue  to  hammer  out 
their  concepts  and  techniques,  what  is  the 
practicing  pediatrician  to  do? 

For  example,  an  11-year-old  boy  was  re- 
ferred to  Duke  because  of  underachieve- 
ment  and  hyperactivity  in  the  classroom.  He 
had  difficulty  in  drawing  designs  for  the 
pediatrician,  who  suspected  minimal  brain 
damage.  The  electroencephalogram  was  in- 
terpreted as  abnormal,  with  14  and  6  per 
second  spikes  in  deep  stages  of  sleep.  The 
psychologist  found  the  boy  to  have  a  normal 
IQ,  explaining  that  the  performance  tests 
were  seriously  hampered  by  anxiety.  The  boy 
had  taken  in  information  but  could  not  re- 
produce it  in  the  usual  classroom  situation. 
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In  other  words,  he  had  an  "information-re- 
trieval block."  Visual  motor  tests  (e.g., 
Bender)  were  "minimally  suggestive"  of 
organic  involvement.  Interviews  with  the 
parents  and  boy  revealed  that  he  had  identi- 
fied with  the  mother  in  her  running  battle 
with  the  father.  The  boy's  resulting  passivity 
and  fear  of  aggressiveness  and  curiosity  took 
a  heavy  toll  of  his  learning  potential.  Un- 
fortunately, the  parents  in  this  case  were 
angry  at  the  school,  displacing  their  hos- 
tility towards  the  boy  onto  the  teachers. 
Since  the  parents  asked  us  not  to  communi- 
cate with  the  school,  considerable  work  must 
be  done  to  surmount  that  hurdle.  At  first 
glance,  this  case  may  seem  unduly  compli- 
cated, but,  in  fact,  it  is  a  common  situation 
in  pediatric  practice. 

What  practical  recommendations  can  I 
make  to  the  local  doctor?  Dexedrine  for  the 
hyperkinesis?  Remedial  education  for  the 
child?  Psychotherapy  for  the  child  and  the 
family?  I  believe  that  many  cases  of  specific 
learning  disability — at  least  those  that  we 
see — are  similarly  complicated,  involving 
parental  relationships,  guilt,  anger,  intense 
disappointment,  multiple  failures,  frustrated 
teachers,  and  the  like.  Who  is  going  to  in- 
tegrate these  components  and  see  that  treat- 
ment programs  get  started  and  are  kept 
going?  Here  is  where  the  pediatrician  can 
play  a  unique  role. 

Evaluation  and  Interpretation 
The  first  step  is  the  diagnostic  evaluation. 
Owing  to  the  complexity  of  the  situation, 
children  with  suspected  learning  disability 
should  be  referred  for  a  portion  of  the  eval- 
uation to  the  necessary  specialists — speech 
and  hearing  centers,  educational  testing 
services,  mental  health  clinics,  and  so  forth. 
Some  learning  problems,  such  as  school  pho- 
bia, can  be  diagnosed  and  treated  by  the 
pediatrician  without  necessarily  calling  on 
outside  help,  but  not  so  with  learning  dis- 
abilities. All  of  the  necessary  referral  sour- 
ces, though  sometimes  limited,  are  available 
in  our  area.  The  pediatrician  must  inte- 
grate these  findings,  which  may  require 
months  to  collect,  and  translate  them  into 
realistic  action. 
The  first  major  breakdown  occurs  at  this 


point.  The  parents  become  impatient,  the 
local  school  wants  to  know  if  the  child 
should  be  promoted,  the  harried  pediatrician 
still  has  an  office  full  of  patients  to  see.  There 
is  only  one  real  solution,  and  that  is  for  the 
pediatrician  to  spend  time  with  the  parties 
involved.  Most  of  the  parents'  anger  springs 
from  anxiety  and  fear.  The  pediatrician  can 
easily  interpret  this  to  them  and  go  on  to 
explain  tactfully  that  the  learning  disorder 
has  been  there  for  a  long  time  (which  is  al- 
most always  the  case)  and  that  much  time 
will  be  required  to  remedy  the  situation. 
In  a  similar  vein,  he  may  have  to  talk  with 
teachers  and  the  specialists  helping  with  the 
evaluation.  The  pediatrician  is  qualified  to 
perform  this  role  of  coordinator  and  should 
charge  accordingly  for  his  professional  time. 

Treatment  Planting  and  Implementation 

In  the  vast  majority  of  cases,  treatment 
will  revolve  around  some  form  of  remedial 
education  in  the  home  community.  Since 
children  with  specific  learning  disabilities 
have  approximately  normal  intelligence,  they 
do  not  qualify  nor  do  they  fit  into  classes 
for  the  mentally  retarded.  Our  North  Caro- 
lina schools  have  well  over  one  thousand 
teacher  positions  for  the  mentally  retarded, 
but  only  a  relative  handful  for  children  with 
learning  disabilities  and  their  close  and  over- 
lapping cousins,  the  emotionally  disturbed. 

There  is  now  a  strong  movement  at  state 
educational  levels  to  expand  the  number  of 
teacher  positions  and  services  for  this  group 
of  children.  Where  does  the  practicing  pedia- 
trician fit  into  this  picture?  He  can  wield  a 
powerful  influence  on  the  local  board  of  ed- 
ucation and  through  it  on  the  State  Depart- 
ment of  Public  Instruction  to  provide  teach- 
er positions  in  his  community. 

Most  communities  have  retired  teachers 
who  would  welcome  the  opportunity  to  work 
part-time  as  tutors.  For  those  who  are  not 
trained  or  experienced  in  dealing  with  learn- 
ing disabilities,  supervision  on  a  monthly 
basis  or  advanced  training  in  summer  cour- 
ses at  nearby  educational  centers  can  be  ar- 
ranged. Some  intuitive,  skillful  teachers  can 
teach  these  children  without  special  training. 
Such  teachers  "preconsciously"  diagnose  the 
learning  block,  then  encourage  the  child  to 
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identify  with  them  to  find  safe  paths  of 
learning.  Under  supervision,  selected  high 
school  students  are  being  used  in  some  places 
to  instruct  elementary  school  children.  Thus, 
every  community  has  untapped  resources 
which  must  be  sought  out  and  integrated 
with  the  existing  school  program.  The  pedia- 
trician can  be  a  catalyst  for  these  programs 
in  his  role  as  principal  caretaker  of  child 
health  in  his  community. 

Consultation,  and  Coordination 

Assume  that  special  educational  programs 
are  established  and  the  child  begins  reme- 
dial work.  Soon  a  second  critical  phase 
threatens  treatment  in  many  cases. 

The  initial  enthusiasm  for  the  remedial 
program  begins  to  fade  as  the  days,  weeks, 
months,  grind  on.  The  child  complains,  the 
parents'  impatience  mounts  again,  and  the 
teacher  becomes  discouraged.  These  are 
danger  signals  that  two  events  have  prob- 
ably occurred,  both  needing  immediate  inter- 
vention. The  first  and  most  simple  to  correct 
is  that  everyone  may  have  forgotten  the 
pediatrician's  warning  that  remedial  educa- 
tion is  slow  and  tedious,  often  lasting  years. 
An  encouraging  reminder  will  suffice. 

A  more  complicated  factor  is  that  in  most 
cases  remedial  education  stirs  up  resistances. 
This  means  that  in  spite  of  the  parents'  and 
the  child's  sincere  desire  to  overcome  the 
learning  deficit,  they  are  also  fearful  of 
change.  A  style  of  life  has  grown  up  around 
the  learning  block,  regardless  of  its  cause. 
Perhaps  the  child  has  unconsciously  used  his 
handicap  to  maintain  dependent  ties  with 
parents  and  teachers.  A  boy's  repeated 
shrinking  from  academic  competition  to  hide 
his  ineptitude  may  result  in  a  marked  char- 
acterologic  passivity.  The  teacher's  at- 
tempts  to  bring  his   learning  deficits   into 


the   open    arouses    anxiety,    stubborn    resis- 
tance, and  fear  of  change. 

Without  expertise  in  remedial  techniques 
or  psychotherapy,  the  sensitive  pediatrician 
can  spot  these  fears  and  resistances.  Again, 
in  his  role  as  coordinator  he  can  sit  down 
with  the  teacher,  parents,  and  child  in  a  joint 
discussion  of  the  situation.  Even  more  ex- 
citing would  be  regularly  scheduled  month- 
ly or  bi-monthly  parent-teacher  conferences, 
chaired  by  the  pediatrician,  to  iron  out  dif- 
ferences, bring  unspoken  hostilities  into  the 
open,  and  evaluate  the  general  progress  of 
treatment.  Dexedrine  or  tranquilizers  can 
be  prescribed  intermittently  or  continuously 
to  provide  stability  for  the  treatment  pro- 
cess. 

Let  me  repeat  that  the  pediatrician  can 
function  in  the  role  of  team  coordinator  with- 
out specialized  knowledge  of  remedial  tech- 
niques or  psychotherapy.  He  must  over- 
come that  number  one  bugaboo  of  young 
pediatricians — tolerating  anger  from  par- 
ents and,  in  this  case,  teachers ;  not  view- 
ing the  hostility  as  an  attack  upon  his  pro- 
fesional  identification  but  instead  under- 
standing it  as  part  of  the  slow  hard  work  of 
remedial  education. 

Summary 

The  pediatrician  plays  a  vital  role  in  the 
diagnosis  and  treatment  of  specific  learning 
disabilities  by  (1)  arranging  and  perform- 
ing a  portion  of  the  diagnostic  evaluation 
and  interpreting  the  diagnostic  findings  to 
the  parents  and  schools;  (2)  translating  the 
diagnostic  recommendations  into  practical 
community,  therapeutic,  and  educational  pro- 
grams; and  by  (3)  serving  as  the  emotional 
backstop  and  treatment  coordinator  for 
parents,  child  and  teachers  when  resistances 
and  discouragement  threaten  to  interrupt 
the  remedial  process  prematurely. 


More  than  one  half  of  mankind  are  said  to  perish  by  fevers.  Their  most  general  causes 
are  infection,  errors  in  diet,  unwholesome  air,  violent  emotions  of  the  mind,  excess  or  sup- 
pression of  usual  evacuations,  external  or  internal  injuries,  and  extreme  degrees  of  heat 
or  cold— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure 
of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Philadelphia,  Richard  Folwell,  1799, 
p.  108. 
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Maternal  Deaths  from  Anesthesia  in  North  Carolina 

1946  - 1965 

Stephen  G.  Anedrson,  M.D.,  Frank  C.  Greiss,  Jr.,  M.D.,  and  W.  Joseph  May,  M.D.! 


Despite  significant  improvements  in  anes- 
thetic agents  and  techniques,  administration 
of  anesthesia  continues  to  cause  maternal 
deaths.  More  anesthetic  deaths  occurred  in 
the  second  thousand  than  in  the  first  thou- 
sand maternal  deaths  recorded  in  North 
Carolina.'  In  other  states  an  increase  in  ma- 
ternal deaths  from  anesthesia  relative  to 
total  deaths  has  been  reported,  and  in  some 
areas  anesthesia  has  become  the  third  or 
fourth  leading  cause  of  maternal  mortal- 
ity.-'4 

In  1955  Lock  and  Greiss  reported  that 
anesthesia  caused  2.6%  of  1733  maternal 
deaths  in  North  Carolina."'  Errors  in  the  se- 
lection and  administration  of  anesthesia 
were  the  major  factors  involved.  A  lack  of 
specialized  personnel  and  inadequate  cover- 
age for  obstetric  anesthesia  have  been  re- 
ported and  could  in  part  explain  these  er- 
rors1'0 Since  an  additional  ten-year  experience 
is  now  available  for  analysis,  this  study  was 
undertaken  to  determine  changes  in  the  inci- 
dence of  maternal  deaths  from  anesthesia, 
mechanisms  involved  in  the  deaths,  condi- 
tions predisposing  to  their  occurrence,  and 
possible  areas  for  improvement. 

Material 
From  August  1,  1946  through  December 
31,  1965,  2,737  maternal  deaths  occurred  in 
North  Carolina  within  three  months  of  the 
termination  of  pregnancy.7  Of  these,  193 
were  due  to  causes  not  related  to  pregnancy 
(e.g.,  trauma,  suicide,  malignancy)  and  were 
excluded  from  this  study.  Eighty-five  of  the 
remaining  2,544  deaths  were  primarily  the 
result  of  anesthesia.  Anonymous  case  sum- 
maries of  these  deaths  were  analyzed  for  this 
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report.  During  the  same  period  2,136,610  live 
births  were  recorded. 

Results 

Anesthesia  caused  3.3 'a   of  the  maternal 

deaths,  a  death  rate  of  0.40  per  10,000  live 

births.    Maternal    deaths,    maternal    deaths 

from  anesthesia,  and  their  respective  rates 

Table  1 

Total  Maternal  Deaths  and  Maternal  Deaths  from 

Anesthesia  in  North  Carolina,  1946-65 

1946-50  1951-55  1956-60  1961-65 


Total   deaths* 

871 

766 

514 

393 

Maternal  death  rate** 

18.2 

13.6 

9.2 

7.4 

Deaths  from  anesthesia 

26 

27 

18 

14 

Anesthesia  death  rate** 

0.54 

0.48 

0.32 

0.26 

Anethesia/total 

deaths  x  100 

3.0 

3.5 

3.5 

3.5 

*Excludes   deaths   from   causes   not    related   to   pregnancy. 
**Per   10,000  live  births. 

are  compared  for  five-year  periods  in  Table 
1.  Although  a  decline  is  evident  in  each  of 
these  categories,  (Fig.  1),  the  percentage  of 
deaths  from  anesthesia  did  not  decrease. 
The  majority  of  the  85  deaths  were  attri- 
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Fig.  1.  Semi-log  graph  of  total  maternal  deaths  and 
those  from  anesthesia  in  North  Carolina.  The  propor- 
tionate decline  in  anesthesia  deaths  is  evident. 
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Table  2 

Relationship  of  Maternal  Deaths  from  Anesthesia  to 

Types  of  Anesthesia  Employed 


General 
Conduction 
Local 
Total 


1946-55 

% 

71.7(38) 

24.5(13) 

3.8(  2) 

100.0(531 


1956-65 

% 

90.6(29) 

9.4(  3) 

0.0(  0) 

100.0(32) 


1946-65 

% 

78.8(67) 

18.8(16) 

2.4(  2) 

100.0(85) 


Absolute   number   of  deaths   in    parentheses. 


buted  to  general  anesthesia,  71.7%  from  1946 
through  1955  and  90.6%  from  1956  through 
1965  (Table  2).  There  was  no  relationship 
between  the  number  of  deaths  and  individual 
anesthetic  agents  (Table  3).  The  number  of 
deaths  associated  with  a  particular  agent 
might  have  been  related  to  the  frequency 
with  which  the  agent  was  used  for  obstetric 
procedures,  but  such  data  were  not  available. 
Conduction  anesthesia  was  associated  with 
18.8%  and  local  anesthesia  with  2.4%  of  the 
deaths  (Table  2).  Thirteen  of  the  16  deaths 
from  conduction  anesthesia  and  the  two 
deaths  from  local  anesthesia  occurred  in  the 
first  ten  years  of  the  study.  It  is  probable 
that  these  two  types  of  anesthesia  were  used 
at  least  as  frequently  during  the  interval 
1956-1965  as  in  the  preceding  ten  years. 

The  mechanisms  of  maternal  deaths  from 
anesthesia  are  given  in  Table  4.  In  a  pre- 
vous  survey,5  an  attempt  was  made  to  sep- 
arate deaths  due  to  pure  cardiac  arrest  from 
those  due  to  improperly  administered  anes- 
thesia. It  is  now  evident  that  the  term 
"cardiac  arrest"  has  become  a  convenient 
wastebasket  for  those  deaths  occurring  sud- 
denly, often  without  explanation,  and  usual- 
ly in  association  with  the  induction,  mainte- 
nance, or  recovery  from  general  anesthesia. 
Therefore,  the  term  "cardiopulmonary  in- 
sult" has  been  used  to  include  all  such  deaths, 
recognizing  that  anesthetic  overdosage,  an 
inadequate  airway,  hypoxia,  and  hypercarbia 
were  more  frequent  mechanisms  than  the  re- 
latively rare  pure  cardiac  arrest.  The  fol- 
lowing case  summaries  are  illustrative. 

Case  1:  A  29-year-old  multipara  had  a  non-septic, 
spontaneous  abortion  and  "acute  anemia."  Dilation 
and  curettage  was  performed  under  nitrous  oxide  and 
oxygen  anesthesia.  During  the  procedure  she  experi- 
enced "respiratory  paralysis"  and  died. 

Case  2:  A  31-year-old  multipara  used  trichlorethy- 
lene  intermittently  during  labor.  The  delivery  room 
nurse   administered  this   agent  for  a  low  forceps  de- 


Table  3 

General  Anesthetic  Agents  Associated  with 

Maternal  Deaths  from  Anesthesia 


Cyclopropane 
Ether 
Thiopental 
Trichlorethylene 
Chloro.'orm 
Nitrous    oxide 
V':nethane 
Unknown 
Combinations 
Total 


1946-55 

% 

13.3(   5i 

26.3(10) 

10.51   4) 

10.5<  4) 

7.9(   3) 

0.01   0i 

2.6<   1) 

2.6(   D 

26.3d0i 

100.0(381 


1956-65 

% 

21.5(  6) 

7.1(  2) 

17.8(  5) 

14.31  4) 

0.0(  0) 

3.6(  1) 

0.0'  0) 

7.1<  2) 

28.6(  8) 

tOO.0'28) 


1946-65 

% 

16.6(11) 

18.2(12) 

13.6(  9) 

12.K  8) 

4.6(  3) 

1.5(  1) 

1.5(  1) 

4.6(  3) 

27.3(18) 

100.0(66) 


Absolute    number    of    deaths    in    parentheses. 


Mechanisms   of 


Table  4 
Maternal   Deaths 


from 


Anesthesia 
1946-65 


1946-55  1956-65 

%  % 
Cardiopulmonary 

insult*                     39.6(21)  56.2(18)           45.9(39) 

Aspiration                  30.2H6)  28. 1(  9)           29.4(25) 
Sympatholytic 

Shock**                   20.7(11)  6.3(  2)           15.3(13) 
Respiratory 

Paralysis                  3.8(  2)  6.3<  2)             4.7(  4) 

Other                          5.7<  3)  3.11  D            4.7(  4) 

Total                      100.0(53)  100.0(32)          100.0(85) 

*See   text 

:;;*Hypotension   from  sympathetic  nerve   paralysis. 

Absolute   number  of  deaths  in   parentheses. 

livery.  The  blood  pressure  could  not  be  obtained  four 
minutes  post  partum  and  the  patient  died  on  the  de- 
livery table.  No  evidence  of  aspiration  was  found  at 
autopsy. 

Case  3:  A  23-year-old  multipara  was  delivered  pre- 
cipitously under  open-drop  ether  given  by  the  delivery 
room  nurse.  Post  partum  an  inexperienced  nurse  at- 
tempted to  insert  a  '"gag"  and  administer  oxygen 
while  the  other  nurse  attended  the  infant.  When  the 
physician  arrived  the  patient  was  cyanotic  and  had  no 
heart  beat.   Resucitative  attempts  failed. 

Aspiration  caused  29.4%  of  the  deaths  and 
occurred  with  similar  frequency  in  both  ten- 
year  periods.  In  all  instances  the  final  event 
precipitating  vomiting  and  aspiration  was 
the  administration  of  general  anesthesia. 
Other  factors  contributing  to  this  mechanism 
are  illustrated  by  the  following  two  case 
summaries. 

Case  4:  A  25-year-old  multipara  was  given  nitrous 
oxide  and  cyclopropane  anesthesia  for  a  spontaneous 
delivery.  She  aspirated  gastric  contents  and  expired 
within  20  minutes  from  anoxia  despite  bronchoscopy. 
Her  husband  later  admitted  that  she  had  eaten  just 
prior  to  admission,  though  the  patient  had  denied  this 
previously. 

Case  5:   A  30-year-old  prtmigravida  was  thought  to 
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Table  5 
Factors    Contributing    to    Maternal    Deaths 
from  Anesthesia 
1946-55  1956-65  1946-65 

%  %  % 

Toxemia  of 

pregnancy  30.2(16)  21.9(  7)  27.0(23) 

Anemia  7.5(  4)  9.4(  3)  8.2(  7) 

Rheumatic  heart 

disease  5.7(  3)  0.0(  0)  3.5(  3) 

Laryngeal  nerve 

paralysis  0.0(  0)  3.K  1)  1.2(  1) 

Gangrenous 

appendix  1.9(  1)  0.0(  0)  1.2(  1) 

None  54.7(29i  65.6(21)  58.9(50) 

Total  100.0V453)  100.0(32)  100.0(85) 

Absolute  number  of  deaths  in  parentheses. 

be  in  false  labor  and  was  allowed  to  eat  in  the  hospital. 
Labor  progressed,  and  four  hours  later  pentobarbital 
was  administered  intravenously  for  spontaneous  de- 
livery. She  vomited,  aspirated,  and  died  24  hours  later. 

Hypotension  secondary  to  spinal  anes- 
thesia (sympatholytic  shock)  was  the  third 
most  frequent  mechanism  of  death.  These 
deaths  resulted  from  overdosage  of  the  drug 
used  or  improper  supportive  measures  to 
correct  hypotension  or  both.  Only  2  of  these 
13  deaths  occurred  in  the  second  ten-year 
period. 

Respiratory  paralysis  caused  four  deaths, 
three  from  a  high  level  of  conduction  anes- 
thesia and  one  from  curare. 

In  the  1946-1955  period  two  deaths  were 
caused  by  local  anesthesia,  One  resulted  from 
probable  intravenous  injection  of  procaine 
and  the  other  from  hypertensitivity  to  lido- 
caine.0 

The  remaining  two  deaths  were  caused  by 
meningitis  complicating  spinal  anesthesia 
and  obstructive  anoxia  secondary  to  recur- 
rent paralysis  of  the  laryngeal  nerve  from 
previous  thyroid  surgery. 

There  were  no  apparent  predisposing  con- 
ditions in  the  majority  of  deaths  (Table  5). 
However,  toxemia  of  pregnancy  was  present 
in  27%  of  the  cases  and  anemia  was  re- 
ported in  8.2%.  Forty-eight  per  cent  of  the 
deaths  were  related  to  major  operative  pro- 
cedures, 11.8%  to  dilation  and  curettage, 
and  40.0%  to  vaginal  delivery  (Table  6). 

Comment 
A  significant  decline  in  the  maternal  death 
rate  from  anesthesia  has  occurred  since  es- 
tablishment of  the  North  Carolina  Commit- 


Table  6 

Relationship   of  Maternal   Deaths  from  Anesthesia 

to  Obstetric  Procedures  Performed 

1946-55  1956-65  1946-65 

%  %  % 

Vaginal  delivery      39.6(21)  40.6(13)  40.0(34) 

Cesarean   section     28.3(15)  25.0(  8)  27.0(23) 

Laparotomy*  9.4(  5)  15.6(  5)  11.8(10) 

Dilation  and 

curettage  13.2(  7)  9.4(  3)  11.8(10) 

Tubal  ligation  7.5(  4)  9.4(  3)  8.2(  7) 

Version  and 

extraction  2.0(  1)  0.0(  0)  1.2(  1) 

Total  100.0(53)  100.0(32)  100.0(85) 

-Ectopic   pregnancy   and   appendicitis. 

Absolute    number    of    deaths    in    parentheses. 

tee  on  Maternal  Health  in  1946.  From  1946- 
1950  to  1960-1965  there  was  a  52%  decrease 
in  this  rate,  which  is  similar  to  that  reported 
elsewhere.4'1*  However,  there  has  been  little 
improvement  relative  to  the  total  maternal 
death  rate. 

A  definite  change  in  the  number  of  deaths 
associated  with  various  types  of  anesthesia 
is  apparent  when  the  periods  1946-1955  and 
1956-1965  are  compared.  There  was  an  80% 
decrease  in  the  number  of  deaths  from  con- 
duction and  local  anesthesia  but  only  a  24% 
decrease  in  the  number  from  general  anes- 
thesia. Thus  in  the  last  decade  general  anes- 
thesia was  associated  with  90.6  %  of  all  ma- 
ternal deaths.  All  but  two  of  these  deaths 
were  from  aspiration  or  cardiopulmonary  in- 
sult. 

Aspiration  of  gastric  contents  following 
general  anesthesia  was  responsible  for  al- 
most 30%  of  the  deaths.  This  is  similar  to 
the  frequency  observed  by  others.4-9'10  Two 
distinct  events  can  occur  after  aspiration, 
depending  on  the  consistency  and  acidity  of 
of  the  aspirate.  One  is  obstruction  of  the  air- 
way by  solid  or  semi-solid  material,  and  the 
other  is  Mendelson's  syndrome  of  dyspnea, 
shock,  and  pulmonary  edema  from  the  aspir- 
ation of  liquid  gastric  contents  of  low  pH.n>12 
While  recognition  and  appropriate  treat- 
ment of  these  entities  is  necessary,11-13'14  the 
prevention  of  aspiration  is  of  primary  im- 
portance. This  can  be  accomplished  by  prop- 
er prenatal  education  of  obstetric  patients 
and  careful  selection  and  administration  of 
anesthesia.  All  women  should  be  cautioned 
against  eating  after  the  onset  of  labor,  and 
oral  intake  should  be  prohibited  after  hos- 
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pitalization  for  labor  and  delivery."-15  Cau- 
tious use  of  analgesics  and  scopolamine, 
which  decreases  gastric  emptying  time,  and 
the  use  of  local  or  conduction  anesthesia 
after  recent  eating  are  recommended.8'9'11'1517 
If  general  anesthesia  is  definitely  indicated 
for  the  patient  who  has  just  eaten,  the  in- 
creased risk  is  evident  and  demands  the  most 
expert  administration  of  anesthesia  avail- 
able. Close  cooperation  with  a  trained  anes- 
thesiologist is  mandatory  for  the  selection 
and  conduct  of  this  anesthesia. 

Kretchmer  and  Vasicka18  stated  that  un- 
desirable effects  of  inhalation  anesthesia  us- 
ually result  from  the  way  it  is  conducted,  not 
the  pharmacologic  effects  of  the  agents  used. 
The  present  data  support  this  premise.  Non- 
specific cardiopulmonary  insult  caused 
45.9%  of  deaths.  All  frequently  used  agents 
were  associated  with  these  deaths,  and  no 
one  agent  was  predominantly  at  fault.  A 
large  percentage  of  deaths  were  associated 
with  major  operative  procedures,  and  ane- 
mia, a  major  factor  in  surgical  deaths  from 
anesthesia,1"  was  reported  in  only  8.2%  of 
cases  although  operations  were  being  per- 
formed for  conditions  frequently  associated 
with  hemorrhage  in  199?  •  These  observations 
strongly  suggest  that  appraisal  of  each  pa- 
tient's over-all  status  was  inadequate  with 
respect  to  preparation  for  and  selection  of 
the  anesthetic  method  to  be  employed.  Under 
these  circumstances  even  the  most  skillful 
conduct  of  anesthesia  is  inevitably  compro- 
mised. 

An  increased  number  of  specialized  per- 
sonnel and  improved  coverage  for  obstetric 
anesthesia  have  been  recommended  to  de- 
crease the  maternal  death  rate  from  this 
cause.1'19'21  There  is  little  evidence  that  these 
deficiencies  are  being  overcome.  Regardless 
of  the  availability  of  trained  anesthesia  per- 
sonnel, however,  the  basic  responsibility  of 
patient  care  falls  upon  the  attending  physi- 
cian. By  his  training,  experience,  and  knowl- 
edge of  the  patient,  he  should  be  best  quali- 
ved  to  evaluate  and  prepare  the  patient  for 
and  participate  in  the  selection  of  the  par- 
ticular anesthesia  for  the  intended  procedure. 
This  qualification  presupposes  a  basic  work- 
ing knowledge  of  anesthetic  techniques,  their 


inherent  dangers,  and  potential  complica- 
tions. The  attending  physician  must  be  able 
to  recognize  the  limitations  of  the  available 
personnel  so  that  alternate  anesthesia  or 
better  trained  personnel  may  be  called  upon 
when  necessary.  If  well  qualified  coverage  is 
available,  mutual  understanding  facilitates 
mutual  cooperation,  and  improved  patient 
care  is  inevitable. 

Unfortunately,  the  present  data  indicate 
that  the  average  physician  attending  the 
parturient  patient  is  not  so  qualified,  par- 
ticularly in  the  area  of  general  anesthesia. 
Therefore,  the  elimination  of  maternal 
deaths  from  anesthesia  ultimately  depends 
upon  improved  education  of  the  physician. 
Additional  training  during  his  undergrad- 
uate and  residency  years  and  the  availability 
of  appropriate  postgraduate  courses  in  this 
area,  together  with  awareness  of  the  risks 
involved,  offer  the  most  expedient  solution 
to  such  catastrophic  deaths. 

Summary 

Eighty-five  maternal  deaths  from  anes- 
thesia in  North  Carolina  occurring  from 
1946  through  1965  are  analyzed.  Despite  a 
decrease  in  the  rate,  the  percentage  of  anes- 
thetic deaths  with  respect  to  total  maternal 
deaths  remains  the  same.  These  deaths  are 
predominantly  associated  with  general  anes- 
thesia. The  data  suggest  a  lack  of  awareness 
of  the  risks  of  this  type  of  anesthesia.  Im- 
proved physician  education  in  anesthetic 
techniques  and  their  potential  complications 
is  recommended. 
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Initial  Treatment  of  Acute  Head  and  Spinal  Injuries 

David  L.  Kelly,  Jr.,  M.D. 


Acute  head  and  spinal  injuries  comprise 
about  1%  to  2%  of  all  hospital  admissions, 
depending  on  the  type  and  location  of  the 
hospital.  The  description  and  treatment  of 
different  types  of  these  injuries  have  been 
recorded  since  antiquity ;  however,  nothing 
has  been  devised  to  inflict  head  and  spinal 
injuries  with  such  thoroughness  and  devas- 
tating results  as  the  automobile. 

Any  discussion  concerning  the  manage- 
ment of  head  and  spinal  injuries  must  of 
necessity  include  a  general  discussion  of 
multiple  injuries,  because  the  priority  of 
treatment,  the  steps  in  management,  and 
the  eventual  prognosis  are  determined  by 
associated  injuries.  All  too  frequently  a  pa- 
tient whose  more  important  injuries  have 
been  overlooked  is  referred  to  a  neurosur- 
gical center  for  care.  This  may  result  in  the 
arrival  of  a  patient  in  the  emergency  room 
who  is  in  irrecoverable  shock  from  a  rup- 
tured abdominal  viscus  or  who  has  died  from 
aspiration  or  obstruction  of  the  airway. 
These  mistakes  can  be  prevented  if  the  phy- 
sician has  an  understanding  of  the  proper 
evaluation,  techniques,  and  timing  of  treat- 
ment of  acute  head  and  spinal  injuries. 


Read  before  the  Section  on  Surgery,  Medical  Society  of 
the    State    of   North    Carolina    Pinehurst,    May    14,    1968. 

From  the  Department  of  Surgery,  Section  on  Neurosur- 
gery, Bowman  Gray  School  of  Medicine,  Wake  Forest  Uni- 
versity,   Winston-Salem,    North    Carolina,    27103. 


There  are  few  real  emergencies  in  neuro- 
surgery. Approximately  85%  to  90%  of 
injuries  of  the  spine  and  head  require  no 
surgical  intervention;  only  10%  to  15%  of 
these  patients  will  have  to  undergo  surgery 
at  some  point.  The  need  for  immediate  op- 
eration is  present  in  less  than  1%  of  them. 
Nevertheless  all  hospitals  should  be  equipped 
to  handle  the  rare,  unusual  neurosurgical 
emergency.  Every  surgeon,  general  or  spe- 
cialist, should  have  enough  knowledge  to 
recognize  and  treat  these  emergencies  ap- 
propriately with  a  craniotomy  or  burr  holes 
for  the  evacuation  of  acute  clots. 

Initial  Considerations 
A  systematic,  logical  evaluation  should  be 
initiated    immediately   upon   a   patient  who 
has  come  into  the  emergency  room  with  mul- 
tiple injuries. 

1.  Is  the  patient  in   shock?   What   most 
likely  is  the  etiology? 

2.  Does  he  have  an  adequate  airway? 

3.  Are  there  multiple  injuries? 

4.  Is   the   spinal   column   or   spinal   cord 
injured? 

5.  Are   signs    of    increased    intracranial 
pressure  developing? 

6.  Is  there  evidence  of  focal  brain  dam- 
age? 

7.  When  and  what  x-ray  studies  should 
be  made? 
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The  initial  treatment  depends  upon  the 
number  and  severity  of  injuries  and  the  type 
and  severity  of  head  or  spinal  injuries. 

1.  Shock  is  of  paramount  importance  and 
demands  immediate  treatment.  It  suggests 
internal  hemorrhage,  fracture  of  long  bones, 
or  prolonged  external  hemorrhage.  The 
disturbance  of  the  vasomotor  regulatory 
mechanism  in  the  brain  stem  will  produce 
shock,  but  this  is  usually  a  late  and  terminal 
manifestation  of  a  head  injury-  The  cause  of 
shock  is  almost  always  related  to  one  of  the 
foregoing  mechanisms  and  not  to  the  head 
injury. 

Shock  is  treated  with  a  venous  cutdown, 
typing  and  cross-matching  of  blood,  intra- 
venous administration  of  fluids,  and  possibly 
dextran,  followed  by  blood  when  it  is  avail- 
able. 

2.  The  establishment  of  an  airway  is  not 
only  urgent  from  a  cardiovascular  standpoint 
but  also  because  the  brain  is  particularly 
susceptible  to  anoxia  and  increased  carbon 
dioxide. 

The  airway  is  cleared  by  (a)  removal  of 
secretions,  vomitus,  blood,  and  foreign 
bodies  from  the  oropharynx;  (b)  placing  the 
patient  in  a  prone  or  a  lateral  position  or 
inserting  a  nasal  or  oral  airway,  to  prevent 
obstruction  caused  by  the  tongue's  falling 
back.  If  these  measures  fail,  either  (c)  a 
tracheostomy  or  (d)  an  endotracheal  tube 
should  be  inserted  if  in  all  probabilty  an 
operation  will  be  required. 

3.  The  detection  of  multiple  injuries  may 
be  difficult  in  a  comatose  or  unduly  restless 
patient  with  a  head  injury;  however,  it  is 
exceedingly  important.  The  initial  examina- 
tion should  be  rapid  but  thorough.  Major 
bleeding  vessels  should  be  controlled  with 
pressure  or  sterile  hemostats.  Thoracic  com- 
plications, such  as  a  sucking  wound,  flail 
chest,  pneumothorax,  cardiac  tamponade, 
etc.,  are  treated  immediately.  The  abdomen 
is  examined  for  possible  internal  bleeding  or 
ruptured  viscera.  Flexion  of  the  spine  should 
be  avoided  pending  further  evaluation. 
Splinting  of  obvious  fractures  of  the  ex- 
tremities is  carried  out  to  prevent  further 
damage. 


Basic  Evaluation  of  Head  Injury 

The  history  may  be  very  important  from 
the  standpoint  of  treatment  in  head  and 
spinal  injuries.  Often  some  facts  can  be  ob- 
tained from  relatives  or  friends  if  the  pa- 
tient is  unconscious  or  confused.  Inquiry 
should  be  made  concerning  how  the  injury 
occurred,  whether  the  patient  was  rendered 
unconscious  or  not,  and  whether  the  level 
of  unconsciousness  has  deteriorated.  Has  he 
moved  all  his  extremities  or  only  those  on 
one  side  (indicating  a  brain  lesion)  or  only 
the  arms  (indicating  a  spinal  cord  lesion)  ? 
Has  he  been  confused  and  disoriented?  Has 
he  had  any  seizures,  and,  if  so,  what  is  their 
pattern,  focal  or  generalized?  Is  he  known 
to  have  ingested  alcohol  or  drugs  in  the  past 
several  hours  ?  Has  there  been  bleeding  from 
the  nose  or  ears,  indicating  a  basilar  skull 
fracture?  Inquiry  should  also  be  made  con- 
cerning previous  medical  problems  which 
might  influence  treatment,  such  as  liver  or 
heart  disease,  diabetes,  transfusion  reac- 
tion, etc. 

A  rapid  but  relatively  complete  neurologic 
examination  can  be  carried  out  in  one  to  two 
minutes.  The  initial  examination  is  impor- 
tant because  it  is  the  baseline  upon  which 
all  future  evaluatons  must  be  made. 

1.  The  level  of  consciousness  must  be  eval- 
uated :  Is  the  patient  alert,  oriented,  con- 
fused, stuporous,  semicomatose,  or  coma- 
tose? 

2.  The  scalp  should  be  inspected  for  evi- 
dence of  injury.  Lacerations  should  be  in- 
spected for  extruding  brain  tissue  or  leakage 
of  cerebrospinal  fluid.  Occasionally  a  sterile 
gloved  finger  may  be  introduced  to  seek  for 
possible  fracture. 

3.  Weakness  should  be  checked  by  observ- 
ing how  purposeful  or  spontaneous  the  move- 
ment, the  response  to  pain  and  muscle  tone 
of  the  extremities,  and  symmetry  or  grimac- 
ing of  the  face. 

4.  Pupils  should  be  examined  for  equality 
and  reaction  to  light.  Direction  of  gaze  and 
nystagmus  are  noted.  Funduscopic  examina- 
tion for  hemorrhage  is  carried  out  (papille- 
dema usually  does  not  develop  for  at  least 
24  hours). 

5.  Deep  tendon  reflexes  of  the  arms  and 
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legs  should  be  compared  for  symmetry,  ac- 
tivity and  strength,  and  pathologic  reflexes 
such  as  the  Babinski  sign  are  noted. 

6.  Aphasia,  visual  fields,  and  sensory  ex- 
amination should  be  carried  out  if  the  pa- 
tient is  cooperative. 

Diagnostic  Studies 
After  emergency  measures  have  been 
taken  and  during  the  period  of  early  ob- 
servation and  stabilization,  x-ray  films  can 
be  taken  with  minimal  disturbance  of  the 
patient.  Portable  x-ray  units  are  desirable  if 
they  are  technically  satisfactory.  Films  giv- 
ing the  most  pertinent  information  should 
be  obtained,  namely,  a  lateral  horizontal 
beam  view  of  the  cervical  spine,  an  antero- 
posterior view  of  the  chest  and  abdomen, 
anteroposterior  and  lateral  films  of  the  skull, 
and  views  of  obvious  fractures  of  the  extre- 
mities. 

Differential    Diagnosis 
Some  conditions  may  mimic  a  head  injury 
or  cause  deterioration  in  the  patient  with  a 
head  injury.  They  are: 

1.  Fat  embolism,  which  may  occur  in  a 
few  hours  or  a  few  days  after  the  injury 
and  is  most  often  associated  with  fracture 
of  the  long  bones.  It  is  primarily  manifested 
by  pulmonary  symptoms  of  increased  respi- 
rations, chest  rales,  and  cerebral  signs  and 
symptoms  such  as  deepening  coma,  seizures, 
or  focal  deficit.  The  diagnosis  is  best  made 
from  a  high  index  of  suspicion  and  from  the 
presence  of  fat  in  the  sputum  or  urine  or 
from  small  petechial  hemorrhages  seen  at 
the  base  of  the  neck,  chest,  or  conjunctiva. 
Treatment  should  consist  of  supportive  care. 

2.  Anoxia  secondary  to  blood  loss  and 
shock  and  ventilatory  problems. 

3.  Metabolic  or  electrolyte  imbalance  and 
drug  intoxication. 

Management 
After  the  emergency  care,  history,  and 
evaluation,  a  decision  should  be  made  as  to 
whether  or  not  surgical  intervention  is  in- 
dicated. The  operative  indications  for  head 
injuries  are: 

1.  Compound  fractures  and  penetrating 
wounds. 

2.  Depressed  fractures. 


3.  Closed  head  injuries  with  (a)  changes 
in  vital  signs  indicative  of  increased  intra- 
cranial presure,  (b)  deterioration  of  the 
level  of  consciousness,  and  (c)  increasing 
focal  neurologic  deficit. 

Contraindications  to  operative  treatment 
are : 

1.  Surgical  shock. 

2.  Minor  depressed  fractures  over  the  ma- 
jor venous  sinuses. 

3.  Severe  head  injury  with  fixed  dilated 
pupils,  thready  pulse,  and  irregular  respira- 
tions. 

Skull  fractures  are  defined  usually  as 
simple,  compound,  linear,  and  depressed.  A 
skull  fracture  is  often  an  inaccurate  indica- 
tion of  the  degree  of  the  brain  injury  be- 
cause some  of  the  most  severe  brain  injuries 
occur  in  the  absence  of  skull  fractures  and 
are  often  referred  to  as  closed  head  injuries. 

A  simple  linear  fracture  is  significant  only 
as  an  indication  that  the  patient  has  sus- 
tained a  blow.  Linear  fractures  over  the 
middle  meningeal  groove  or  major  venous 
sinuses  are  those  most  likely  to  be  associated 
with  major  intracranial  bleeding. 

Basilar  skull  fractures,  which  often  are 
not  seen  on  x-ray,  are  usually  manifested  by 
otorrhea  or  rhinorrhea,  both  of  which  should 
be  treated  with  antibiotics. 

Simple  depressed  fractures  can  be  op- 
erated on  when  the  patient's  condition  per- 
mits. Depressions  of  greater  than  1  cm 
should  be  elevated  unless  they  are  over  the 
major  venous  sinuses.  A  depression  of  less 
than  1  cm  does  not  require  elevation. 

Compound  depressed  fractures  also  are 
not  emergencies  but  should  be  operated  on 
within  the  first  six  to  eight  hours  or  earlier 
if  the  patient's  condition  permits.  The  wound 
is  debrided  in  an  orderly  fashion,  any  dirty, 
unattached  bone,  foreign  body,  and  necro- 
tic tissue  are  removed,  and  the  dura  is  closed. 
A  cranioplasty  is  frequently  necessary  at  a 
later  date. 

Closed  head  injuries.  Treatment  must  be 
dictated  by  good  judgment  and  conservative 
measures  used  when  possible.  The  two  im- 
portant features  of  treatment  are  (1)  per- 
iodic evaluation  of  the  neurologic  status, 
and  (2)  good  nursing  care. 
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If  indications  for  surgery  arise,  a  dy- 
namic surgical  approach  is  necessary.  Vital 
signs,  consisting  of  blood  pressure,  pulse, 
respirations,  temperature,  pupillary  reac- 
tion, and  the  level  of  consciousness,  should 
be  observed  by  the  hospital  personnel  every 
30  minutes  to  one  hour,  and  a  periodic  neu- 
rologic examination  should  be  carried  out  by 
the  responsible  physician.  The  most  impor- 
tant sign  indicating  an  expanding  intra- 
cranial lesion  is  a  deterioration  in  the  level 
of  consciousness.  Other  indications  are  in- 
creasing focal  neurologic  deficits  such  as 
weakness  or  impairment  of  speech.  Persis- 
tent focal  seizures  and  the  development  of 
papilledema  are  also  indications  for  addi- 
tional diagnostic  procedures  or  surgical  in- 
tervention. 

The  improvement  in  mortality  and  mor- 
bidity from  head  and  spinal  injuries  can  be 
attributed  partially  to  modern  and  energetic 
nursing  and  medical  care.  The  important 
points  are: 

1.  Fluid  balance.  Adequate  and  appro- 
priate hydration  with  periodic  electrolyte 
determinations  is  essential.  If  the  patient  is 
unconscious  after  48  hours  and  there  are  no 
gastrointestinal  problems,  high  caloric  naso- 
gastric tube  feedings  can  be  initiated. 

2.  The  prevention  and  treatment  of  seiz- 
ures by  the  administration  of  diphenylhy- 
dantoin  (Dilantin),  100  mg  given  three 
times  daily,  or  phenobarbital,  32  mg  four 
times  daily,  if  necessary. 

3.  Appropriate  antibiotic  treatment. 

4.  The  establishment  of  an  adequate  air- 
way and  the  prevention  and  treatment  of 
pulmonary  complications. 

5.  The  control  of  fever  with  aspirin,  tepid 
sponging,  and  cooling  with  a  fan  or  an  ice 
blanket.  Normothermic  temperature  should 
be  attained ;  hypothermia  seems  to  be  of  no 
real  value. 

6.  The  treatment  of  restlessness  with 
mild  sedation  (phenobarbital)  is  institu- 
ted, if  necessary. 

7.  The  skin  is  protected  against  the  de- 
velopment of  pressure  sores  by  frequent 
turning  of  the  unconscious  patient.  A  Foley 
catheter  or  condom  drainage  for  bladder 
control  is  often  necessary. 


Complications 

The  complications  of  brain  injuries  are 
(A)  intracerebral  hemorrhage  and  (B)  cere- 
bral edema.  There  are  five  types  of  intra- 
cerebral hemorrhage:  (1)  subarachnoid  and 
(2)  petechial,  neither  of  which  requires 
surgery;  and  (3)  extradural,  (4)  subdural, 
and  (5)  intracerebral,  all  which  do  require 
surgery.  More  than  one  type  of  hemor- 
rhage may  be  present  at  one  time ;  in  such 
cases  the  prognosis  is  much  worse. 

Extradural  hemorrhage  is  the  only  true 
neurosurgical  emergency.  The  results  may 
be  the  most  tragic  or  the  most  gratifying  of 
any  surgical  procedure.  If  the  operation  is 
performed  early  enough,  a  normal  patient 
will  be  the  result ;  however,  failure  to  recog- 
nize the  lesion  before  severe  brain  stem 
compression  has  taken  place  leads  either  to 
great  impairment  or  death. 

The  classical  history  of  an  epidural 
hemorrhage  begins  with  a  blow  to  the  head. 
The  victim  may  or  may  not  be  rendered  un- 
conscious. Shortly  after  the  injury  extreme 
headache  develops,  accompanied  by  nausea 
and  vomiting.  The  patient  becomes  drowsy 
and  less  responsive,  and  one  pupil  becomes 
dilated  in  association  with  a  contralateral 
increasing  hemiparesis.  He  eventually  lapses 
into  coma. 

Roentgenograms  usually  reveal  a  fracture 
over  the  middle  meningeal  groove  or  one 
of  the  major  venous  sinuses.  Evacuation  of 
the  extradural  hematoma  should  be  in  the 
armamentarium  of  every  surgeon.  If  the 
condition  is  recognized  early,  the  adminis- 
tration of  anesthesia,  routine  preparation 
and  draping  of  the  scalp,  and  craniectomy 
are  carried  out.  If  the  situation  is  urgent, 
however,  there  may  be  no  time  for  anesthe- 
sia, or  it  may  be  unnecessary ;  and  there  may 
not  be  time  to  shave  the  head  or  prepare 
the  skin.  Craniectomy  should  be  performed 
first,  either  at  the  site  of  the  fracture  or, 
if  there  is  no  fracture,  on  the  side  of  the 
dilated  pupil. 

Subdural  hematoma  usually  constitutes  less 
of  an  emergency.  These  lesions  can  be  classi- 
fied as  acute,  subacute,  and  chronic,  de- 
pending on  the  interval  between  trauma  and 
the  onset  of  symptoms.  Acute  subdural  hema- 
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toma  is  often  associated  with  cerebral  lacera- 
tion and  contusion  and  is  of  venous  origin. 
The  patient  is  extremely  ill  and  the  prog- 
nosis is  usually  poor. 

Subacute  and  chronic  subdural  hematomas 
occur  in  two  to  three  weeks  following  injury 
and  usually  are  secondary  to  a  tear  in  the 
bridging  of  veins  over  the  surface  of  the 
brain.  They  may  follow  relatively  minor  in- 
jury. The  symptoms  develop  slowly  and  the 
prognosis  after  removal  of  the  hematoma 
is  very  good. 

Intracerebral  hematoma  is  often  second- 
ary to  pulped  brain  or  a  coalescing  of  sev- 
eral small  clots.  This  formation  is  most 
common  in  the  frontal  and  temporal  tips, 
and  ordinarily  cannot  be  distinguished  from 
a  subdural  hematoma  or  cerebral  edema. 
Evacuation  of  the  clot  is  necessary.  The 
morbidity  from  intracerebral  hematoma  is 
high. 

Cerebral  edema.  Clinically  it  is  impossible 
to  distinguish  between  progressive  cerebral 
swelling  and  edema  from  an  expanding  in- 
tracranial clot.  To  make  the  distinction  may 
require  angiography  or  possibly  burr  holes 
and  needling  of  the  brain  if  the  patient's 
condition  is  deteriorating. 

Treatment  of  cerebral  edema  may  consist 
of  (1)  subtemporal  decompression  to  allow 
for  more  swelling,  (2)  hypertonic  solutions 
or  dehydrating  agents,  and  (3)  steroid 
treatment. 

Basic  Evaluation  of  Spinal  Injury 
The    history    with    regard    to    a    possible 
spinal  or  spinal  cord  injury  should  be  con- 
cerned with : 

1.  The  mechanism  of  the  injury,  hyperex- 
tension  or  hyperf  lexion,  and  whether  or  not 
the  patient  was  rendered  unconscious. 

2.  The  onset  of  symptoms  and  their  pro- 
gression or  improvement. 

3.  History  of  numbness,  paresthesia,  pain, 
involuntary  spasm,  weakness,  and  bladder 
or  bowel  incontinence. 

The  initial  neurologic  examination  is 
important  in  terms  of  future  reference.  A 
complete  motor  examination  of  the  extremi- 
ties should  be  carried  out  quickly.  Tests  of 
sensation  to  pinprick,  touch,  and  position 
should  be  performed.  Rectal  tone  should  be 


checked  and  deep  tendon  reflexes  tested. 
The  spine  should  be  examined  for  deformity, 
dislocation,  and  tenderness. 

The  immediate  loss  of  all  sensory  and 
motor  function  for  24  hours  is  associated 
with  a  grave  prognosis.  However,  the  reten- 
tion of  any  motor  and  sensory  function  in- 
dicates an  incomplete  lesion  and  augurs  a 
considerably  better  chance  for  recovery.  This 
may  be  incomplete  but  it  may  be  functionally 
significant. 

Management 

The  patient  should  be  moved  as  little  as 
possible  and  any  movement  or  transporta- 
tion carefully  planned.  The  head,  body,  and 
extremities  ideally  should  be  kept  in  one 
plane.  Flexion  and  extension  should  be  par- 
tcularly  avoided.  If  a  cervical  spine  injury 
is  suspected,  sand  bags  can  be  placed  beside 
the  head  to  prevent  lateral  movement.  Halter 
traction  is  also  helpful  in  this  regard.  If  it 
is  almost  certain  that  a  patient  has  a  cerv- 
ical spine  injury,  Crutchfield  tongs  for  skele- 
tal traction  can  be  inserted  before  the  pa- 
tient is  moved. 

Roentgenograms  of  the  entire  spine  should 
be  obtained  if  a  spinal  injury  is  suspected 
because  multiple  fractures  may  be  present. 
These  films  may  be  obtained  with  the  port- 
able x-ray  unit  or  in  the  x-ray  department. 
If  it  is  necessary  to  move  the  patient  to  the 
x-ray  department,  several  people  should  be 
available  for  help,  ideally  two  or  three  people 
on  one  side  and  someone  giving  traction  to 
the  head.  The  patient  should  be  placed  on  a 
flat,  firm  surface.  Anteroposterior  and 
lateral  views  should  be  taken.  The  entire 
cervical  spine  through  C-7  should  be  identi- 
fied. 

Medical  management  and  nursing  care  are 
extremely  important  and  begin  on  admission. 
The  effectiveness  of  care  often  depends  on 
the  associated  injuries. 

1.  Shin.  The  patient  should  always  be 
lifted — never  dragged — across  any  surface. 
Pressure  sores  over  prominences  should  be 
prevented  by  frequent  turning  of  an  alter- 
nating pressure  mattress  or  frame,  or  a 
circelectric  bed.  The  skin  should  be  kept  dry 
and  clean  and  the  sheets  tightly  pulled. 
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2.  Care  of  the  bladder:  An  indwelling 
Foley  catheter  should  be  inserted  immedi- 
ately (a)  to  prevent  excessive  distention, 
(b)  to  keep  the  skin  dry,  and  (c)  to  reduce 
the  hazards  of  ascending  infection  secondary 
to  stasis. 

3.  Give  nothing  by  mouth  until  bowel 
sounds  are  heard. 

4.  Give  routine  enemas  every  other  day. 

5.  Begin  physical  therapy  after  pain  sub- 
sides. 

6.  Order  analgesics  as  needed. 

Surgical  Treatment 

The  indications  for  operative  intervention 
should  be  broken  down  into  two  broad  cate- 
gories : 

1.    Neurologic  indications 

a.  Progressive  neurologic  signs  and 
symptoms. 

b.  Complete  block  of  cerebrospinal  fluid 
on  lumbar  puncture  and  jugular  com- 
pression. 

c.  Compound  fractures  or  penetrating 
wounds  of  the  spine. 

d.  Bony  fragments  in  the  spinal  canal. 
Con  traindica  tions 

a.  Acute  injuries  at  C-2,  C-3,  and  C-4 
with  respiratory  difficulty. 

b.  Shock  or  associated  injuries  which 
may  endanger  life. 

c.  Lack  of  facilities. 
2.    Spinal  indications 

The  management  of  spinal  injury  depends 
upon  the  type  and  the  location  of  the  frac- 
ture. The  fracture  should  be  classified  as 
linear,  compression,  or  fracture-dislocation. 

a.  Linear  fractures  usually  occur  in  the 
transverse  process,  laminal  arch,  or  facet. 
Treatment  may  be  unnecessary  or  a  support- 
ing collar  or  case  may  be  used  to  achieve 
immobilization  for  a  few  weeks.  These  frac- 
tures most  commonly  occur  in  the  lumbar 
or  cervical  area. 

b.  Compression  fractures  are  usually  the 
result  of  hyperflexion.  The  most  common 
site  is  the  cervical  and  lumbar  area.  De- 
pending on  the  severity,  a  compression  frac- 
ture is  best  treated  with  bed  rest,  brace,  or 
body  cast. 

c.  Fracture-dislocation  is  the  most  serious 
of  all  vertebral  injuries  and  the  one  most 
often  associated  with  spinal  cord  or  root 
injury.    It   is   more   common   in   the   lower 


cervical   region   and   at   the   thoracolumbar 
junction. 

(1)  Odontoid  or  atlanto-axial  dislocation 
is  easily  overlooked  because  the  patient  fre- 
quently has  few  complaints,  perhaps  only 
some  mild  occipital  pain  or  stiffness  of  the 
neck.  This  is  the  case  because  usually  the 
patient  is  dead  from  a  severe  injury  and  dis- 
location, or  his  nervous  system  is  completely 
intact.  Open-mouth  views  of  the  odontoid  are 
necessary  to  detect  or  exclude  an  odontoid 
fracture. 

Treatment  should  include  use  of  the 
Crutchfield  tongs  and  skeletal  traction.  We 
believe  that  if  the  fracture  crosses  the  base 
of  the  odontoid,  healing  is  poor  and  a  pos- 
terior fusion  is  necessary. 

(2)  Fractures  from  C-2  to  C-7 :  If  these 
fractures  are  found  to  be  stable  on  x-ray 
examination — and  flexion  and  extension 
films  may  be  necessary  to  determine  this — 
they  may  be  treated  with  a  good  brace  or 
Minerva  jacket.  If  the  fracture  is  unstable 
but  reduced,  it  may  be  treated  with  traction 
for  six  weeks  and  a  brace  or  posterior  or 
anterior  fusion.  If  the  fracture  is  not  re- 
duced or  is  dislocated  again,  it  should  be 
fused  posteriorly  or  anteriorly. 

(3)  Thoracolumbar  fractures  may  be 
treated  by  hypertension  in  a  body  cast  for 
three  months.  If  there  is  marked  angulation 
or  dislocation,  or  if  decompressive  laminec- 
tomy is  indicated,  reduction  laminectomy 
and  fusion  should  be  carried  out. 

Summary 

Head  and  spinal  injuries  are  often  asso- 
ciated with  multiple  injuries  and  should  be 
managed  in  reference  to  the  significance  of 
these  other  injuries. 

Most  head  injuries  do  not  require  opera- 
tive treatment,  but  do  require  observation 
for  signs  of  the  complications  associated 
with  head  injuries.  The  surgical  indications 
are  outlined  as  well  as  the  less  well  defined 
surgical  indications  for  spinal  injuries.  The 
basic  neurosurgic  principles  and  tech- 
niques should  be  well  known  by  surgeons  re- 
sponsible for  the  treatment  of  trauma. 

Frequent  and  thorough  observation,  good 
nursing  care,  and  the  prevention  of  compli- 
cations significantly  reduce  the  morbidity 
and  mortality  of  head  and  spinal  injuries. 
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Dermatology  In  North  Carolina 

J.  Lamar  Callaway,  M.D. 


Dermatology  in  North  Carolina  has  a  rich 
heritage. 

The  dean  of  North  Carolina  dermatologists 
was  Joseph  A.  Elliott,  Sr.,  who  began  his 
practice  in  Charlotte  in  January  of  1919, 
and  who  eventually  became  the  first  derma- 
tologist to  be  President  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina,  serv- 
ing in  this  capacity  in  1953-1954. 

In  earlier  years  dermatologists  were  also 
syphilologists,  and  our  official  journals,  so- 
cieties, medical  school  departments,  and  sec- 
tions of  the  American  Medical  Association 
and  Southern  Medical  Association  were  so 
named.  For  example,  the  official  derma- 
tology journal  for  many  years  was  known 
as  the  Archives  of  Dermatology  and  Syph- 
ilology. 

For  this  reason  it  is  of  some  interest  to 
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From  the  Division  of  Dermatology,  Department  of  Medi- 
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Read  before  the  first  annual  meeting  of  the  Section  on 
Dermatology,  Medical  Society  of  the  State  of  North  Carolina. 


note  the  diagnoses  of  the  first  20  patients 
seen  in  Dr.  Elliott's  office,  together  with 
their  stated  place  of  residence   (See  table). 

Four  other  outstanding  pioneers  in  der- 
matology in  North  Carolina  deserve  men- 
tion. 

Robert  Perry  began  the  practice  of  der- 
matology in  Greensboro  in  September,  1924, 
having  taken  his  training  in  New  York  with 
Drs.  Fordyce  and  Cannon.  Until  his  untimely 
death  he  served  his  area  as  an  outstanding 
dermatologist. 

Runyon  Tyler  located  in  Durham  for  the 
practice  of  dermatology  in  1926.  My  admira- 
tion for  him  was  partly  responsible  for  my 
interest  in  dermatology.  I  followed  him, 
some  years  later,  to  the  University  of  Penn- 
sylvania, where  we  both  studied  under  Dr. 
John  H.  Stokes  and  his  associates,  Drs. 
Vaughn  Garner  and  Donald  M.  Pillsbury. 
We  practiced  separately,  but  frequently  at- 
tended each  other's  patients  when  one  of  us 
was  absent,  and  enjoyed  our  pleasant  com- 
petitive   relationship. 

Seba  L.  Whitehead,  after  training  in  New 
York,  located  in  Asheville  in  1927  for  the 
practice  of  dermatology.  He,  too,  won  the  re- 
spect of  his  colleagues  in  the  western  part 
of  the  state,  where  for  many  years  he  was  a 
respected  physician  and  dermatologist. 

W.  Leslie  Kirby  took  his  dermatology 
training  in  New  York  City  and  located  in 
Winston-Salem,  in  1929,  where  he  practiced 
with  distinction  for  many  years  before  de- 
serting the  Old  North  State  for  sunny 
Florida. 

Other  physicians  active  in  dermatology  in 
North  Carolina,  though  not  primarily 
trained  in  this  specialty,  were  Drs.  James 
P.  Rousseau  and  Wortham  Wyatt  of  Wins- 
ton-Salem. Dr.  Rousseau,  a  radiologist,  be- 
came president  of  the  Medical  Society  of 
the  State  of  North  Carolina  in  1956. 

In  the  same  category,  and  still  active,  are 
Drs.  Corbett  E.  Howard  and  Harold  Wolfe 
in  Goldsboro,  both  of  whom  command  the 
respect  of  their  patients  and  colleagues  alike. 

Thus  Drs.  Elliott,  Sr.,  Perry,  Tyler,  White- 
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head,  and  Kirby  were  for  many  years  the 
five  primary  dermatologists  who  carried  our 
banner  with  distinction  prior  to  the  arrival 
of  our  contemporary  clan. 

In  1937  I  returned  to  Duke  University  Med- 
cal  Center  to  establish  the  dermatology  and 
syphilology  division  of  the  Department  of 
Medicine.  Dr.  Elbert  L.  Persons,  an  in- 
ternist, had  been  responsible  for  the  der- 
matology, and  Dr.  0.  C.  Hansen-Pruss  for 
syphiology  prior  to  my  return  from  the  Uni- 
versity of  Pennsylvania. 

The  first  three-year  residency  training 
program  in  dermatology  in  North  Carolina 
was  established  in  1939  at  Duke  University. 
Joe  Hitch  was  a  capable  and  efficient  asso- 
ciate from  1938  to  1952,  before  and  after  his 
tour  of  duty  in  the  Navy  in  World  War  II. 

In  1952  Dr.  Joseph  Hitch  became  the  head 
of  dermatology  at  the  University  of  North 


South  Carolina  Medical  Association. 

North  Carolina  dermatologists  have 
served  as  consultants  for  the  Surgeon  Gen- 
eral of  the  United  States  Air  Force,  U.  S. 
Army,  Navy,  Public  Health  Service,  and  Vet- 
erans Administration.  Other  North  Caro- 
linians have,  at  one  time,  served  as  secre- 
tary, vice-chairman  and  or  chairman  of  the 
Section  on  Dermatology  of  the  American 
Medical  Association,  the  Southern  Medical 
Association,  the  Southeastern  Dermatolog- 
ical  Association,  the  American  Board  of  Der- 
matology, the  American  Dermtaological  As- 
sociation, the  Association  of  Professors  of 
Dermatology,  and  the  Society  for  Investiga- 
tive Dermatology. 

Others  have  served  as  National  Consul- 
tant in  Dermatology  to  the  Surgeon  General 
of  the  United  States  Air  Force,  as  directors 
of  the  American  Academy  of  Dermatology, 


Dermatologists  located  in  North 

Carolina  School  of  Medicine,  and  Dr.  George 
W.  Crane  assisted  him  in  establishing  the 
dermatology  program.  Dr.  Hitch  was  suc- 
ceeded by  Dr.  Richard  L.  Dobson  in  1957, 
and  the  second  three-year  residency  program 
in  North  Carolina  was  established  in  1960. 
Clayton  Wheeler,  the  present  director  of  the 
University  of  North  Carolina  Division  of 
Dermatology,  was  welcomed  to  North  Caro- 
lina in  1962,  and  conducts  an  active  train- 
ing program  of  teaching,  research,  and  pa- 
tient care. 

Over  the  years  North  Carolina  dermatol- 
ogists have  served  with  distinction  in  county, 
regional,  national,  and  international  medical 
societies. 

As  Dr.  Joseph  A.  Elliott,  Sr.,  was  the  first 
dermatologist  to  be  elected  President  of  the 
Medical  Society  of  the  State  of  North  Caro- 
lina, so  now,  his  former  associate  in  prac- 
tice, Dr.  David  Goe  Welton,  holds  the  same 
office.  A  North  Carolina  trained  derma- 
tologist, Dr.  Joel  Wyman,  is  President  of  the 


Carolina  in  1937  and  1939. 

National  Advisory  Serology  Council,  and 
Special  Medical  Advisory  Group  of  the  Vet- 
erans Administration. 

Still  others  have  pioneered  in  the  develop- 
ment of  penicillin  in  the  treatment  of  syph- 
ilis, have  produced  movies  for  teaching  pur- 
poses, and  have  displayed  medical  exhibits 
at  state,  regional,  national,  and  international 
medical  meetings. 

Many  North  Carolina  dermatologists  have 
served  with  honor  in  our  armed  forces,  and 
during  the  war  years  dermatologists  directed 
the  eastern  and  western  rapid  treatment 
centers  for  the  United  States  Public  Health 
Service,  where  thousands  of  patients  were 
treated  for  venereal  disease.  The  research 
conducted  in  these  centers  helped  to  develop 
the  proper  dosage  schedule  in  the  treatment 
of  venereal  diseases. 

In  addition,  dermatologists  from  our  state 
have  played  an  important  role  in  the  Na- 
tional Research  Council,  National  Institutes 
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of  Health,  and  the  Society  for  Investigative 
Dermatology,  and  as  course  directors,  sym- 
posia directors,  and  members  of  the  Board 
of  Directors  of  the  American  Academy  of 
Dermatology.  In  addition,  some  of  our  group 
are  actively  associated  with  the  development 
and  promotion  of  the  Dermatology  Founda- 
tion. 

The  residency  training  programs  have 
trained  completely  or  partially  six  persons 
who  have  assumed  the  directorship  of  der- 
matology divisions  or  departments  of   der- 


matology in  this  country  and  in  Brazil. 

Whereas  some  30  years  ago  the  derma- 
tology banner  was  carried  by  five  men,  there 
are  now  in  practice  in  our  state  some  60  der- 
matologists who  are  proudly  carrying  on 
the  tradition  of  Drs.  Elliott,  Perry,  Tyler, 
Whitehead,  and  Kirby. 


It  is  hoped  that  material  presented  here  is  accurate.  Any 
error  of  omission  or  commission  is  unintentional.  Data  has 
been  obtained  in  part  from  the  families  of  pioneers  in 
our  specialty,  and  I  herewith  gratefully  acknowledge  their 
helpful    contributions. 


Regional  Medical  Program 

Continuation  Education  for  Physical  Therapists 

Marjory  W.  Johnson,  M.A.,  R.P.T.** 


Regional  continuation  education  programs 
for  practicing  physical  therapists  are  being 
developed  to  strengthen  community  physi- 
cal therapy  programs  in  administration,  ser- 
vice (including  consultation,  evaluation, 
treatment,  and  program  planning) ,  supervis- 
ion, clinical  education,  continuing  education, 
and  community  development  so  that  rehabili- 
tation services  in  the  area  of  heart,  cancer, 
stroke,  and  related  diseases  will  be  improved. 

The  major  objectives  are : 

1.  To  strengthen  physical  therapy  services 
for  patients  in  all  parts  of  the  state. 

2.  To  strengthen  the  administration  of  phy- 
sical therapy  services  in  all  parts  of  North 
Carolina. 

3.  To  strengthen  local  physical  therapy  pro- 
grams in  education,  clinical  education,  con- 
tinuing education,  and  community  devel- 
opment by  assisting  in  local  developments. 

An  advisory  committee  has  been  estab- 
lished, consisting  of  physical  therapists  from 
Duke  Unversity  Medical  Center,  North  Caro- 
lina Baptist  Hospital,  Bowman  Gray  School 
of  Medicine,  the  North  Carolina  State  Board 
of  Health,  the  North  Carolina  Physical  Ther- 
apy  Association,   five  community   hospitals 


^'Supported  by  a  grant  from  the  North  Carolina  Regional 
Medical  Program  and  an  appropriation  from  The  Duke 
Endowment  to  the  North  Carolina  Hospital  Education  and 
Research   Foundation^   Incorporated. 

**Assistant  Professor  of  Physical  Therapy,  School  of 
Medicine,  University  of  North  Carolina,  Chapel  Hill,  N.  C. 
27514. 


(Memorial  Mission  Hospital,  Asheville,  Char- 
lotte Memorial  Hospital,  Wake  County  Me- 
morial Hospital,  Craven  County  Hospital, 
and  Wilson  Memorial  Hospital),  the  School 
of  Public  Health,  and  the  Division  of  Physi- 
cal Therapy  of  the  Unversity  of  North  Caro- 
lina at  Chapel  Hill.  Miss  Marjory  W.  John- 
son, Division  of  Physical  Therapy,  is  the  co- 
ordinator of  the  program. 

The  four  geographical  regions  which  have 
been  tentatively  identified  include  Asheville, 
Charlotte,  Raleigh,  and  Eastern  North  Caro- 
lina. This  does  not  bar  physical  therapists  in 
other  areas  of  the  state  from  participating  in 
the  program.  After  needs  have  been  identi- 
fied by  physical  therapists  at  the  local  level, 
programs  will  be  designed  to  try  to  meet 
these  needs.  Some  weaknesses  that  have  been 
noted  are  in  the  area  of  administration,  not- 
ably communications,  recruitment  and  devel- 
opment of  personnel,  personnel  policies, 
staffing  patterns,  and  expansion  of  pro- 
grams. More  information  regarding  the 
training  of  physical  therapy  assistants  has 
been  requested. 

Patient  evaluation  includes  manual  mus- 
cle-testing; electrical  testing,  assessment  of 
the  level  of  motor  development,  evaluation  of 
central  nervous  system  deficits,  sensory  test- 
ing, and  evaluation  of  vital  capacity,  and 
others. 

Treatment  procedures  have  changed  with 
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advancement  in  knowledge  in  the  health 
fields ;  physical  therapists  have  expressed  in- 
terest in  developing  a  working  knowledge  of 
the  more  advanced  approaches  in  the  treat- 
ment of  patients,  particularly  those  designed 
for  adults  who  have  suffered  cerebral  in- 
sults. 

Because  of  the  sparsity  of  clear,  concise, 
and  complete  devices  for  evaluating  the  adult 
patient  who  has  central  nervous  system  defi- 
cit, and  since  treatment  is  based  on  diagnos- 
tic information,  a  two-week  workshop  was 
held  in  August,  1968,  to  devise  techniques  for 
use  by  physical  therapists  in  testing  stroke 
victims.  Participants  in  this  workshop  were 
experienced  in  evaluating  and  treating  such 
patients  and  were  interested  in  developing 
criteria  for  evaluation.  Therapists  who  were 
unable  to  participate  in  the  workshop  but 
who  are  actively  working  with  stroke  pa- 
tients will  have  an  opportunity  to  assist  in 
testing  the  new  devices.  The  planning  com- 
mittee consists  of  physical  therapists  from 
Duke  University,  the  University  of  North 


Carolina,  North   Carolina  Baptist  Hospital, 
and  the  Charlotte  Rehabilitation  Center. 

Summary 

A  plan  to  develop  and  establish  regional 
continuation  education  programs  for  phys- 
ical therapists  has  been  initiated.  The  Ad- 
visory Committee  consists  of  physical  ther- 
apy representatives  from  the  three  medical 
schools,  five  community  hospitals  geograph- 
ically distributed,  the  North  Carolina  Phys- 
ical Therapy  Association,  and  the  School  of 
Public  Health  at  the  University  of  North 
Carolina. 

Needs  are  being  identified  on  the  local 
level,  and  the  most  effective  methods  of  ap- 
proach to  the  needs  of  the  physical  therapists 
in  the  designated  regional  areas  will  be  speci- 
fied. A  workshop  was  held  August  12-23, 
1968,  to  design  and  develop  evaluative  de- 
vices to  be  used  by  the  physical  therapists 
in  testing  the  adult  patient  who  has  had  a 
cerebrovascular  accident. 


The  knowledge  of  diseases  does  not  depend  so  much  upon  scientific  principles  as  many 
imagine.  It  is  chiefly  the  result  of  experience  and  observation.  By  attending  the  sick,  and 
carefully  observing  the  various  occurrences  in  diseases,  a  great  degree  of  accuracy  may 
be  acquired,  both  in  distinguishing  their  symptoms,  and  in  the  application  of  medicines. 
Hence,  sensible  nurses,  and  other  persons  who  wait  upon  the  sick,  often  discover  a  disease 
sooner  than  those  who  have  been  bred  to  physic.  We  do  not  insinuate  that  a  medical  educa- 
tion is  of  no  use:  it  is  doubtless  of  the  greatest  importance;  but  it  never  can  supply  the  place 
of  observation  and  experience— William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the 
Prevention  and  Cure  of  Diseases  by  Regimen  and  Simple  Medicines,  etc.,  Phildelphia, 
Richard  Folwell,  1799,  p.  105. 
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THE  FALL  EXECUTIVE  COUNCIL 

MEETING 

Each  year  the  first  regular  Executive 
Council  meeting  of  a  new  President's  term  of 
office  pretty  well  sets  the  tone  of  the  prob- 
lems to  be  solved,  or  at  least  dealt  with, 
during  his  administration.  The  council  gets 
these  problems  and  reports  following  the 
Fall  meetings  of  the  many  (60)  committees 
of  the  Society,  brought  to  it  by  means  of  the 
membership  and  Commissioners,  who  over- 
see the  work  of  groups  of  committees.  The 
Society  is  presented  with  a  vast  number 
of  problems  which  demand  constant  atten- 


tion. Some  are  its  actual  legal  responsibili- 
ties, while  others  are  matters  of  great  im- 
port to  the  practice  of  the  profession.  Mem- 
bers who  grumble  about  medical  "politicians" 
would  do  a  lot  less  grumbling  if  they  could 
see  the  Council  at  work,  and  realize  all  that 
these  long-suffering  people  do  for  the  pro- 
fession and  for  the  general  public. 

"Ladies  first"  remains  an  Executive  Coun- 
cil tradition,  assuring  a  gentlemanly  start 
to  a  long  day's  work.  The  Auxiliary  report 
reveals  that  our  wives,  as  usual,  are  busy 
on  a  variety  of  projects  in  support  of  the 
profession.  With  the  endowment  of  sani- 
tarium beds  complete,  fund-raising  now  em- 
phasizes student  loan  monies ;  at  present  23 
students  have  borrowed  from  this  source. 
Projects  under  way  include  attention  to 
suicide  prevention  and  to  the  Museum  of 
General  Practice,  which  is  accumulating 
such  interesting  artefacts  as  the  knife  used 
to  amputate  Stonewall  Jackson's  arm.  In 
March  the  ladies  will  go  to  Raleigh  to  help 
bolster  the  Society's  efforts  to  see  certain 
legislation  through  the  Legislature. 

Dr.  Wayne  Benton,  finance  committee 
chairman,  happened  on  his  copy  of  the  1948 
budget  while  preparing  for  the  presentation 
of  the  1968  budget.  The  contrast  was  about 
what  one  would  expect.  The  cost  of  running 
the  Society  has  mimicked  the  cost  of  new 
cars,  and  for  somewhat  the  same  reasons — 
so  much  more  is  both  required  and  expected 
today.  By  the  time  this  appears  in  print  the 
Society  will  have  before  it  a  discussion  of 
the  most  pressing  and  interesting  budgetary 
item — the  financing  of  a  headquarters  build- 
ing. The  dues  increase  will  just  barely  cover 
the  cost  of  operating  the  Society's  affairs. 
Any  member  who  wants  a  detailed  explana- 
tion of  how  his  money  is  spent  can  get  it 
from  his  councilor,  who  has  a  copy  of  the 
budget  and  has  heard  the  various  items  ex- 
plained. A  forthcoming  Journal  article  on 
the  functions  performed  by  the  Raleigh  of- 
fice, in  connection  with  the  proposed  head- 
quarters building,  will  give  the  members  an 
idea  of  the  many  activities  carried  on,  all  re- 
quiring financial  support.  Reduction  of  ex- 
pense will  result  from  stopping  the  printing 
and  general  distribution  of  the  abridgement 
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of  Executive  Council  actions,  and  substitu- 
ting a  verbatim  transcript  to  be  given  to 
each  councilor.  Any  member  desiring  all  or 
a  part  of  the  transcript  could  either  see  his 
councilor's  copy  or  write  to  headquarters  for 
a  copy  of  the  parts  in  which  he  is  interested. 
The  membership  as  a  whole  would  get  a  sum- 
mary of  Council  action,  somewhat  more  de- 
tailed than  this  usual  editorial  treatment 
of  the  meeting. 

The  Legislative  Activities  Committee  is 
now  chaired  by  Dr.  H.  M.  Poteat,  Jr.,  who 
formerly  served  on  this  committee  and  is  now 
bracing  himself  for  the  upcoming  legislative 
session.  It  was  emphasized  that  his  com- 
mittee does  not  form  policy  or  initiate  legis- 
lative action ;  it  advises  the  Society  concern- 
ing legislative  matters,  and  deals  with  legis- 
lative problems  brought  to  it  through  estab- 
lished Society  mechanisms.  Among  concerns 
for  the  next  session  which  are  already  in  the 
hands  of  the  committee  is  proposed  legisla- 
tion to  expedite  donation  of  one's  body,  or 
parts  of  the  body,  with  a  view  to  use  of  tis- 
sues and  organs  in  transplantation ;  no  at- 
tempt would  be  made  to  include  a  definition 
of  death  in  such  legislation.  In  coopera- 
tion with  the  North  Carolina  Association 
of  Professions,  an  attempt  will  be  made  to 
get  permissive  legislation  allowing  the  in- 
corporation of  professional  groups.  It  was 
noted  that  the  State  Board  of  Health  would 
like  assistance  in  drawing  up  a  job  descrip- 
tion for  laymen  serving  as  administrators  of 
local  health  departments ;  such  measures 
stem  from  the  extreme  shortage  of  physi- 
cians available  for  such  work. 

The  Board  of  Medical  Examiners  will 
hold  seven  meetings  this  year,  and  will  give 
its  examination  twice.  These  more  frequent 
meetings  are  designed  to  make  it  as  easy 
as  possible  for  someone  desiring  to  practice 
in  North  Carolina  to  meet  the  legal  re- 
quirements. 

The  Committee  on  Hospital  and  Profes- 
sional Relations  has  looked  into  a  problem 
brought  to  the  Society  by  Col.  Speed,  head 
of  the  State  Highway  Patrol.  Col.  Speed  says 
that  the  primary  mission  of  patrolmen  is  not 
being  carried  out  when  they  are  transport- 
ing blood,  but  they  are  apparently  willing 


to  help  when  the  situation  is  really  an  emer- 
gency. Because  on  occasion  the  patrol  seems 
to  have  been  used  for  routine  blood  ship- 
ments. Col.  Speed  would  like  a  physician  to 
certify  as  to  the  need  for  emergency  blood 
procurement  via  Highway  Patrol.  The  So- 
ciety will  issue  a  sample  form  which  hos- 
pitals can  reproduce ;  it  is  to  be  signed  by 
the  physician  and  given  to  the  Highway 
Patrol  officer  when  he  brings  the  blood.  In 
this  way  responsibility  will  be  placed  where 
it  properly  belongs  and  the  number  of  calls 
for  this  service  should  be  reduced. 

Dr.  George  Paschal  discussed  the  financial 
plight  of  North  Carolina's  medical  schools, 
which  has  been  aggravated  by  the  recent 
sharp  cutback  in  federal  spending  for  medi- 
cal research.  Possible  support  for  the  medi- 
cal schools  as  they  seek  a  per  capita  subsidy 
for  medical  students  from  the  legislature  was 
discussed,  and  will  be  the  subject  of  a  meet- 
ing in  early  October. 

The  Community  Health  Committee  recom- 
mended that  individual  physicians  not  give 
fee  schedules  to  various  governmental  agen- 
cies ;  any  such  requests  should  be  directed 
to  county  and  state  societies.  This  committee 
also  asked  and  got  the  Council's  approval 
of  support  for  the  establishment,  by  the 
AMA,  of  a  Board  of  Family  Practice.  Licen- 
sure of  emergency  room  services  is  forth- 
coming, and  the  Board  of  Health  will  set  up 
an  examination  for  ambulance  attendants. 

The  Pharmacy  Committee  recommends 
that  in  the  interest  of  security,  a  physician 
using  hospital  prescription  blanks  employ 
a  rubber  stamp  giving  his  name  in  a  legible 
fashion,  in  addition  to  his  usual  signature. 

The  Blue  Shield  Committee  reported  that 
the  North  Carolina  Hospital  Association  will 
sponsor  an  educational  program  for  physi- 
cians, hospital  administrators,  and  trustees ; 
this  program  was  endorsed  by  the  Council. 
In  keeping  with  Society  policy  on  the  desira- 
bility of  having  staff  physicians  on  hospital 
boards  of  trustees,  it  was  recommended  that 
the  chief  of  staff  be  one  such  board  member. 

The  Task  Force  on  Title  XIX  will  recom- 
mend that  income  eligibility  standards  for 
the  program  be  no  lower  than  the  presently 
used   definitions   of   "indigent"   and   "medi- 
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cally  indigent,"  and  preferably  higher.  They 
favor  the  State  Board  of  Health  as  the  ad- 
ministrative agency  of  the  state  govern- 
ment, and  the  use  of  a  fiscal  intermediary,  as 
well  as  provision  for  unlimited  length  of  hos- 
pitalization, safeguarded  by  adequate  utili- 
zation review  procedures. 

The  Utilization  Committee  will  stage  six 
regional  meetings  on  utilization  review  mat- 
ters, to  be  financed  by  the  hospital  associa- 
tion and  conducted  by  physicians  and  other 
interested  parties.  A  subcommittee  will  be 
named  to  study  utilization  review  as  outlined 
in  the  recently  published  federal  regulations, 
as  well  as  utilization  review  procedures  con- 
nected with  Title  XIX  programs. 

The  Annual  Convention  Commission  has 
not  yet  completed  its  planning.  However, 
the  main  themes  for  the  general  sessions  are 
fixed — highway  accident  prevention,  the  new 
medical  examiner's  system,  and  the  proper 
uses  of  allied  health  professions. 

The  Cancer  Committee  recommended,  with 
Council  approval,  that  the  State  Board  of 
Health  gradually  phase  out  all  exfoliative 
cytology  screening  on  office  patients,  limit- 
ing itself  to  work  for  state  institutions  and 
programs.  The  pathology  society  is  ready  to 
fulfill  the  former  functions  of  the  state 
laboratory  regarding  indigent  office  pa- 
tients. 

The  Nursing  Committee  will  recommend 
a  ten-fold  increase  in  the  allotment  of  state 
funds  to  hospital  schools  of  nursing  (from 
$100  to  $1000  per  student).  It  also  recom- 
mends that  provision  be  made  to  allow  ex- 
perienced R.  N.'s  without  a  degree  to  teach 
clinical  subjects  under  the  direction  of  a  de- 
gree-level instructor,  when  a  school  has  tried 
without  success  to  hire  instructors  with  de- 
grees. This  committee  also  proposes  an  an- 


nual, officially  recognized,  nurse  apprecia- 
tion day. 

The  Child  Health  Committee  recommended 
Society  endorsement  of  the  Developmental 
Stimulation  Center  operating  in  Morganton, 
but  wished  to  advise  those  responsible  that 
the  Society  should  be  notified  of  such  in- 
stallations as  early  as  possible  in  their  plan- 
ning, if  Society  approval  and  advice  are 
wanted.  No  endorsement  was  given  by  the 
Council,  which  accepted  the  report  as  in- 
formation. 

The  Maternal  Health  Committee  plans  a 
study  of  the  effects  of  the  new  abortion  law, 
for  comparison  with  previous  findings.  They 
also  wish  publicity  to  be  given  to  perinatal 
health  matters,  including  publication  of  sta- 
tistics concerning  local  perinatal  mortality 
rates. 

The  School  Health  Committee  is  recom- 
mending to  state  colleges  and  universities  a 
simple,  easy-to-use  standard  form  for  ad- 
mission physical  examinations.  A  short  form 
for  local  school  screening  examinations  was 
not  approved  by  the  Council,  however.  This 
committee  has  recommended  that  some  of  its 
functions  be  transferred  to  other  commit- 
tees and  that  it  be  replaced  by  a  committee 
on  sports  medicine,  to  be  drawn  from  its 
present  membership,  since  this  aspect  of 
medicine  is  currently  of  great  interest  and 
deserves  concentrated  attention. 

The  few  items  reported  above  represent 
only  a  part  of  one  of  the  longest  agendas 
for  recent  meetings.  One  new  councilor  at- 
tended and  was  duly  impressed,  intellectually 
and  fundamentally,  by  the  proceedings,  while 
the  rest  of  the  Council  was  too  tired  to  give 
any  special  mention  to  the  closing,  going  on 
7  P.M.,  of  a  lot  of  work.  Much  more  remains 
to  be  done,  so  saving  of  strength  did  seem 
in  order. 


Females  are  liable  to  many  diseases  which  do  not  afflict  the  other  sex:  besides  the 
nervous  system  being  more  irritable  in  them  than  in  men.  their  diseases  require  to  be  treated 
with  greater  caution.  They  are  less  able  to  bear  large  evacuations:  and  all  stimulating- 
mec'icines  ought  to  be  administered  to  them  with  a  sparing  hand. — William  Buchan:  Domestic 
Medicine  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regiment  and  Simple 
Medicines,  etc.,  Philadelphia.  Richard  Folwell.  1799,  p.  106. 
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NEW!!   GUARANTEED    RENEWABLE 

$250.  WEEKLY 

PAYABLE  FROM  START  OF  DISABILITY 

TO  AGE  65  FOR  SICKNESS 

OR 

LIFETIME  FOR  ACCIDENT 


YOU    HAVE    A    CHOICE    OF    TWO    PLANS 

SELECT  THE  PLAN  WHICH  BEST  SLITS  YOUR  NEEDS 


Maximum  Accident 

Benefits 

Maximum  Sickness  Benefits 

Plan    L-7 

Lifetime 

**7  Years  or 

to 

age  65 

SEMI-ANNUAL  RATES 

Weekly  Benefits       Under  30 

30-39 

40-49 

50-59 

60-69 

$250.00          $124.50 

$142.00 

$204.50 

$284.50 

$352.00 

200.00            100.50 

114.50 

164.50 

228.50 

282.50 

150.00              76.50 

87.00 

124.50 

172.50 

213.00 

100.00              52.50 

59.50 

84.50 

116.50 

143.50 

Plan    L-65 


Maximum  Accident  Benefits  Maximum  Sickness  Benefits 

Lifetime  To  age  65 

SEMI-ANNUAL  RATES 


Weekly  Benefits 

Under  30 

30-39 

40-49 

50-59 

60-69 

$250.00 

$154.50 

$177.00 

$242.00 

$324.50 

$352.00 

200.00 

124.50 

142.50 

194.50 

260.50 

282.50 

150.00 

94.50 

108.00 

147.00 

196.50 

213.00 

100.00 

64.50 

73.50 

99.50 

132.50 

143.50 

PREMIUMS  ARE  BASED  ON  YOUR  ATTAINED  AGE  AT  RENEWAL 

Accident  benefits  commence  with  the  first  day  of  disability.  Sickness  benefits  commence  with 
the  eighth  day  of  disability  or  the  first  day  of  hospital  confinement,  whichever  occurs  first. 

Under  Plans  L-7  and  L-65  sickness  commencing  between  63rd  birthday  and  70th  birthday 
shall  be  payable  for  a  maximum  of  two  years. 

This  is  the  ONLY  program  of  Disability  Insurance  sponsored  and  approved 
by  the  North  Carolina  Medical  Society  for  the  protection  of  its  members 
against  loss  of  professional  time  due  to  injurv  or  sickness.  (In  effect  since 
1939.) 

J.  L.  CRUMPTON.  State  Mgr. 

J.  SLADE  CRUMPTON.  Asst.  Mgr. 

Professional  Group  Disability  Division 

P.  O.  DRAWER  1767— DURHAM,  N.  C. 

JACK  FEATHERSTON 

CHARLOTTE.  N.  C. 

If  more  information  is  needed  or  help  desired  in  completing  your  enrollment,  please  call 
us  collect:  Area  Code  919—  Phone  682-5497 
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Plight  of  Our  Medical  Schools  in  North  Carolina 

David  Goe  Welton,  M.D. 


At  a  time  when  there  is  general  recogni- 
tion of  the  necessity  to  train  and  educate 
many  more  physicians  annually  in  North 
Carolina,  and  in  the  United  States  as  a 
whole ;  at  a  time  when  there  is  much  talk  of 
the  need  for  additional  (new)  medical 
schools ;  at  a  time  when  there  is  much  con- 
cern about  how  to  achieve  better  distribu- 
tion of  health  service  professionals,  it  comes 
as  a  shock  to  learn  that  our  own  two  pri- 
vately supported  schools  in  North  Carolina, 
the  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  University  and  the  Duke  Uni- 
versity School  of  Medicine,  are  in  severe 
financial  trouble.  It  is  also  shocking  to  learn 
that  our  state-supported  school  in  Chapel 
Hill,  the  University  of  North  Carolina  School 
of  Medicine,  is  not  receiving  funds  sufficient 
to  permit  a  significant  increase  in  the  total 
number  of  medical  students  being  trained 
each  year,  and  that  the  North  Carolina  Me- 
morial Hospital  is  not  fully  reimbursed  for 
the  cost  of  caring  for  its  indigent  patients. 
In  fact  none  of  the  teaching  hospitals  re- 
ceive full  cost  reimbursement  for  indigent 
patients.  This  is  startling  information,  is  it 
not? 

Medical  schools  and  teaching  hospitals  are 
the  bedrock  of  our  system  of  educating  and 
training  professional  providers  of  health 
care  services.  From  its  inception,  the  Medi- 
cal Society  of  the  State  of  North  Carolina 
has  accepted  responsibility  in  the  area  of 
medical  education,  and  has  supported  and 
participated  in  many  efforts  to  implement 
this  objective.  As  stated  in  the  Constitution, 
the  purpose  of  our  Society  is  "to  federate 
and  bring  into  one  compact  organization  the 
medical  profession  of  the  State  of  North 
Carolina  .  .  .  with  a  view  to  the  extension  of 
medical  knowledge,  and  the  advancement  of 
medical  science;  to  elevate  the  standards  of 
medical  education  and  medical  service.  .  .  .'n 

Deans  Discuss  Plight 
For  the  purpose  of  obtaining  full  informa- 


tion on  this  critical  situation,  the  officers  of 
your  Society  met  with  the  deans  of  the  three 
medical  schools  and  with  their  hospital-ad- 
ministrator associates  on  September  5,  1968. 
We  learned  that  their  financial  plight  is  a 
serious  emergency  which  calls  for  profound 
concern  on  the  part  of  every  physician,  every 
legislator  and  government  official — at  both 
local  and  state  levels — and  indeed  on  the  part 
of  every  citizen  of  the  State  of  North  Caro- 
lina. 

While  there  are  two  components  of  this 
problem,  the  medical  schools  themselves  and 
their  associated  teaching  hospitals,  the  fi- 
nancial health  of  one  is  inseparable  from, 
and  profoundly  affects  the  effectiveness  of, 
the  other.  Dr.  Meads  of  Bowman  Gray  said : 

"All  medical  schools  in  this  country  are  in 
serious  financial  difficulty  in  terms  of  try- 
ing to  meet  the  urgent  national  need  to  ex- 
pand their  capacity  for  training  health  man- 
power, to  implement  essential  revisions  in 
curriculum,  to  participate  more  extensively 
in  continuing  education,  and  to  assist  in  the 
solution  of  problems  relating  to  the  delivery 
of  medical  care  in  rural  and  urban  centers. 
Financial  problems  are  particularly  acute  in 
many  of  the  private  medical  schools,  which 
are  in  desperate  need  of  operating  funds 
just  to  survive  at  their  existing  level  .  .  . 
at  least  twelve  schools  are  in  danger  of  hav- 
ing to  close  unless  major  support  becomes 
available  promptly. 

There  are  three  major  causes  for  this  fi- 
nancial crisis : 

1.  The  long-standing  neglect  of  proper 
financing  for  medical  education.  Briefly  this 
has  resulted  from  overdependence  on  fed- 
erally funded  research  grants  which  are 
awarded  to  institutions  on  the  principle  of 
cost  sharing.  All  schools  have  utilized  these 
funds  as  partial  support  for  faculty  salaries. 
Direct  federal  aid  for  medical  education  has 
been  available  only  very  recently,  and  in 
amounts  which  are  very  small  in  comparison 
to  actual  needs. 
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2.  Sharp  increases  both  in  national  and 
academic  inflation  since  1965.  For  example, 
salaries  for  basic  science  faculty  have  been 
increased  approximately  8%  per  year  dur- 
ing the  past  five  years  in  order  to  maintain 
average  levels  at  the  fiftieth  percentile 
among  the  medical  schools  of  this  country. 

3.  Recent  Congressional  reductions  in  the 
federal  budget.  This  action  has  had  a  major 
impact  on  the  budget  of  the  National  Insti- 
tutes of  Health  and  has  resulted  in  the  phas- 
ing out  of  certain  grants  and  in  reductions 
in  the  budgets  of  all  continuing  awards.  At 
Bowman  Gray,  for  example,  several  research 
and  training  grants  that  include  $130,000  in 
faculty  salaries  will  be  terminated  next  July. 

"As  a  result  of  these  factors,"  said  Dr. 
Meads,  "Bowman  Gray  will  be  required  to 
raise  tuition  from  $1600  to  $1800  next  year, 
which  will  make  it  harder  to  attract  stu- 
dents from  North  Carolina.  (Actual  cost 
per  student  per  year  is  estimated  now  at 
$4300.)  Unless  major  additional  support  is 
available  by  next  July,  we  will  be  forced  to 
begin  the  liquidation  of  our  limited  endow- 
ment."2 

These  same  factors  are  having  a  similar 
impact  at  Duke  and  at  Chapel  Hill,  and  all 
across  the  country.  As  stated  recently  in 
Medical  World  News,3  "Medical  educators 
across  the  country  agree  that  at  least  20 
medical  schools  can  look  forward  to  stagna- 
tion of  their  programs  and,  in  some  cases, 
even  death." 

Let's  take  a  look  now  at  the  problems  of 
the  teaching  hospitals,  quoting  Dean  Anlyan 
of  Duke: 

"The  teaching  hospital  differs  from  the 
community  hospital  in  many  ways.  The 
teaching  hospital  serves  as  a  teaching  labora- 
tory for  the  production  of  health  workers. 
In  our  own  hospital  at  any  one  time  there 
are  approximately  1400  learners  (700  beds). 

"The  type  of  patient  that  must  be  served 
in  the  teaching  hospital  differs  from  that  in 
the  community  hospital.  The  normal  "filter- 
ing" process  is  such  that  the  patients  with 
the  more  complex  health  problems  tend  to 
be  forwarded  to  the  teaching  hospitals. 
Therefore,  one  finds  in  these  hospitals  rela- 
tively few  appendectomies  but  many  more 


situations  requiring  open-heart  surgery.  The 
complex  and  costly  situations  that  surround 
heart  and  kidney  transplantation  are  ex- 
amples of  the  impact  of  progress  upon  teach- 
ing hospitals.  With  each  research  break- 
through there  is  commonly  an  increase  in  the 
number  of  diagnostic  tests  performed  and 
an  increase  in  the  complexity  of  therapy. 
This  is  usually  reflected  in  an  increase  in 
the  operating  cost  of  the  teaching  hospital. 

"All  of  these  factors  that  contribute  to  in- 
creased costs  are  compounded  when  the  beds 
are  occupied  by  patients  who  are  medically 
indigent.  This  economic  problem  has  been 
met  in  the  past  by  spreading  the  total  costs 
among  those  with  the  ability  to  pay  which 
has  been  in  effect  an  "over  charge"  to  the 
private  patient.  This  has  made  possible  the 
development  of  top  quality  teaching  pro- 
grams in  many  of  our  Nation's  university 
medical  centers  and  has,  at  the  same  time, 
made  possible  the  financing  of  medical  care 
for  the  indigent.  This  has  resulted  in  signi- 
ficant portions  of  teaching  hospitals  being 
made  up  of  so-called  teaching  beds,  or  staff 
beds,  most  of  which  are  occupied  by  medi- 
cally indigent  patients.  (Duke  Hospital 
44%;  UNC  Memorial  60%;  N.  C.  Baptist 
40%,  Massachusetts  General  45%;  N.  Y. 
Hospital  50  %  ;  Presbyterian  in  New  York 
48%). 

"The  third-party  funding  mechanisms 
with  which  we  are  faced  are  such  that  the 
traditional  way  of  spreading  the  costs  will 
no  longer  be  possible.  In  the  future  there 
must  be  other  ways  to  cover  the  medical 
costs  of  the  indigent. 

"It  is  because  of  the  nature  of  this  prob- 
lem and  its  importance,  not  only  to  our  teach- 
ing hospitals,  but  to  our  communities  and 
our  entire  State  that  we  seek  your  advice  and 
help. 

"This  is  a  problem  of  society  which  can 
not  be  solved  by  funds  from  the  current  re- 
sources of  our  private  institutions."4 

All  of  our  teaching  hospitals  are  operat- 
ing at  deficits  which  are  increasing  at  an 
alarming  rate.  The  North  Carolina  Baptist 
Hospital,  Inc.,  Winston-Salem,  is  now  un- 
able to  accept  indigent  patients  for  elective 
admission  unless  payment  for  their  care  is 
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guaranteed  by  some  outside  agency.  Duke 
Hospital  authorities  anticipate  that  they 
may  have  to  take  similar  action  on  or  before 
July  1,  1969. 

This  matter  was  considered  by  your  Ex- 
ecutive Council  on  September  29,  1968.  The 
Council  authorized  your  officers  to  join  with 
representatives  of  our  three  medical  schools 
in  bringing  the  above  information  to  the  at- 
tention of  the  North  Carolina  Legislative  Re- 
search Commission.  This  was  done  on  Oc- 
tober 11,  1968,  at  a  hearing  before  members 
of  this  commission.  They  were  requested  by 
the  representatives  of  Duke,  Bowman  Gray, 
and  the  State  Medical  Society  to  give  favor- 
able consideration  to  providing  financial  as- 
sistance to  all  three  medical  schools  by 
means  of  a  per  student  per  year  subsidy, 
such  as  is  being  done  in  New  York,  Florida, 
Ohio,  and  Pennsylvania.  They  were  also 
asked  by  the  representatives  of  the  three 
schools  and  the  State  Medical  Society  to  give 
favorable  consideration  to  providing  finan- 
cial assistance  to  all  teaching  hospitals  in 
the  state  by  seeing  that  they  are  paid  their 
full  costs  for  the  care  of  indigent  patients. 
It  was  made  very  clear  at  the  outset  of  this 
hearing  that  all   parties   fully   agreed   that 


financial  assistance  as  suggested  above 
should  not  in  any  way  interfere  with  nor 
decrease  that  given  to  the  state-supported 
school  at  Chapel  Hill. 

This  is  the  story  in  brief.  Please  write  to 
the  deans  of  our  three  medical  schools  for 
additional,  more  detailed  data.  That  any  of 
our  three  schools  might  be  forced  to  close 
is  both  shocking  and  sobering,  but  it  is  pos- 
sible. Therefore,  you  are  respectfully  re- 
quested to  inform  yourself  more  fully,  if 
you  so  desire,  and  to  discuss  this  matter  per- 
sonally with  your  own  representatives  to  the 
next  General  Assembly,  who  will  have  been 
elected  by  the  time  you  read  this. 

And  one  more  thing,  please :  Get  out  your 
checkbooks  and  write  a  check  to  one,  two, 
or  all  three  of  our  excellent  medical  schools. 
If  we  expect  our  legislators  to  respond  prop- 
erly to  this  emergency,  we  must  set  a  good 
example. 
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Christmas  Seals  Aid  N.  C.  Researchers 


In  man's  attempt  to  alleviate  human  suffering  he  en- 
counters a  number  of  stumbling  blocks  which  he  did 
not  anticipate  but  which  must  be  overcome  before 
he  can  produce  the  desired  effect. 

The  North  Carolina  Tuberculosis  and  Respiratory 
Disease  Association  recognizes  the  value  of  these 
searches  and  while  insufficient  funds  will  not  permit 
it  to  supply  fully  the  needs  in  the  various  studies  it 
lends  its  support  and  encourages  the  investigators 
by  donating  to  as  many  as  its  budget  will  permit. 

At  the  present  time  Christmas  Seal  funds  are  giving 
aid  to  studies  being  conducted  at  the  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  N.  C:  the  Duke 
University  Medical  Center,  Durham,  N.  C;  the  Uni- 
versity of  North  Carolina  Medical  School,  Chapel  Hill, 
N.  C,  and  Wrightsville  Marine  Bio-Marine  Labora- 
tory, Wilmington,  N.  C. 

At  Bowman  Gray  the  search  goes  on  for  more  knowl- 
edge relating  to  immunity  in  tuberculosis.  Knowledge 
in  this  area  could  make  it  possible  to  stimulate  im- 
munity to  TB  in  a  direct  and  predictable  way. 


At  Duke  University  Medical  Center,  in  addition  to 
several  studies  being  suported,  a  grant  is  helping  es- 
tablish a  special  unit  to  provide  intensive,  high  quality 
care  for  patients  suffering  from  severe  lung  disease. 
The  facility  will  be  staffed  with  specially  trained  per- 
sonnel capable  of  bringing  the  best  competencies  of 
modern  medicine  to  the  patient  in  his  bed. 

The  School  of  Medicine  of  the  University  of  North 
Carolina  at  Chapel  Hill  is  the  recipient  of  a  grant  for 
a  post-graduate  training  course.  This  course  provides 
one  year  of  training  in  clinical  pulmonary  medicine  in- 
cluding tuberculosis.  This  is  in  addition  to  supporting 
a  study  on  Obstructve  Airway  Disease. 

The  search  goes  on  in  Wilmington  at  the  Wrights- 
ville Marine  Bio-Medical  Laboratory  where  an  investi- 
gation of  changes  in  pulmonary  circulation  in  altitude 
acclimatization  is  taking  place. 

Knowledge  gained  from  each  of  these  studies  is  ex- 
pected to  contribute  its  bit  to  the  overall  conquest  of 
man  against  disease.  And  like  the  jigsaw  puzzle  when 
each  part  is  put  in  its  proper  setting,  it  will  provide 
the  knowledge  needed  to  reach  the  desired  goals. 
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Bulletin  Board 

COMING  MEETINGS 

North  Carolina  State  Board  of  Medical  Examiners, 
written  examination  for  licensure— Raleigh,  December 
2-5. 

University  of  North  Carolina  School  of  Medicine  in 
Chapel  Hill,  Continuing  Education  Courses:  Disorders 
of   Blood   Coagulation  Mechanism,    December   12. 

Bowman  Gray  School  of  Medicine,  Oncology  Confer- 
ences: Cellular  Kinetics,  Capability  in  Improved  Ther- 
apy of  Neoplasms,  December  4;  The  Lump  in  the  Neck, 
Differential  Diagnosis  and  Management,  December  11; 
Selecting  Modern  Tools  in  Radiotherapy,  December  18. 

University  of  Virginia  School  of  Medicine,  Continuing 
Education  Program:  Fifth  Annual  Medical  Seminar- 
Hot  Springs,  Virginia,  January  30— February  1.  1969. 


New  Members  of  the  State  Society 

March-September,    1968 

John  Francis  Munroe,  M.D.,  I,  Baldwin  Woods,  S.  W., 

Whiteville  28472 
Herbert   Alva   Soper,   M.D.,   ObG,    Suite   718,    Forsyth 

Medical  Park,  Winston-Salem  27103 
Lewis  Everette  Jolly,  M.D.,   Route  1,  Box  659A,  Wil- 
mington  28401 
Luis  Ernesto  Donayre,  M.D.,  S,  232  Hawthorne  Road, 

Elkin  28621 
James  Gray  McAllister,  III,  M.D.,  P,  24  Second  Ave- 
nue, N.E.,  Hickory  28601 
Robert  Alan  Briggaman.  M.D.,  D.,  N.  C  Memorial  Hos- 
pital, Chapel  Hill  27514 
Robert  Leo  Ney,   M.D.,   I,   N.   C.   Memorial   Hospital, 

Chapel  Hill  27514 
John  Curtis  Parker,  M.D.,  I,  N.  C.  Memorial  Hospital, 

Chapel  Hill  27514 
Frank  Gavin  Wilson,  M.D.,  ObG,  419  Second  Avenue, 

N.W.,  Hickory  28601 
John  Paul  Gusdon,  Jr.,  M.D.,  3240  Nottingham  Road, 

Winston-Salem  27104 
Richard  Wesley  Adams,  M.D..  Or,  2360  Queen  Street, 

Winston-Salem  27103 
Henry    Catlett    Turner,    M.D.,    416    Lockland    Avenue, 

Winston-Salem  27103  <Anes> 
Charles    Albert  Rankin.    Jr.,    M.D.,    ObG.    2    Doctors 

Park,  Asheville  28801 
Otis  Bentley  Michael.  M.D.,  I,  Suite  314,  Doctors  Bldg., 

Asheville  28801 
Edmund   Joseph  LeBauer,   M.D.,   I,    1007  Professional 

Village,  Greensboro  27401 
Cecil  Robert  Burkhart,  M.D.,   Path.   1710  South  Park 

Drive,  Reidsville  27320 
Luis  Felipe  Mahiquez,  M.D.,  GP,  708  W.  Parrish  Street, 

Benson  27504 
McKenzie  Parker  Moore,  Jr.,  M.D.,  Path.  1540  Garden 

Terrace,  Charlotte  28203 
Ricardo    Gregorio  Horta.    M.D.,    GP.    102    S.    Raiford 

Street.  Selma  27576 


Walter   Tuck    Parkerson,    M.D.,    Oph.    225    Hawthorne 

Lane,  Charlotte  28204 
Calton  Douglas  Groover,  M.D.,  Path,  325  Sardis  View 

Lane,  Matthews  28105 
Mario    Manuel    Seiglie,    M.D.,    GP,    P.    O.    Box    872, 

Andrews  28901 
William   Richard  Toler.   M.D..   GP.   4128-A  Providence 

Road.  Charlotte  28211 
Louis  A.  Walker,  M.D..  Route  4.  Box  460.  Wilmington 

28401 
Emmett  James  Walsh.  Jr.,  M.D.,  U,  1713  West  Sixth 

Street,  Greenville  27834 
William    Wayland   Hoffler,    M.D.,    GP.    314   Culpepper 

Street,  Elizabeth  City  27909 
James  William  Wotring,  M.D..  ObG,  N.  Center  Street, 

Hickory  28601 
Steven  Merle  White,  M.D..  Oph.  414  Washington  Street, 

Greenville  27834 
J.  Sterling  Hutcheson.  M.D.,  A,   1350  S.  Kings  Drive, 

Charlotte  28207 
John    A.    Kremski.    M.D.,    Rowan    Memorial  Hospital, 

Salisbury  28144    '  Path  i 
John  Talbert  King,  M.D.,  Pd.  4723  Brookhaven  Drive, 

Raleigh  27608 
Henry  Skeen  Ritchie.  M.D.,  P.  813  E.  Graham  Street, 

Ext.,  Shelby  28150 
Neil   Bender,   M.D.,   I,   400   Randolph  Street,   Thomas- 

ville  27360 
Harry  W.  Hollingsworth.  M.D.,  I.  309  Trail  2,  Burling- 
ton 27215 
John  Robert  McTammany,  M.D.,  GP.  Hundley  Circle, 

Conway  27820 
James  Allen  Sanders,   M.D..   Or.   324  North  Highland 

Street,  Gastonia  28052 
John   Arthur   Paar,    M.D.,    I.    1300   St.   Mary's   Street, 

Raleigh  27605 
John  McNeely  DuBose.  M.D..  S,  P.  O.  Box  1208,  Kins- 
ton  28501 
Lynn  Fort,  III,  M.D.,  S,  Suite  806,  Doctors  Building, 

Charlotte  28207 
Richard  Walter  Robinson.  M.D.,  S,  1600  Fountain  View, 

Charlotte  28203 
Carl  Robert  Ruppenthal.  Jr..  M.D..  I,  1350  Kings  Drive, 

Charlotte  28207 
Olson   Huff,   M.D.,   Pd,    1505   Elizabeth   Avenue.   Char- 
lotte 28204 
John  C.   Council,  Jr.,  M.D.,   Pd,   225  Hawthorn  Lane, 

Charlotte  28204 
Jesse  Clarence  Craven,  M.D.,  I,  211  Hawthorne  Lane, 

Charlotte  28204 
William  R.  Story,  M.D..  U,  1012  Kings  Drive,  Charlotte 

28207 
Hobart    Rowe   Wood,    M.D.,    Path,    1012   Kings   Drive, 

Charlotte  28207 
Clay  Franklin  Church,  M.D.,   GP,   12  S.   Lord  Ashley 

Road,  Raleigh  27610 
Jefferson  Bivens  Helms,  Jr.,  M.D..  I,  Forsyth  Medical 

Park.  Winston-Salem  27103 
Orlando  Phil  Miller,  M.D.,  Or,  600  Wade  Avenue,  Ra- 
leigh 27605 
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Dennis  R.  Howard,  M.D.,  GP,  5502  Beaumont,  Durham 
27707 

Franklin  G.  Dill,  M.D.,  615  College  Street.  Jackson- 
ville 28540 

Allen  Barry  Campbell,  M.D.,  ObG,  304  Doctors  Build- 
ing, Asheville  28801 

William  A.  Runkle,  M.D.,  R,  Cannon  Memorial  Hospi- 
tal, Banner  Elk  28604 

James  C.  Gaither,  M.D..  I,  Route  2,  Box  77A,  Conover 
28613 

Donald  G.  Joyce.  M.D.,  Or,  241  Poindexter  Drive, 
Charlotte  28209 

Kenny  Jordan  Morris.  M.D..  R,  3838  Halifax  Road, 
Wilmington  28401 

Schales  Lukie  Atkinson,  M.D..  ObG,  1303  Dove  Street, 
Monroe  28110 

Preston  H.  Gada,  M.D.,  S,  1300  St.  Mary's  Street, 
Raleigh  27605 

Larry  A.  Tyree,  M.D.,  GP,  629  Peartree  Lane,  Ra- 
leigh 27610 

James  Hamilton  Baird,  M.D..  ObG.  1616  Memorial 
Drive,  Burlington  27215 

John  Thomas  Foster,  M.D.,  Oph,  24  Second  Avenue, 
N.E.,   Hickory  28601 

Cecil  Lee  Gilliatt.  Jr.,  M.D.,  Pd,  804  E.  Marion  Street, 
Shelby  28150 

John  Andrew  Gehweiler,  M.D.,  R.  3551  Hamstead  Court, 
Durham  27707 

Robert  Holden  Wilkinson,  Jr.,  M.D.,  R.  Box  3223,  Duke 
Medical  Center,  Durham  27706 

Joseph  Malin,  Jr.,  M.D..  U,  1000  Ruby  Street.  Apt.  31, 
Durham  27704 

Yancey  Goelet  Culton.  M.D..  ObG.  1012  Monmouth 
Avenue  Durham  27701 

Robert  Whalen.  M.D..  I,  Duke  Univ.  Med.  Center, 
Durham  27706 

Gerald  Wallace  Fernald,  M.D.,  Pd,  N.  C.  Memorial 
Hospital,  Chapel  Hill  27514 

Peter  Hutchin,  M.D.,  S,  Route  4,  Bolin  Brook  Farm. 
Chapel  Hill  27514 

Julian  H.  Capps,  III,  M.D.,  R.  Dept.  Rad.,  N.  C. 
Memorial  Hospital,  Chapel  Hill,  N.  C.  27514 

William  Bardley  Radcliffe.  M.D..  R.  Dept.  Rad.,  Me- 
morial Hospital,  Chapel  Hill,  N.  C.  27514 

Lloyd  Jerrell  Story,  M.D.,  I,  3251  Polo  Road,  Winston- 
Salem  27106 

Ellison  Francis  Edwards,  M.D.,  Otol,  225  Hawthorne 
Lane.  Charlotte  28204 

Edgar  Smith  Douglas,  Jr.,  M.D.,  ObG,  107  Alexander 
Circle,  Greenville  27834 

Thomas  Robert  Glasco.  M.D..  GP,  135  W.  Swannanoa 
Avenue.  Liberty  27298 

William  Philip  Offenbacher.  M.D.,  ObG.  664  Knollwood 
Drive,  Mount  Airy  27030 

Elmo  Stephen  Edwards.  M.D..  Pd,  2019  Clark  Avenue, 
Raleigh  27605 

William  Richard  Burke,  Jr..  M.D.,  P.  Route  7,  Johns- 
dale  Road.  Raleigh  27609 


News  Notes  from  the 
Duke  University  Medical  Center 

A  native  North  Carolinian  and  a  graduate  of  the 
University  of  North  Carolina  School  of  Pharmacy,  Dr. 
Stuart  Sessoms  has  returned  to  the  state  after  being 
away  more  than  two  decades,  to  become  director  of 
Duke  Hospital,  one  of  the  University's  most  demand- 
ing positions. 

Dr.  Sessoms  finished  work  for  his  B.S.  in  pharmacy 
degree  at  UNC  on  March  14,  1943.  Two  weeks  later 
he  began  studying  medicine  at  the  Medical  College  of 
Virginia,  where  he  received  his  degree  on  March  22, 
1946. 

Internship  and  residency  took  him  to  the  U.  S.  Marine 
Hospital,  now  the  U.  S.  Public  Health  Service  Hospital, 
in  Baltimore.  He  studied  and  worked  at  Johns  Hospital 
there  and  at  Memorial  Center  for  Cancer  and  Allied 
Diseases  in  New  York  before  moving  to  Bethesda 
Maryland  and  becoming  associated  with  the  National 
Institutes  of  Health  in  1953. 

Dr.  Sessoms  worked  in  numerous  research  and 
administrative  capacities  at  NIH.  One  of  his  major 
areas  of  responsibility  was  his  work  as  assistant 
director  of  the  NIH  Clinical  Center,  which  led  to  his 
recognition  with  a  Distinguished  Service  Award  from 
the  U.  S.  Junior  Chamber  of  Commerce.  Other  awards 
included  a  Meritorious  Award,  from  the  Public  Health 
Service,  for  his  work  as  director  of  the  Cancer  Chemo- 
therapy National  Service  Center   (1958-1962). 

In  1966  the  Public  Health  Service  commended  him 
again  for  his  work  in  helping  draft  legislation  and 
in  the  initial  organization  and  operation  of  what  is 
now  the  Regional  Medical  Programs.  By  that  time  he 
was  deputy  director  of  NIH. 

Besides  being  director  of  Duke  Hospital.  Dr.  Sessoms 
is  professor  of  medicine  and  associate  dean  for  clinical 
sciences  in  the  School  of  Medicine. 

Coordination  of  patient  care,  research,  and  educa- 
tion in  the  hospital  will  be  part  of  his  responsibility, 
and  he  said  that  "development  of  new  approaches  for 
more  efficient  methods  of  delivering  health  services, 
while  maintaining  Duke's  high  quality  of  medicare," 
would  be  his  primary  goal. 

*    *    * 

Dr.  Morton  D.  Bogdonoff.  a  professor  of  medicine 
and  assistant  dean  for  graduate  medical  education  at 
Duke,  addressed  the  Second  National  Congress  on 
Medical  Ethics  in  Chicago  on  Oct.  5.  He  discussed  the 
possibility  of  a  reassessment  of  traditional  medical 
ethics  to  fit  the  mold  of  tomorrow's  practice. 

Among  the  questions  raised  by  Dr.  Bogdonoff  was 
"how  to  successfully  execute  the  ethical  standards 
we  know  well  at  a  time  when  we  will  be  practicing 
in  new  and  totally  unfamiliar  patterns."  because  "the 
structure  and  function  of  medical  practice  of  the  fu- 
ture will  be  considerably  different  from  the  practice 
of  today." 

"The  morally  right,  or  ethical,  position  for  physi- 
cians in  these  activities  is  as  yet  uncharted."  he  said. 
"How  successfully  the  profession  deals  with  these  issues 
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will  in  large  measure  determine  the  stature  and  range 
of  the  profession's  mandate  in  the  decades  to  come." 

*  *    * 

Charles  H.  Frenzel,  administrative  director  of  the 
Duke  University  Medical  Center,  was  advanced  to 
Fellowship  status  in  the  American  College  of  Hos- 
pital Administrators  during  a  convocation  ceremony 
held  recently  in  Atlantic  City. 

Fellowship  is  the  highest  status  obtainable  in  the 
ACHA,  which  draws  its  membership  of  7,000  from 
leading  hospital  and  health  care  personnel  in  the 
United  States  and  Canada. 

Before  coming  to  Duke  Hospital  as  an  assistant 
superintendent  in  1956,  Frenzel  held  administrative 
positions  at  City  Memorial  Hospital  in  Winston-Salem 
and  Bedford  (Va.)  County  Memorial  Hospital.  He  was 
director  of  the  North  Carolina  Hospital  Study  Com- 
mittee of  the  Commission  on  Financing  Hospital  Care, 
and  directed  a  study  on  indigent  care  sponsored  by 
the  South  Carolina  Hospital  Association  and  the  South 
Carolina  Medical  Association. 

Frenzel  became  superintendent  of  Duke  Hospital  in 
1958  and  was  promoted  to  administrative  director  of 
the  Duke  Medical  Center  in  1964.  Last  year  he  was 
given  broader-based  administrative  responsibilities 
for  the  entire  medical  complex  and  was  named  direc- 
tor of  the  Graduate  Program  in  Hospital  Administra- 
tion at  Duke. 

*  *    * 

Thirteen  of  the  86  freshman  medical  students  at 
Duke  University  are  combining  their  medical  training 
with  basic  science  graduate  courses  to  obtain  both  an 
M.D.  and  a  Ph.D.  degree. 

Twelve  entered  the  Medical  Scientist  Training  Pro- 
gram, while  the  other  has  begun  work  in  Duke's  Medi- 
cal Historian  Training  Program. 

A  graduate  education  in  the  medical  sceinces  with 
a  background  in  clinical  work  is  the  basis  for  the  new 
medical  scientist  curriculum.  The  course  work  leads 
to  an  M.D.  degree  and  a  Ph.D.  degree  in  basic  science 
in  six  to  seven  years. 

The  Medical  Historian  Training  Program  allows  stu- 
dents to  combine  an  M.D.  degree  with  a  Ph.D.  in 
history.  It  attempts  to  alleviate  the  shortage  of  teach- 
ers and  research  workers  in  the  field  of  medical 
history. 

The  Medical  Scientists  Training  Program  began  in 
1966  while  the  Medical  Historian  Program  is  in  its 
second  year  of  operation.  To  date,  in  addition  to  the 
12  freshmen,  21  other  medical  students  participate  in 
the  M.D. -Ph.D.  scientist  program,  while  one  sopho- 
more and  the  one  freshman  take  part  in  the  medical 
historian  curriculum. 


sanitarian  supervisor  with  the  Halifax  County  health 
department  and  a  12-year  veteran  of  public  health 
work   in   North   Carolina. 

Shepard  will  be  responsible  for  seeing  that  private 
ambulance  services,  rescue  squads,  funeral  homes, 
municipalities,  and  counties  provide  ambulance  ve- 
hicles and  attendants  that  meet  standards  put  into 
effect  earlier  this  year. 

The  State  Board  of  Health,  under  statutes  enacted 
by  the  1967  General  Assembly,  has  adopted  regula- 
tions that  set  standards  for  cleanliness  and  repair  of 
ambulance  vehicles,  for  minimum  equipment  that 
must  be  aboard,  and  for  certification  of  qualified  at- 
tendants. 


N.  C.  State  Board  of  Health 

The  State  Board  of  Health  has  named  a  new  co- 
ordinator of  emergency  medical  services  to  adminis- 
ter programs  setting  standards  for  ambulances  and 
ambulance  attendants. 

He  is  Benjamin  S.  Shepard.  Jr.   of  Halifax,  former 


News  Notes  from  the 

University  of  North  Carolina 

School  of  Medicine 

Dr.  Gordon  T.  Stewart  has  been  named  to  the 
Watkins  Chair  of  Epidemiology  at  the  Tulane  Univer- 
sity School  of  Public  Health  and  Tropical  Medicine  and 
professor  of  medicine  in  the  Tulane  School  of  Medi- 
cine. 

He  comes  to  Tulane  from  the  University  of  North 
Carolina  School  of  Medicine  and  School  of  Public 
Health,  where  he  was  professor  of  epidemiology  and 
ra'hology  for  four  years. 

*  *    * 

Dr.  J.  F.  Hulka,  associate  director  of  the  Carolina 
Population  Center  here,  thinks  it  is  a  good  thing  if 
North  Carolina  is  forced  to  stop  its  controversial  prac- 
tice of  requiring  welfare  recipients  to  take  birth 
control  instructions. 

"My  position  is  not  a  legal  one,"  the  UNC  doctor 
said.  "It  is  an  ethical  one.  We  are  asking  licensed 
physicians  to  sign  a  statement  that  service  has  been 
rendered  to  a  patient  as  a  prerequisite  to  the  receipt 
of  funds.  As  a  physician,   I  consider  this  unethical." 

Dr.  Hulka  was  asked  for  his  comments  after  an 
Associated  Press  news  story  stated  that  North  Caro- 
lina would  have  to  stop  its  practice  of  requiring  wel- 
fare recipients  to  take  birth  control  instructions.  The 
directive  came  from  the  U.  S.  Department  of  Health, 
Education  and  Welfare. 

Dr.  Hula's  specialty  at  the  University  is  obstetrics 
and  gynecology  and  maternal  and  child  care. 

*  *    * 

Preliminary  tests  of  a  lead-lined  girdle  designed 
as  protection  for  female  x-ray  technicians  indicate 
that  the  garment  reduces  the  radiation  dose  to  the 
reproductive  organs  by  50  to  90  per  cent,  depending  on 
the  energy  of  the  x-rays. 

A  study  of  the  novel  protection  garment  was  con- 
ducted by  Dr.  Donald  G.  Willhoit.  a  radiation  physicist 
on  the  faculty  of  the  University  of  North  Carolina 
School  of  Public  Health,  and  Major  Roy  H.  Smith  of  the 
U.  S.  Army  Medical  Service  Corps,  a  graduate  stu- 
dent in  radiological  health  here. 

Dr.   Willhoit  pointed  out  that  the  risk  of  injury  or 
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the  probability  of  genetic  damage  from  medical  x- 
rays  "is  quite  small  to  begin  with,  but  this  risk  may 
be  reduced  even  further  by  the  use  of  the  lead- 
lined  girdle." 

He  said  that  since  the  price  of  the  protective  girdle 
is  competitive  with  regular  girdles,  "it  appears  to 
be  a  useful  addition  to  the  protective  apparel  for 
x-ray  technicians." 

»    *    * 

"Every  human  being  .  .  .  has  a  right  to  determine 
what  shall  be  done  with  his  own  body  .  .  .,"  a  great 
twentieth  century  jurist,  Judge  Benjamin  N.  Cardozo 
said  in  1914. 

But  a  recent  SATURDAY  REVIEW  article  by  a 
University  of  North  Carolina  law  professor,  Dan  B. 
Dobbs.  reveals  this  is  not  always  true. 

"Not  only  in  cases  of  experimentation,  but  in  cases 
of  routine  medical  practice,  the  patient  stands  to  lose 
substantial  rights  because  the  courts  have  abdicated 
more  and  more  to  the  medical  man,  and  the  law  does 
not  seem  very  interested  in  stopping  it,"  Dobbs  said. 
"Doctors  can  tell  the  patients  just  what  the  doctors 
think  is  worth  the  bother  and  no  more." 

*  *    * 

Orthopedic  therapy  specialists  from  the  United 
States.  Puerto  Rico,  and  Canada  were  among  the  50 
participants  in  a  five-day  course  in  hand  rehabilita- 
tion at  the  University  of  North  Carolina's  unique  Hand 
Rehabilitation  Center,  held  earlier  this  fall. 

The  course,  in  its  second  consecutive  year  at  the 
University,  was  the  first  of  its  kind  in  the  United 
States  to  be  offered  exclusively  on  hand  rehabilitation. 

*  *    * 

Cystic  fibrosis,  the  use  of  antibiotics,  and  the  man- 
agement of  depression  and  anxiety  were  among  the 
topics  for  a  series  of  six  weekly  meetings  held  in 
the  Morganton  and  Asheville  areas  of  North  Carolina. 

The  meetings  constituted  a  postgraduate  course  in 
medicine  under  the  sponsorship  of  the  University  of 
North  Carolina  School  of  Medicine  and  the  Burke  and 
Buncombe  County  medical  societies. 

*  *    * 

Theme  for  the  second  annual  Hospital  Pharmacy 
Seminar  held  here  in  September  was  "Expanding 
Pharmacy  Services." 

The  seminar  was  sponsored  by  the  University  of 
North  Carolina  School  of  Pharmacy  in  cooperation 
with  the  N.  C.  Society  of  Hospital  Pharmacists. 

*  *    * 

Dr.  Richard  Page  Hudson.  Jr..  a  native  of  Richmond, 
Va..  has  begun  a  double-duty  job  as  North  Carolina's- 
first  medical  examiner  and  as  an  associate  professor 
of  pathology  in  the  University  of  North  Carolina 
School  of  Medicine. 

Headquarters  of  the  State  Medical  Examiner  is  now 
established  in  Chapel  Hill,  close  by  the  University's 
Medical  School.  The  Medical  Examiner  system  will 
be  administered  by  the  State  Board  of  Health  in  co- 
operation with  the  Department  of  Pathology  here. 


Three  major  health  projects  have  been  adopted  by 
the  N.   C.  Medical  Auxiliary  for  the  coming  year. 

The  projects  will  cover  the  three  general  areas 
of  Health  Careers,  Mental  Health,  and  Safety  Disaster 
Preparedness. 

This  action  was  taken  at  their  annual  Fall  Workshop 
which  just  concluded  on  the  University  of  North  Caro- 
lina campus  here.  Over  130  officers  and  committee 
chairman  from  the  56  county  auxiliaries  were  present 
to  hear  project  plans  at  the  one-day  session.  Mrs. 
John  McCain  of  Wilson,  president  of  the  state  Auxi- 
liary, led  the  meetings. 

*  *    * 

The  general  director  of  Beth  Israel  Medical  Center 
in  New  York  City  has  accepted  an  appointment  as  the 
first  director  of  the  new  Health  Services  Research  Cen- 
ter at  the  University  of  North  Carolina  here. 

He  is  Cecil  G.  Sheps,  M.D..  55-year  old  medical  care 
and  hospital  administrator,  researcher,  teacher,  and 
planner. 

In  addition  to  his  duties  at  Beth  Israel  Medical 
Center,  he  has'  been  professor  of  community  medicine 
at  Mount  Sinai  Medical  School  in  New  York  City 
since  1965. 

The  Health  Services  Research  Center  which  Dr. 
Sheps  will  direct  beginning  Jan.  1  was  officially  es- 
tablished this  summer  with  a  $2.5  million,  five  year 
federal  grant. 

UNC  is  one  of  two  universities  in  the  U.  S.  selected 
for  major  research  into  the  delivery  of  health  services. 
The  chief  focus  of  the  new  Center  will  be  on  improv- 
ing existing  practices  and  on  experimenting  with  new 
ideas  for  delivering  health  services  to  people  in  their 
own  communities. 

Dr.  Sheps  is  chairman  of  the  American  Public  Health 
Association's  Program  Area  Committee  on  Medical 
Care  Administration  and  is  a  former  chairman  of 
the  Health  Services  Research  Study  Section  of  the 
National  Institutes  of  Health. 

He  was  a  consultant  for  three  years  to  the  commis- 
sioner of  welfare  administration  in  the  U.  S.  Depart- 
ment of  Health,   Education,   and  Welfare. 

Dr.  Sheps  is  married  to  Mindel  C.  Sheps,  M.D.,  a 
biostalistician  with  special  interests  in  population 
dymanics.,  statistical  methods  and  designs  for  clinical 
and    laboratory    medical    investigations,    epidemiology, 

biological  assays,  and  clinical  trials. 

*  *    * 

More  than  20  mental  health  officials  from  the  South- 
eastern states  attended  the  second  "Mental  Health 
Centers  Planning  and  Operations"  course  held  here 
in  September. 

The  course  was  a  joint  project  of  the  Community 
Psychiatry  Division  of  the  Department  of  Psychiatry. 
University  of  North  Carolina  School  of  Medicine,  and 
the  North  Carolina  Department  of  Mental  Health.  It 
was    financed    by    the    National    Institute    of    Mental 

Health. 

*  *    * 

David  L.  Raney.  a  1963  graduate  of  the  University 
of  North  Carolina  and  two-time  winner  of  the  Bronze 
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Star  in  Vietnam,  has  been  appointed  director  of  Medi- 
cal Television  in  the  Department  of  Preventive  Medi- 
cine here. 

The  appointment  to  the  new  position  was  made  by  the 
UNC  School  of  Medicine  in  conjunction  with  its  ex- 
pansion of  the  continuing  education  programs  for 
practicing   physicians. 

Raney's  duties  will  include  planning  and  producing 
open-circuit  educational  TV  material  for  doctors  and 
the  public.  A  series  of  34  programs  are  planned  for 
1968-1969  to  originiate  from  WUNC-TV,  Chapel  Hill. 
In  addition.  Raney  will  oversee  expanded  use  of 
intramural     closed-circuit     television     throughout     the 

Medical  School. 

*  *    * 

The  Chairman  of  the  University  of  North  Carolina 
Physics  Department  delivered  a  paper  before  an 
international  physics  conference  in  Rome,  Italy  during 
'he  week  of  Sept.  23-27. 

Dr.  J.  H.  Crawford's  paper  was  entitled  "Aggrega- 
tion of  Divalent  Cation-Cation  Vacancy  Complexes  in 
Alkali    Halides."   He    spoke    before    the    International 

Color  Center  Conference  in  Rome. 

*  *    « 

News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  University 

Two  faculty  members  of  the  Bowman  Gray  School 
of  Medicine  recently  participated  in  an  international 
conference  on  cerebrovascular  diseases.  Dr.  James 
F.  Toole,  professor  and  chairman  of  the  Department  of 
Neurology,  and  Dr.  John  Moossy,  professor  of  path- 
olgy,  were  among  three  physicians  representing  the 
United  States  at  the  meeting  held  in  Moscow. 

The  purpose  of  the  meeting,  sponsored  by  the  World 
Health  Organization,  was  to  establish  a  protocol  for 
advancing  a  world-wide  study  of  cerebrovascular  dis- 
ease. Physicians  and  scientists  from  several  nations 
participated. 

*  *    * 

Dr.  Harold  0.  Goodman,  professor  of  medical  gene- 
tics, has  begun  ten  months  of  special  study  at  the 
Galton  Laboratory  of  University  College  Medical 
School,  University  of  London,  England.  His  principal 
work  will  be  in  the  areas  of  enzymology  and  biochem- 
ical regultory  mechanisms  at  the  genetic  level. 

Dr.  Goodman  plans  to  apply  the  knowledge  gained 
through  these  studies  to  his  research  on  mongolism, 
which  he  has  conducted  at  the  Bowman  Gray  School 
of  Medicine  during  the  past  five  years. 

While  in  London,  Dr.  Goodman  will  be  engaged  in 
collaborative  studies  with  Prof.  Harry  Harris,  Galton 
Professor,  who  is  noted  for  his  work  in  the  areas  of 
biochemistry  and  genetics. 

*  *    * 

Dr.  Mariano  La  Via  has  been  appointed  to  the  faculty 
of  the  Bowman  Gray  School  of  Medicine  as  professor 
of  pathology. 

Others  who  received  recent  faculty  appointments 
were  Dr.  Clay  A.  Haney,  assistant  professor  of  sociology 


i  pediatrics  I ,  and  Dr.  Francis  M.  James,  assistant  pro- 
fessor of  anesthesiology. 

Dr.  La  Via,  an  immunologist,  was  associate  profes- 
sor of  pathology  at  the  University  of  Colorado  School 
of  Medicine.  He  formerly  held  a  faculty  post  at  the 
University  of  Chicago. 

A  native  of  Rome,  Italy,  Dr.  La  Via  attended  the 
University  of  Rome  and  received  the  M.D.  degree  from 
the  University  of  Messina.  The  recipient  of  a  Research 
Career  Development  Award,  he  has  conducted  research 
at  the  University  of  Turin  and  at  the  International 
Laboratory  of  Genetics  and   Biophysics  in  Naples. 

Dr.  Haney,  former  assistant  professor  of  sociology  at 
Florida  State  University,  has  joined  the  staff  of  the 
medical  school's  Behavioral  Sciences  Center  and  will 
participate  in  a  study  of  family  planning  among  low- 
income  groups.  He  holds  the  B.S.  degree  from  Jack- 
sonville University  and  the  M.S.  and  Ph.D.  degrees 
from  Florida  State  University. 

Dr.  James  has  served  for  the  past  two  years  as 
instructor  in  anesthesiology  at  the  University  of  Pen- 
nsylvania School  of  Medicine.  A  graduate  of  Swarth- 
more  College,  he  holds  the  M.D.  degree  from  Hahn- 
neman  Medical  College,  where  he  was  elected  to  Alpha 
Omega  Alpha. 

*  *    * 

Appointed  recently  to  the  medical  school's  clinical 
faculty  were  Dr.  Joseph  G.  Gordon,  assistant  professor 
of  clinical  radiology;  Dr.  Louis  Gottlieb,  instructor  in 
clinical  ophthalmology;  Dr.  A.  Theodore  Hill,  instruc- 
tor in  clinical  medicine;  Dr.  Blucher  Taylor,  instruc- 
tor   in    clinical    obstetrics    and    gynecology;    and    Dr. 

Richard  Spencer,  assistant  in  clinical  psychiatry. 

*  *    * 

Dr.  I.  Meschan,  professor  and  chairman  of  the 
Department  of  Radiology,  was  a  visiting  lecturer  Sept. 
27  at  Royal  Melbourne  Hospital,  Melbourne,  Australia. 
He  spoke  on  "Correlated  Pathology  and  Radiology  of 
Diarthrodial  Joint  Diseases."  Earlier  in  the  month  he 
presented  two  lectures  at  the  University  of  Tel  Aviv, 
Israel.  His  topics  were  "Roentgen  Signs  in  Cerebral 
Angiography"  and  "Correlated  Pathology  and  Radi- 
ology of  Collagen  Diseases." 

*  *    * 

Dr.  J.  Stanton  King  Jr.,  research  associate  professor 
of  urology  at  the  Bowman  Gray  School  of  Medicine,  has 
begun  eight  months  of  special  editorial  training  at 
Rockefeller  University. 

He  is  one  of  four  scientists  in  the  United  States  who 
were  selected  to  take  the  course  which  is  designed  to 
train  executive  editors  for  scientific  journals.  The 
training  is  directed  by  Dr.  F.  Peter  Woodford,  execu- 
tive editor  of  the  Journal  of  Lipid  Research  and  chair- 
man-elect of  the  Council  of  Biology  Editors. 

During  the  training  period,  Dr.  King  will  work  with 
material  supplied  by  the  editors  of  seven  scientific 
journals,    all   of   which   are   published    at    Rockefeller 

University. 

*  *    * 

Dr.  David  R.  Mace,  professor  of  family  sociology 
at  the  Bowman  Gray  School  of  Medicine,  in  October 


Homecoming 

is  great... 
if  they  have 
Blue  Shield 
for  doctor  bills 


Blue  Shield  often  makes  the  difference  be- 
tween a  harried  homecoming  and  a  happy 
one.  When  your  patients  have  Blue  Shield, 
they  have  the  best  in  medical  care  protec- 
tion. Last  year,  Blue  Shield  paid  nearly 
$1.4  billion  in  doctor  bills  on  behalf  of  its 
53  million  members. 

Today,  nearly  30  years  after  doctors  like 
you  originated  the  concept  of  the  prepay- 
ment of  medical  bills,  this  unique  plan  re- 
mains the  favorite  of  employees  and  em- 
ployers alike. 
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for  doctor  bills 


North  Carolina   Blue  Cross  and   Blue  Shield,  Inc. 
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delivered  the  principal  address  at  the  annual  na- 
tional meeting  of  the  Religious  Society  of  Friends  in 
Baltimore,  Md. 

He  presented  the  1968  Rufus  Jones  Lecture,  estab- 
lished ten  years  ago  in  memory  of  "the  greatest 
Quaker  philosopher  and  leader  of  our  time." 

Dr.  Mace,  who  spoke  on  "Marriage  as  a  Vocation," 
was  selected  to  present  the  lecture  because  of  his 
international  prominence  as  an  authority  on  marriage 
and  family  life. 

*  *    * 

Dr.  Modesto  Scharyj,  assistant  professor  of  path- 
ology, recently  presented  two  lectures  in  Barquisimeto, 
Venezuela.  Speaking  to  the  faculty  of  the  University  of 
the  Central  Occidental  Region,  he  discussed  "Mor- 
phology of  Glomeruler  Lesions  in  Nephrotic  Syndrome" 
and  "New  Educational  Trends  in  North  American  Medi- 
cal Schools." 

*  *    * 

Dr.  Clarke  E.  Vincent,  professor  of  sociology  and 
director  of  the  Behavioral  Sciences  Center,  lectured 
on  "Communication  with  Patients  with  Sexual  Prob- 
lems" Sept.  27  at  the  New  Jersey  College  of  Medicine 
and  Dentistry. 

*  *    * 

Two  of  the  world's  most  prominent  heart  transplant 
surgeons  spoke  recently  in  Winston-Salem. 

Dr.  Denton  A.  Cooley,  the  world's  most  experienced 
heart  surgeon,  spoke  Sept.  27  at  the  annual  Winston- 
Salem  Heart  Symposium.  On  the  following  day,  Dr. 
Alfonso  Topete,  a  Mexican  surgeon  who  has  trans- 
planted more  than  200  hearts  in  experimental  animals, 
arrived  to  serve  a  week  as  visiting  professor  of  surgery 
at  the  Bowman  Gray  School  of  Medicine. 

Other  speakers  for  the  Winston-Salem  Heart  Sym- 
posium were  Dr.  Charles  K.  Frieberg,  professor  of 
medicine  at  Mount  Sinai  School  of  Medicine  and  author 
of  the  noted  cardiology  textbook,  "Diseases  of  the 
Heart;"  Dr.  Charles  A.  Hufnagel,  professor  of  sur- 
gery at  Georgetown  University  School  of  Medicine,  who 
is  prominent  for  his  development  of  artificial  heart 
valves;  and  Dr.  J.  Willis  Hurst,  professor  and  chair- 
man of  the  Department  of  Medicine  at  Emory  Univer- 
sity School  of  Medicine,  who  is  author  of  the  text- 
book,  "The  Heart." 


American  Hospital  Association 

What  the  hospital  worker  must  know  to  prevent  and 
control  infection  within  his  institution  is  provided  in  a 
comprehensive  handbook  just  published  by  the  Ameri- 
can Hospital  Association. 

Entitled  Infection  Control  in  the  Hospital,  the  140- 
page  publication  is  intended  to  be  a  handy  reference 
from  which  the  hospital  worker  on  the  job  can  readily 
obtain  the  information  he  needs.  The  AHA  Commit- 
tee on  Infections  Within  Hospitals  compiled  and  eval- 
uated all  available  currently  useful  information  on  the 
subject  and  presented  it  as  succinctly  and  explicitly 
as  possible  in  the  text. 

While  it  was  not  possible  to  treat  each  facet  of  in- 


fection control  in  great  detail,  the  manual  attempts 
to  present  the  essential  features  of  each  facet  of  the 
problem,  and  to  point  out  significant  interrelationships. 
Copies  may  be  obtained  for  $3.75  each  from:  The 
American  Hospital  Association,  840  North  Lake  Shore 
Drive,  Chicago,  Illinois  60611. 


National  Easter  Seal  Society  for 
Crippled  Children  and  Adults 

Standards  that  will  promote  the  health  and  safety  of 
campers  no  matter  what  their  age  or  possible  disability 
are  defined  in  a  unique  book— first  of  its  kind— pub- 
lished by  the  National  Easter  Seal  Society  for  Crip- 
pled Children  and  Adults. 

Entitled  "Easter  Seal  Guide  to  Special  Camping 
Programs,"  and  written  by  authorities  in  the  field, 
under  the  direction  of  L.  J.  Hardt,  Ph.D.,  Regional 
Director,  National  Easter  Seal  Society,  the  Guide  pro- 
vides a  basic  reference  for  organizations  involved  in, 
or  planning,  programs  for  the  handicapped  whose 
needs  cannot  be  met  in  conventional  camping  pro- 
grams. 

Copies  are  available  from  the  National  Easter  Seal 
Society,  2023  West  Ogden  Avenue,  Chicago,  111.  60612. 
The  price  is  $1.50. 


National  Cancer  Institute 

Dr.  Robert  J.  Huebner,  whose  virus  research  has 
produced  important  findings  related  to  cancer,  has 
been  appointed  Chief  of  the  National  Cancer  Insti- 
tute's Viral  Carcinogenesis  Branch,  Dr.  Kenneth  M. 
Endicott,  Institute  Director,   has  announced. 

Dr.  Huebner  will  also  serve  as  Chairman  of  the 
Solid  Tumor  Virus  Program  segment  of  the  Institute's 
Special  Virus  Cancer  Program,  Dr.  Endicott  explained. 
He   was   formerly    Chief   of   the   Laboratory  of   Viral 

Diseases  in  the  National  Institute  of  Allergy  and  In- 
fectious Diseases  at  NIH,  and  in  recent  years  has 
worked  closely  with  the  National  Cancer  Institute  in 
virus-cancer  research.  These  studies  will  now  be 
under  his  supervision. 


Aerospace    Firm    to    Study 
Traffic  Deaths  from  Improper  Treatment 

Saving  thousands  of  highway  traffic  victims  from 
permanent  disability  or  death  due  to  improper  emer- 
gency care  is  a  challenge  just  handed  the  areaspace 
industry. 

The  United  States  Department  of  Transporation,  Fed- 
eral Highway  Adiministration,  has  contracted  North 
American  Rockwell  Corp.  to  study  improved  ways  of 
removing,  treating,  and  transporting  injured  people 
who  have  been  trapped  in  wrecked  automobiles,  it  was 
announced  recently. 

The  company  will  also  develop  operating  guidelines 
for  ambulance  drivers  and  attendants,  which  the  Na- 
tional Highway  Safety  Bureau  will  use  in  establishing 
national  standards  of  practice.  The  material  even- 
tually will  be  included  in  training  manuals  for  operat- 
ing personnel. 
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THE  MONTH  IN  WASHINGTON 
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The  Month  in  Washington 

The  Food  and  Drug  Administration  and 
the  Pharmaceutical  Manufacturers  Associa- 
tion differed  as  to  the  significance  of  the 
findings  of  a  Georgetown  University  School 
of  Medicine  team  after  studies  compar- 
ing three  brand-name  drugs  with  their  gen- 
eric versions. 

Drugs  tested  were  diphenylhydantoin,  pre- 
scribed for  treatment  of  epilepsy ;  chloram- 
phenicol, and  sulfisoxazole.  The  studies 
supported  by  the  FDA  showed : 

1.  Some  generic  drugs  are  absorbed  more 
slowly  by  the  body  than  is  the  brand ; 

2.  At  least  one  generic  drug  was  absorbed 
faster  by  the  body  than  the  brand  drug; 

3.  Absorption  rates  were  governed  by  such 
factors  as  crystal  size  of  the  drug,  hard- 
ness of  tablets,  and  the  types  of  drug  cap- 
sules. 

"Our  findings  raise  serious  doubts  about 
the  equality  of  different  products  of  the 
same  drug  in  the  treatment  of  disease,"  said 
Christopher  M.  Martin,  M.D.  professor  of 
medicine  and  pharmacology. 

"The  studies  by  Dr.  Martin  and  his  re- 
search team,  showing  how  different  versions 
of  the  same  drug  behave  differently  in  man, 
provide  further  proof  of  the  scientific  fact 
that  these  differences  can  be  significant  in 
patients,"  C.  Jospeh  Stetler,  PMA  President 
said. 

"Clearly,  there  is  no  evidence  to  indicate 
that  all  formulations  of  the  same  drug  are 
equivalent.  From  all  the  evidence  that  has 
been  developed  to  date,  as  Dr.  Martin's  stu- 
dies point  out,  quite  the  opposite  may  be 
true." 

On  the  other  hand,  FDA  Commissioner 
Herbert  Ley,  Jr.,  M.D.,  said  his  agency  "has 
in  no  sense  concluded  that  'generic'  drugs 
are  less  effective  as  a  class  than  'brand- 
name'  products." 

"In  my  opinion,  there  are  fewer  than  two 
dozen  drugs  where  therapeutic  differences 
among  competing  products  may  be  a  pro- 
blem," he  said. 

"Data  from   the   Georgetown   work   have 


been  useful  to  the  FDA,  but  it  is  completely 
unwarranted  to  reach  any  general  conclus- 
ions about  drug  equivalency  on  the  basis  of 
these  exploratory  studies." 

A  retired  air  force  officer,  Maj.  Gen. 
Theodore  C.  Bedwell,  Jr.,  M.D.  has  been 
appointed  to  the  newly  established  post  of 
chief  medical  officer  for  the  Medicare  pro- 
gram. He  will  be  liaison  with  the  medical 
profession. 

He  most  recently  was  director  of  staff,  of- 
fice of  the  deputy  assistant  secretary  of  de- 
fense (manpower — health  and  medical).  A 
native  of  Texas,  he  was  graduated  from 
Baylor  University  Medical  College.  A  holder 
of  the  distinguished  service  medal,  Dr.  Bed- 
well  in  1962  received  the  American  Medical 
Association's  special  aerospace  medicine  hon- 
or citation. 

"Improving  the  quality  of  life  in  this  coun- 
try requires  that  far  greater  national  effort 
be  devoted  to  reducing  the  incidence  of  pre- 
ventable diseases,  accidents,  and  premature 
death." 

This  was  the  theme  of  a  proposal  to  Presi- 
dent Johnson  to  establish  a  Commission  on 
Disease  Prevention  and  Health  Protection, 
appointed  by  the  President,  to  make  recom- 
mendations within  a  year. 

The  President  was  told  that  "to  continue 
the  present  national  emphasis  upon  treat- 
ment and  after-the  -fact  remedies,  as  op- 
posed to  prevention,  must  be  regarded  as  a 
failure  of  the  health  professions  to  ade- 
quately protect  the  public." 

Sponsors  of  the  plan  were  headed  by  Sena- 
tor Warren  Magnuson,  chairman  of  the  Sen- 
ate Commerce  Committee. 

*     *     * 

The  1968  supplemental  report  on  Smoking 
and  Health  of  the  Surgeon  General  of  the 
Public  Health  Service  reaffirmed  that  cig- 
arette smoking  is  a  health  hazard. 

The  report  was  sent  to  Congress  the  same 
day  as  a  Federal  Trade  Commission  recom- 
mendation that  cigarette  advertising  be  ban- 
ned from  television  and  radio. 
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Classified  Advertisements 

Staff  Physician— 3  vacancies  on  psychiatric,  alcoholic, 
or  geriatric  and  nursing  care  services.  Salary  range 
$12,000-$21,000  with  state  fringe  benefits.  Contact  R.  L. 
Rollins,  Jr.,  M.D.,  Superintendent,  Dorothea  Dix  Hos- 
pital, Raleigh,  North  Carolina.  JASOND 

Emergency  Room  Physician — needed  to  fill  vacancy 
in  group  of  four  men;  minimum  guarantee;  new  400- 
bed  hospital;  ideal  climate  and  recreational  facilities. 
Please  write  or  phone  direct  or,  New  Hanover  Me- 
morial Hospital,  Wilmington,  N.  C.  28401.  Telephone 
763-9021,   Ext.,   218. 

General  Practice  Equipment  for  Sale,  Including:  San- 
born No.  500  Visa  Cardiette  ECG,  Raethon  Micro- 
therm,  Leitz  Photometer  (40  Test),  GE  X-ray 
Machine  with  Dark  Room  Equipment,  Jones  BMR 
Machine,  Laboratory  Reagents  and  Glassware,  and 
Miscellaneous  Instruments.  Will  sell  individual  items 
or  complete  inventory.  For  complete  listings  and 
prices  contact:  Trust  Department,  Branch  Banking 
and  Trust  Company,  Kinston,  N.  C. 

"WANTED— General  Surgeon— eleven  man  multi-spe- 
cialty partnership — x-ray  facilities.  Adjacent  to  75 
bed  accredited  county  hospital  in  process  of  adding 
50  new  beds.  Fast  growing  area  with  variety  of 
recreational  opportunity.  Starting  salary  $2,000.00 
per  month  for  six  months.  Full  partnership  in  two 
years.  Incentive  factor  in  written  agreement  to 
compensate  higher  paying  specialties.  Excellent 
partnership  earnings,  paid  vacation,  sick  leave, 
post-graduate  study,  auto  expenses,  dues  and  jour- 
nals, disability  insurance,  retirement  benefits. 
Write  R.  M.  Thomas,  Manager,  Tarboro  Clinic, 
P.  O.  Box  40,  Tarboro,  N.  C." 

General  practice  for  sale.  8  room  modern  office  im- 
mediately adjacent  to  hospital.  Well  established, 
grossing  $52,000  annually.  Will  introduce.  Lovely 
coastal  area.  Two  golf  courses,  beaches,  boating  and 
fishing.  $21,000  unfurnished.  Phone  457-6169  or  457- 
6294.  Contact  Dr.  N.  M.  Hornstein,  Box  488,  South- 
port,  N.  C.  52165-49. 


Associate  Medical  Director,  Full-Time,  Interested  in 
Preventive  Medicine  for  a  Plant  of  a  Large  Corpora- 
tion Located  in  Winston-Salem,  North  Carolina,  With 
5,000  Shop  and  Office  Workers.  Generalist,  Internal 
Medicine  or  Occupational  Health  Background  Pre- 
ferred. Desirable  Age  30  to  45.  Salary  Commensurate 
With  Experience.  Box  790,  Care  of  NCMJ,  Raleigh, 
N.  C.  27602. 


New  Blue  Shield  National  Account  ID  Card 

Physicians  and  their  office  assistants  will  be  seeing 
more  patients  carrying  Blue  Shield's  new  identification 
card  designed  for  subscribers  in  certain  "national  ac- 
count" groups. 

This  new  national  account  ID  card  is  being  given  to 
employees  of  large  national  organizations  whose  em- 
ployees are  located  in  different  areas  of  the  country, 
involving  a  number  of  Blue  Shield  Plans. 

The  card  for  national  accounts  carries  the  words 
"Blue  Shield  Identification  Card"  across  the  top  and 
the  words  "National  Account"  printed  over  the  sil- 
houette of  a  map  of  the  United  States. 

When  the  medical  office  provides  professional  serv- 
ices to  a  patient  carrying  one  of  these  Blue  Shield  na- 
tional account  cards,  the  regular  claim  form  should 
be  completed  and  filed  with  the  local  Blue  Shield  Plan. 

Use  of  the  new  card  will  help  to  expedite  the  proces- 
sing of  claims  by  facilitating  the  determination  of  a 
subscriber's  eligibility  for  benefits.  In  addition,  such 
a  card  will  preclude  the  necessity  of  re-issue  of  ID 
cards  when  employees  move  from  one  Blue  Shield 
area  to  another. 


New  Film  Slide  Series  Depicts  Limb  Deficiencies 

A  new  medical  film  slide  series,  66  slides  of  Upper 
and  Lower  Limb  Deficiencies  of  Congenital  Amputees 
i  Catalog  Number  10-4A>,  is  now  available  from  the 
medical  film  slide  division  of  MICRO  X-RAY  RE- 
CORDER, INC. 

In  addition  to  this  latest  release,  the  Medical  Film 
Slide  Division  offers  over  100  unique  2"  x  2"  slide 
collections  compiled  from  the  files  of  specialists  and 
leading  medical  institutions. 
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NORTH  CAROLINA 


December,  1968 
Vol.  29     No.  12 


PUBLISHED  MONTHLY  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NORTH  CAROLINA 


IN  THIS  ISSUE: 


Report  of  RMP  on  Community  Medical  Care 


«<L> 


TABLE  OF  CONTENTS,  PAGE  II 


BSP    DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


HYNSON,  WESTCOTT  &  DUNNING,  INC. 


BALTIMORE,   MARYLAND  21201 


I! 


BROMSULPHALEIN® 
IN  A  COMPLETE, 
STERILE, 
DISPOSABLE, 
&   ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a  sterile  needle, 
alcohol  swab  and  a  7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  —  the  most 
costly  commodities. 


\a- 


Vj&i 


North  Carolina  Medical  Journal 

Owned  and  Published  by 
The  Medical  Society  of  the  State  of  North  Carolina 


Volume  29 


December,  1968 


Number  12 


The  Regional  Medical  Program  and  the  Division  of 
Education  and  Research  in  Community  Medical  Care 

W.  Reece  Berryhill,  M.D. ;  Carl  B.  Lyle,  Jr.,  M.D. ;  Robert  Smith,  M.D. ; 

John  B.  Wilson,  MBA;  Robert  A.  Shaw,  M.D.; 

C  G.  Pickard,  Jr.,  M.D.;  Lawrence  M.  Cutchin,  M.D. 


Founded  in  1966,  the  Division  of  Educa- 
tion and  Research  in  Community  Medical 
Care  is  a  functional  unit  of  the  Dean's  of- 
fice at  the  University  of  North  Carolina 
School  of  Medicine.  The  Division  is  under 
the  direction  of  Professor  of  Medicine  W. 
Reece  Berryhill  and  is  charged  with  the  task 
of  bringing  academic  medicine  into  a  more 
beneficial  mutual  working  relationship  with 
medicine  as  it  is  being  practiced  in  the  com- 
munities of  the  state.  The  close  parallel  be- 
tween the  objectives  of  the  Division  and 
those  of  the  Regional  Medical  Program, 
forming  "regional  cooperative  arrange- 
ments" between  the  university  centers  and 
the  communities,  made  it  logical  that  the 
Division  be  assigned  a  basic  responsibility 
within  the  framework  of  the  North  Carolina 
Regional  Medical  Program.  The  Division's 
activities  during  the  planning  stages  of  the 
North  Carolina  Regional  Medical  Program 
are  described  in  the  North  Carolina  Med- 
ical Journal  in  May,  1967. 1 

A  Regional  Medical  Program  planning 
grant  awarded  in  the  year  1967-1968  enabled 
the  Division  to  secure  a  small  complement 
of  personnel  for  the  purpose  of  devising 
ways  to  meet  needs  commonly  felt  by  the 
schools  of  medicine  and  the  communities  of 
North  Carolina  to  do  the  following : 

1.  Plan  and  develop  increased  resources 
needed  for  teaching  additional  medical  stu- 
dents and  students  in  allied  health  profes- 
sions. 


Request  for  reprints  to  the  Association  for  the  North 
Carolina  Regional  Medical  Program.  Executive  Office, 
4019  North  Roxboro  Road,  Durham,  N.  C.  27704. 


2.  Design  and  develop  new  kinds  of  ed- 
ucational experience  for  students  in  all  the 
health  professions,  particularly  graduate 
students  in  training  to  become  personal 
family  physicians. 

3.  Develop  settings  for  research  and  ed- 
ucation in  rural  medicine. 

4.  Develop  an  expanded  program  for  con- 
tinuing postgraduate  medical  education 
based  on  affiliations  with  selected  commun- 
ity hospitals. 

5.  Develop  close  ties  between  practicing 
physicians  and  the  medical  faculty  to  permit 
two-way  exchanges  of  knowledge  aimed  at 
improving  clinical  practice. 

6.  Provide  settings  wherein  the  clinical  de- 
partments of  the  medical  schools  can  study 
the  natural  history  of  disease  and  assess 
the  medical  needs  of  communities. 

7.  Provide  technical  assistance  and  con- 
sultation to  community  lay  and  professional 
leaders  involved  in  planning  improvements 
in  the  quality  and  availability  of  medical 
care  in  their  areas. 

8.  Provide  settings  in  which  patterns  of 
practice  can  be  modified  experimentally  so 
that  controlled  change  might  provide  some 
answers  to  pressing  questions  about  the  or- 
ganization, manpower,  and  economic  changes 
required  to  improve  community  medical 
practice.2 

In  March  of  1968  the  Division  was  award- 
ed a  three-year  operational  grant  through 
the  North  Carolina  Regional  Medical  Pro- 
gram to  continue  and  expand  its  activities 
both  in  the  School  of  Medicine  and  in  the 
communities. 
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The  Division's  operational  grant  will  en- 
able high  priority  to  be  given  to  discovering 
and  encouraging  young  specialists  with  a 
major  interest  in  community  medical  care 
to  join  our  faculty,  teach  in  the  Medical 
School,  and  spend  much  of  their  time  work- 
ing with  the  Division  in  the  communities  of 
the  state.  It  is  hoped  that  each  of  the  clini- 
cal departments  ultimately  will  be  repre- 
sented within  the  Division,  together  with 
specialists  in  a  variety  of  nonclinical  disci- 
plines— administrators,  health  planners, 
economists,  epidemiologists,  sociologists,  his- 
torians, and  others — who  will  be  available 
either  full-time  or  as  consultants.  Such  a 
coordinated  deployment  of  resources  will  in- 
crease the  effectiveness  of  the  School  of 
Medicine's  effort  to  cooperate  with  com- 
munity practitioners  and  leaders  in  devising 
arrangements  whereby  the  School  of  Medi- 
cine can  contribute  to  the  upgrading  of  medi- 
cal services  at  the  community  level.  An  ex- 
panded staff  will  augment  the  Division's 
ability  to  devise  model  cooperative  arrange- 
ments which  can  help  to  (1)  improve  the  ex- 
isting communication  systems  between  the 
universities  and  communities  which  affect 
the  quantity  and  quality  of  medical  care ;  (2) 
develop  more  meaningful  methods  of  public 
and  professional  communication  with  re- 
spect to  the  problems  of  community  medical 
care;  (3)  improve  and  expand  both  direct 
and  indirect  contact  between  the  communi- 
ties and  the  schools  of  medicine  within  the 
state. 

The  effects  of  one  obvious  barrier  to  com- 
munication between  the  university  centers 
and  the  communities  of  the  entire  state,  i.e., 
the  time  and  cost  of  transportation,  have  al- 
ready been  alleviated  by  making  air  trans- 
portation available  to  University  and  Re- 
gional Medical  Program  personnel.  Private 
contributions  to  the  Medical  Foundation  of 
North  Carolina,  Inc.,  permitted  the  pur- 
chase of  an  aircraft,  the  use  of  which  is  co- 
ordinated through  the  Division.  Having  the 
capability  of  rapid  transit  by  air  has  per- 
mitted the  hiring  of  a  full-time  pilot  to  give 
the  Division  the  opportunity  to  deploy  per- 
sonnel throughout  North  Carolina  within 
an  hour's  time.  This  has  catalyzed  the  ex- 


ploration and  development  by  our  faculty  of 
several  sites  wherein  professors  and  stu- 
dents within  the  School  of  Medicine  are  be- 
coming involved  in  situ  with  community 
practitioners  in  several  different  kinds  of 
communities :  urban,  semi-urban  or  regional, 
rural,  and  "controlled"  communities  such  as 
those  contained  within  the  state  mental 
health  system.  Involvement  has  progressed 
to  the  point  where  it  is  possible  to  foresee 
expanding  the  utilization  of  community 
health  resources  within  the  state  as  integral 
and  meaningful  locations  for  the  clinical 
training  of  medical  and  allied  health  person- 
nel. The  Division  therefore  looks  upon  these 
cooperative  affiliations  as  being  not  only 
important  to  the  cause  of  rapidly  developing 
quality  medical  care  available  to  North  Caro- 
linians, but  also  as  vital  to  the  development 
of  the  schools  of  medicine  in  the  state.  Un- 
less sophisticated  complexes  of  medical  ed- 
ucation are  developed  and  utilized  in  appro- 
priate areas  of  the  state,  medical  schools 
cannot  offer  their  students  the  range  of  ex- 
perience that  is  needed  to  insure  the  high- 
est quality  education.  These  cooperative  ar- 
rangements for  medical  exchange  between 
university  and  community  are  mutually  bene- 
ficial. 

Communities  can  be  helped  by  the  utiliza- 
tion of  affiliated  health  complexes.  The 
proximity  of  such  affiliations  can  increase  an 
area's  relative  ability  to  attract  physicians 
and  medical  manpower.  Proper  distribution 
of  such  teaching  complexes  will  reduce  the 
number  of  areas  within  the  state  which  have 
been  at  a  disadvantage  in  recruiting  physi- 
cians because  their  virtual  isolation  offers 
little  promise  to  the  physician  of  continuing 
his  education.  Benefits  to  these  areas  will  be 
greater,  however,  than  simply  that  of  hav- 
ing more  physicians  available.  The  quality 
of  medical  care  should  also  improve  because 
such  affiliations  can  make  possible  a  more 
rapid  transmission  to,  and  utilization  by, 
more  practicing  physicians  of  the  latest  ad- 
vances in  research,  diagnosis,  and  treatment, 
particularly  in  the  categorical  diseases  im- 
portant to  the  Regional  Medical  Program. 

It  is  also  true,  however,  that  the  medical 
schools    themselves    have   much   to    gain  by 
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such  an  approach  for  several  reasons : 

1.  There  are  excellent  practicing  physi- 
cians within  the  state  whose  contact  with  our 
students  and  faculty  can  be  meaningful  and 
whose  assistance  in  the  teaching  process  can 
be  invaluable.  The  greatest  source  of  teach- 
ing medical  manpower  in  the  state  exists  in 
the  communities,  among  these  practitioners. 

2.  As  university  hospitals  increasingly  be- 
come referral  centers  for  highly  specialized 
cases,  their  patient  population  becomes  less 
typical  and  more  restricted  than  the  broad 
spectrum  of  cases  presented  to  practitioners 
in  urban,  semi-urban,  and  rural  areas 
throughout  the  state.  Exposure  of  students 
to  a  wider  variety  of  patients  in  these  areas 
and  a  first-hand  acquaintance  with  the  re- 
ferral process  and  the  problems  of  the  com- 
munities will  be  recognized  as  an  increasing- 
ly important  part  of  medical  education  in  the 
future. 

3.  The  potential  of  a  medical  school  for 
growth,  both  in  the  number  of  students  it 
can  educate  and  the  number  of  faculty  need- 
ed to  teach  the  students,  is  directly  related 
to  the  development  of  cooperative  teaching 
arrangements  in  the  model  laboratories 
throughout  the  state.  Each  hour  taken  by 
students  outside  of  the  School  at  Chapel 
Hill,  for  example,  potentially  leaves  an 
hour  that  can  be  filled  by  another  student 
here.  Similarly,  many  of  the  best  teachers 
available  are  in  practice  in  the  state  and  can 
be  called  into  part-time  service  (on  behalf 
of  such  cooperative  endeavors)  without  re- 
linquishing their  private  practices.  The  de- 
velopment of  these  affiliations  is  necessary 
if  the  School  of  Medicine  at  Chapel  Hill  is 
to  increase  the  size  of  its  entering  class  from 
75  to  100  by  1970  and  substantially  there- 
after. 

Development  of  Model  Affiliations  and 
Practices 

In  the  June,  1968,  issue  of  the  North 
Carolina  Medical  Journal,  Dr.  Musser 
described  the  aims  of  the  Division  as  ".  .  . 
improvement  in  the  delivery  of  health  serv- 
ices to  patients  in  certain  types  of  social, 
economic,  and  geographical  settings,  and  the 
use  of  the  delivery  systems  therein  evolved 


as  protoypes  for  implementation  in  similar 
settings  throughout  the  state. "- 

Several  variables  determine  the  kinds  of 
university-affiliated  teaching  systems  which 
seem  to  be  needed  in  North  Carolina,  and  the 
rate  at  which  they  can  be  put  into  operation. 
Rural  and  mental  hospital  affiliations  ex- 
emplify this  point.  North  Carolina  is  still 
predominantly  a  rural  state,  and  the  problem 
of  making  medical  care  available  to  people 
in  our  rural  areas  is  not  only  especially 
noticeable  but  deserves  considerable  inves- 
tigation. Therefore,  it  seems  appropriate  to 
give  as  high  priority  to  establishing  coopera- 
tive educational  arrangements  in  rural  as 
in  urban  areas.  Similarly,  50f/<'  of  the  hos- 
pital beds  in  the  state  are  in  mental  insti- 
tutions ;  thus  it  seems  important  to  include 
affiliations  with  these  institutions  in  the 
education  of  faculty  and  students  in  the  clin- 
ical years. 

The  rate  at  which  these  university-af- 
filiated systems  can  be  established  depends 
upon  the  availability  of  personnel,  facilities, 
financing,  and  cooperation.  At  present  the 
most  abundant  combination  of  these  factors 
has  been  found  in  those  metropolitan  areas 
which  coincidentally  contain  branches  of 
the  Consolidated  University — Greensboro, 
Charlotte,  and  Raleigh.  The  present  status 
of  these  affiliations  will  be  discussed  below 
under  subsection  title  "Urban  Community 
Affiliations,"  but  it  must  be  remembered 
that  the  already  existing  avenues  of  com- 
munication within  the  University  system 
have  greatly  facilitated  the  formation  of 
medical  ties  to  these  areas. 

The  Division  seeks  not  only  to  establish 
models  within  the  communities  of  the  state 
but  also  to  serve  the  University  community 
with  which  it  has  most  immediate  contact, 
i.e.,  the  service  area  adjacent  to  Chapel  Hill. 
A  brief  progress  report  of  the  status  of  the 
Division's  work  in  each  of  these  types  of 
communities — university,  urban,  semi-urban 
or  regional,  "controlled,"  and  rural — now  fol- 
lows. .:..-:! 

University    Community 

It  has  already  been  suggested  that  the  Uni- 
versity of  North  Carolina  can  no  longer  be 
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considered  to  be  centered  and  located  at  one 
place  in  Chapel  Hill.  It  is  now  a  system 
directly  affected  by  the  quality  of  education 
and  the  degree  of  expertise  existing  in  every 
community  in  North  Carolina.  Thus  it  re- 
mains a  basic  function  of  this  Division  to 
devise  ways  in  which  existing  resources, 
both  facilities  and  medical  and  allied  health 
personnel  throughout  the  entire  state,  can 
be  effectively  used  in  the  continuum  of 
medical  education.  Nonetheless  it  is  obvious 
that  at  the  present  time  the  heaviest  con- 
centration of  resources  and  talent  for  train- 
ing at  this  University  is  located  in  Chapel 
Hill  and  Orange  County.  And  thus  it  is 
within  this  area  that  the  greatest  degree  of 
planning,  experimentation,  and  research  in 
community  medical  care  is  taking  place  with- 
in the  University  system.  The  Division  has 
concentrated  not  simply  upon  getting  its 
University  medical  faculty  out  of  the  Uni- 
versity into  the  medical  communities  of  the 
state.  It  has  also  involved  itself  deeply  in 
the  process  of  continuing  education  for  com- 
munity practitioners  and  allied  health  per- 
sonnel by  bringing  them  into  the  University 
center  for  further  educational  experience. 

The  Division  must  also  continue  to  seek 
within  the  University  proper  to  fulfill  all 
these  objectives  set  forth  in  a  description  of 
its  total  efforts  as  they  were  presented  in 
hearings  before  the  subcommittee  on  Pub- 
lic Health  and  Welfare  on  March  26,  1968, 
by  Dr.  Ralph  T.  Marston : 

To  develop  resources  for  training  more  medical 
and  allied  medical  students;  to  provide  new  types 
of  educational  experiences  which  will  make  family 
practice  more  attractive:  to  have  a  postgraduate 
education  program  at  the  medical  school:  to 
strengthen  ties  between  the  medical  school  faculty 
and  practicing  physicians;  and  to  have  the  medical 
school  become  involved  in  community  planning  for 
improving  the  quality  and  availability  of  medical 
care.3 

It  is  within  the  University  community  that 
settings  for  experimental  modifications  of 
existing  patterns  of  medical  care  can  be  most 
readily  tested.  At  present,  for  instance,  the 
Division  has  on  its  staff  two  individuals 
who  were  trained  in  the  family  practice  pro- 
gram at  the  University.  Their  interest  in 
comprehensive  care,  if  it  can  be  implemented 
and  demonstrated  to  physicians  in  training. 


would  increase  the  number  of  contacts  be- 
tween patients  and  trained  personnel  and 
seems  to  offer  the  best  available  method  of 
improving  care  in  the  categorical  areas  of 
heart  disease,  stroke,  cancer,  and  the  re- 
lated or  chronic  diseases. 

Urban  Communities 

Mention  has  already  been  made  of  the 
Division's  efforts  to  coordinate  the  develop- 
ment of  affiliated  teaching  programs  at 
Charlotte  Memorial  Hospital,  at  the  Moses 
H.  Cone  Memorial  Hospital,  and  at  Wake 
Memorial  Hospital,  all  three  of  which  are 
in  urban  areas  where  branches  of  the  Con- 
solidated University  exist.  At  Greensboro 
and  Charlotte  arrangements  have  been  made 
for  community  hospitals  to  have  full-time 
faculty  members  in  medicine  and  pediatrics 
and  to  offer  clerkships  for  senior  medical 
students.  At  Cone  Memorial  Hospital  efforts 
are  being  made  to  strengthen  the  existing 
program  in  family  practice  in  order  to  at- 
tract house  staff  by  July,  1969.  Already 
teaching  exercises  in  neurology,  hematology, 
and  cardiology  involving  exchange  of  per- 
sonnel between  the  university  center  here 
and  Charlotte  Memorial  are  taking  place.  In 
all  three  places  the  teaching  programs  can 
be  expanded  to  include  training  in  the  clin- 
ical areas  other  than  medicine  and  pedia- 
trics. 

A  part  of  the  residency  program  at  North 
Carolina  Memorial  Hospital  in  otolaryn- 
gology, orthopedics,  and  obstetrics  is  cur- 
rently enabling  residents  in  these  specialties 
to  serve  a  part  of  their  training  at  Wake 
Memorial  Hospital  (Raleigh).  It  is  hoped 
that  by  July,  1969,  these  programs  can  be 
expanded  to  permit  teaching  visits  from 
medical  faculty  at  Chapel  Hill  in  the  same 
manner  as  they  are  being  conducted  at  Cone 
and  Charlotte  Memorial. 

In  eastern  North  Carolina,  at  New  Han- 
over Memorial  Hospital,  discussions  are  cur- 
rently being  held  concerning  the  feasibility 
of  establishing  pediatric  consultation  serv- 
ices in  the  subspecialties  of  cardiology,  neu- 
rology, and  hematology,  conducted  by  Medi- 
cal School  personnel.  A  monthly  surgical  in- 
terchange will  be  instituted  in  September 
between  members  of  New  Hanover  Hospital 
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surgical  staff  and  University  School  of  Medi- 
cine surgeons  to  further  their  mutual  train- 
ing. This  arrangement  provides  an  oppor- 
tunity to  relate  continuing  education  efforts 
more  specifically  to  the  surgical  implica- 
tions of  cardiovascular  surgery  and  the  sur- 
gical tratment  of  malignant  disease. 

Division  personnel  continue  to  serve  as 
consultants  to  the  directors  of  medical  ed- 
ucation of  all  of  these  hospitals  as  well  as 
to  Forsyth  Memorial  Hospital  (Winston- 
Salem)  and  Watts  Hospital  (Durham)  to  as- 
sist them  in  setting  up  viable  programs  of 
continuing  medical  education  and  in  develop- 
ing worthwhile  projects  whose  objectives  are 
compatible  with  and  valuable  to  the  North 
Carolina  Regional  Medical  Program. 

Semi-urban   and  Rural  Communities 

As  compared  to  metropolitan  areas,  the 
rapidity  with  which  affiliations  can  become 
operational  in  these  communities  is  less  uni- 
form. Since  the  mixture  of  personnel,  facili- 
ties, and  financing  is  less  concentrated,  the 
factor  of  cooperation  becomes  even  more 
important  at  this  stage  in  the  further  de- 
velopment of  community  medical  care. 
Though  it  has  been  suggested  that  the  state's 
low  rank  in  the  nation  with  regard  to  phy- 
sician-population ratio  indicates  the  need 
for  a  rapid  increase  in  the  number  of  phy- 
sicians produced  in  the  state,  careful  study 
has  revealed  that  more  important  priorities 
than  productivity  are  necessary  if  sufficient 
highly  trained  medical  and  allied  health  per- 
sonnel are  to  be  induced  to  settle  in  rural 
North  Carolina.  The  Division  continues  to 
regard  the  development  of  new  kinds  of 
practice,  e.g.,  family  practice  and  group 
practice,  promising  solutions  to  some  of  the 
problems  in  these  rural  areas,  and  it  is  hoped 
that  prototype  university-affiliated  family 
practices  can  be  located  and  begun  before 
July,  1969  in  Eastern  North  Carolina.  How- 
ever, if  rural  and  semi-urban  areas  are  to 
develop  the  better  schools,  transportation 
systems,  sounder  economic  bases,  and  cul- 
tural advantages,  which  play  an  important 
part  in  drawing  physicians  into  the  metro- 
politan areas,  they  must  be  given  incentive 
to  re-form  the  spirit  of  regional  economic, 


social,  and  political  cooperation  that  once 
characterized  their  development.  Particu- 
larism, reinforced  by  county  lines,  often 
seems  to  prevent  the  pooling  of  resources 
and  spreading  of  managerial,  technical,  and 
entrepreneural  skills  which  could  transmute 
facilities  kept  general  for  service  only  to  a 
county  into  specialized  institutions  serving 
regions. 

Regional  Communities 

Since  its  inception  the  Division  has  con- 
centrated upon  rendering  assistance  to  rural 
areas  cognizant  of  the  need  for  replacing 
particularism  with  coordinated  regional 
planning.  Chiefly  this  has  been  possible 
where  federal  and  state  programs  for  eco- 
nomic and  medical  care  development  have 
stimulated  requests  for  more  efficient  use 
of  resources  by  making  regional  cooperation 
a  prerequisite  for  funding.  The  Appalachian 
Act,  for  instance,  has  catalyzed  a  depth  of 
planning  and  a  breadth  of  vision  in  respect 
to  medical  programs  in  two  rural  western 
regions  of  the  state  which  would  not  have 
been  possible  on  a  county  basis. 

One  of  the  western  North  Carolina  reg- 
ional communities,  the  four-county  area  of 
McDowell,  Caldwell,  Alexander,  and  Burke 
(known  as  the  Regional  Health  Council  of 
Eastern  Appalachia,  Inc.)  has  set  1970  as  a 
target  date  for  the  institution  of  university- 
affiliated  teaching  programs.  That  date  is 
the  one  projected  for  the  completion  of  the 
new  Grace  regional  hospital.  To  assist  the 
Council  in  the  planning  which  must  take 
place  to  make  these  and  other  clinical  pro- 
grams successful,  Division  members  are  cur- 
rently rendering  staff  services  equivalent  to 
those  which  will  eventually  be  provided  by 
a  full-time  coordinator.  These  services  cen- 
ter on  the  task  of  coordinating  the  compre- 
hensive community  mental  health  program 
and  regional  public  health  program.  The  ex- 
panded public  health  component  of  the 
demonstration  project  (especially  its  home 
health  services,  cancer  screening,  chronic 
disease,  nutrition,  health  education,  physi- 
cal therapy,  and  vocational  rehabilitation 
sections)  has  a  direct  relationship  to  better 
preventive,  diagnostic,  therapeutic,  and  re- 
habilitative services  to  patients  in  the  region 
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with  heart  disease,  stroke,  cancer,  and  re- 
lated diseases. 

It  is  hoped  that  the  importance  of  these 
kinds  of  inter-county  agreements  can  be 
communicated  to  those  responsible  for  the 
operation  and  construction  of  many  poten- 
tially fine  medical  facilities  in  parts  of 
North  Carolina  not  eligible  for  Appalachian 
funds.  Particularly,  the  Division  is  attempt- 
ing to  stimulate  the  same  type  of  regional 
cooperation  in  eastern  North  Carolina  which 
has  developed  in  the  four-county  western 
area  mentioned  above.  The  current  Regional 
Medical  Program  operational  grant  provides 
a  limited  amount  of  funds  which  can  be  used 
by  the  Division  to  bring  the  leaders  of  such 
councils  together  for  frank  discussions  of 
the  most  viable  routes  for  reaching  the  goal 
of  better  medical  care  for  their  regions. 

In  their  continued  contact  with  existing 
and  potential  regional  health  councils, 
Division  members  continue  to  emphasize  the 
advantage  of  the  area-wide  "complex"  as 
opposed  to  the  county  "center."  Both  eco- 
nomies of  scale  and  the  advantages  of  spe- 
cialization result  where  cooperation  enables 
each  available  hospital  in  a  region  to  con- 
centrate upon  developing  specialized  services 
which  are  highly  sophisticated  and  unique 
rather  than  duplicatory.  This  major  nolicy 
has  been  followed  in  the  Division's  continued 
assistance  to  the  Regional  Health  Council 
of  Eastern  Appalachia,  to  the  Blue  Ridsre 
Health  Council,  and  to  the  State  of  Franklin 
Health  Council.  In  eastern  North  Carolina 
the  Central  Coastal  Plains  Health  Council 
continues  to  strengthen  its  relationship  with 
the  University  School  of  Medicine  through 
the  assistance  of  the  Division. 

"Controlled"  Communities 

The  Division  seeks  the  continued  develop- 
ment of  a  collaborative  effort  between  the 
School  of  Medicine  and  the  state  mental 
health  system  to  improve  the  medical  care 
of  a  population  which  utilizes  approximately 
15,000  hospital  beds  in  North  Carolina.  A 
model  centra]  neuro-medical  service  is  in 
operation,  with  present  staff  consisting  of 
one  full-time  internist,  one  staff  physician 
at  the  junior  resident  level,  two  university 


medical  residents,  and  two  to  three  senior 
medical  students.  A  similar  arrangement  in 
surgery  is  being  developed. 

A  full-time  academic  neurologist  in- 
terested in  community  problems  and  cere- 
brovascular disorders  to  serve  as  a  counter- 
part to  the  full-time  internist  already  em- 
ployed is  being  sought.  This  added  staff  will 
permit  further  clinical  exploration  of  an 
area  of  categorical  importance  to  the  Reg- 
ional Medical  Program :  investigation  and 
research  in  the  whole  realm  of  organic  brain 
disease  along  with  the  frequently  associated 
small  vessel  disease. 

Dorothea  Dix  Hospital's  rapid  develop- 
ment as  the  major  neuro-medical  referral 
center  in  the  state  mental  health  system  has 
catalyzed  efforts  to  improve  the  quality  of 
medical  care  in  regional  "controlled"  hos- 
pitals. Such  improvement  would  obviate  the 
present  necessity  of  high  cost  and  time-con- 
suming transfer  of  patients  to  distant  re- 
ferral points  and  increase  the  chances  that 
follow-up  would  be  effective.  Toward  this 
end,  Broughton  Hospital  in  Morganton,  a 
mental  hospital  cooperating  with  the  Reg- 
ional Health  Council  of  Eastern  Appalachia, 
has  acquired  the  services  of  a  full-time 
neurologist  to  supervise  the  development  of 
a  program  similar  to  the  one  now  in  opera- 
tion at  Dix.  The  addition  of  such  a  specialist 
should  also  hasten  the  time  when  neuro- 
surgical services  can  be  made  available  to  a 
region  which  has  never  had  them  first-hand 
before. 

Summary 

Since  its  inception  the  Division  of  Ed- 
ucation and  Research  in  Community  Medi- 
cal Care  has  been  laying  the  groundwork 
for  the  inauguration  and  expansion  of  teach- 
ing affiliations  in  a  variety  of  communities 
situated  throughout  the  state.  These  affilia- 
tions are  considered  essential  to  the  expan- 
sion of  the  number  and  quality  of  medical 
personnel  who  can  be  produced  by  schools 
of  medicine  and  induced  to  practice  in  North 
Carolina. 

The  Division  recognizes  that  the  discus- 
sion and  implementation  of  such  model  pro- 
grams cannot  be  undertaken  in  a  vacuum. 
If  the  ideas   and  plans  evolved  for  future 
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health  and  medical  services  in  the  state  are 
to  be  practical,  capable  of  being  imple- 
mented, and  well  received,  they  must  be 
worked  out  with  the  advice  of  community 
practitioners,  medical  societies,  and  regional 
leaders  who  are  concerned.  Achieving  with 
these  parties  more  effective  methods  of 
working  together  for  common  ends  is  the 
first  and  continuing  goal  of  each  coopera- 
tive  arrangement. 

The  Division's  approach  has  been  directed 
toward  seeking  a  more  substantial  return 
from  medical  dollars  invested  through  the 
elimination  of  barriers  previously  promot- 
ing duplication  of  both  manpower  and  phy- 
sical resources.  In  effect,  the  work  of  the 
Division  has  been  chiefly  directed  toward 
utilization  of  the  idle  capacity  presently 
represented  by  potential  teaching  sites  for 
the  clinical  years  which  exist  within  the 
state.  If  these  sites  can  be  developed  and 
utilized  properly,   they  will  provide  oppor- 


tunities whereby  practicing  physicians,  allied 
health  personnel,  and  responsible  community 
leaders  can  become  more  productively  in- 
volved in  the  continuum  of  medical  educa- 
tion. The  effective  use  of  these  community 
laboratories  will  not  only  assist  the  univer- 
sity centers  in  finding  the  space,  facilities, 
and  teaching  manpower  needed  for  improv- 
ing and  expanding  the  size  and  quality  of 
their  teaching  programs ;  it  will  also  permit 
the  development  of  a  greater  empathy  be- 
tween the  communities  of  North  Carolina 
and  the  graduates  of  all  the  university  medi- 
cal centers  in  the  state. 
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Indications  for  Urologic  Evaluation  in  Children 

Jay  Y.  Gillenwater,  M.D. 


In  pediatric  urology  there  are  really  four 
major  problems:  (1)  how  to  increase  our 
suspicion  that  a  genitourinary  anomaly 
exists;  (2)  how  to  establish  a  diagnosis ;  (3) 
how  to  reconstruct  the  urinary  tract,  re- 
establish satisfactory  urodynamics,  and  elim- 
inate infection;  (4)  how  to  determine  when 
renal  damage  is  so  great  that  reconstruc- 
tion is  contraindicated  and  diversion  is  in 
order.  The  first  problem  is  the  subject  of 
this  paper. 

Incidence  of  Urogenital  Anomalies 

About  10%  of  all  human  beings  are  born 
with  some  anomaly,  and  about  35r/c  to  40% 
involve  the  urogenital  tract.1  On  the  basis 
of  these  figures,  one  would  expect:  (1) 
160,000  genitourinary  tract  anomalies  in  the 
United  States  per  year;  (2)  3,200  genito- 
urinary tract  anomalies  in  the  State  of  Vir- 
ginia per  year;   and    (3)    85  genitourinary 


Read  before  the  Mountaintop  Medical  Assembly,  Waynes- 
ville,  North  Carolina,  June  20,  1968. 

From  The  Department  of  Urology,  University  of  Virginia 
Medical   Center.    Charlottesville,    Virginia    22901. 


tract  anomalies  in  the  University  of  Virginia 
Hospital  per  year.  A  layman  given  these 
figures  would  suspect  that  the  urologist  is 
very  busy  indeed  with  urologic  problems 
in  the  newborn.  He  isn't !  The  average  age 
for  the  diagnosis  of  genitourinary  tract 
anomalies  in  children  is  between  3  and  4 
years.  Twenty  percent  of  urologic  admis- 
sions at  the  University  of  Virginia  Hospital 
are  children  with  urogenital  signs  and  symp- 
toms. Rarely  is  a  child  under  3  months  of 
age.  Fifteen  percent  of  urologic  outpatients 
are  children,  but  infants  under  3  months  of 
age  are  rarely  seen. 

If  genitourinary  anomalies  occur  with 
such  frequency,  why  are  so  few  infants  and 
newborns  seen  by  urologists?  Perhaps  the 
anomalies  are  considered  too  insignificant. 
Hardly!  Meredith  Campbell1  found  266 
instances  of  hydronephrosis  in  children  un- 
der 6  months  of  age;  23 %  were  found  clin- 
ically and  77%  were  found  at  autopsy.  At 
autopsy,  there  were  3  boys  for  each  girl. 
Clinically,  there  were  2  girls  for  each  boy. 
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Of  those  cases  found  at  autopsy,  66  %  of 
the  children  were  under  6  months  of  age, 
and  15%  were  between  1  and  6  years.  Con- 
versely, of  those  found  clinically,  11%  were 
under  6  months  of  age  and  55% were  be- 
tween 1  and  6  years.  It  must  be  concluded 
that  most  genitourinary  tract  anomalies  in 
infants,  particularly  boys,  are  potentially 
lethal,  resulting  in  death  from  progressive 
renal  disturbances  by  disturbed  urody- 
namics,  infection,  or  both. 

Why  are  urinary  tract  anomalies  so  seldom 
detected  in  the  newborn  when  they  are 
known  to  exist  in  more  than  4%  of  them? 
Carlton  and  Scott,2  in  1960,  reviewed  719 
consecutive  pediatric  autopsies  in  Houston. 
Forty-four  percent  had  one  or  more  con- 
genital anomalies,  and  8%  had  major  genito- 
urinary tract  anomalies  (hydronephrosis, 
chiefly  due  to  obstructive  lesions  and  renal 
agenesis) .  The  history,  physical  examina- 
tion, and  urinalysis  failed  to  draw  attention 
to  the  urinary  tract  in  81%  of  these  cases. 
In  all  of  these  patients,  a  screening  intra- 
venous urogram  would  have  detected  the 
congenital  abnormality.  Nineteen  percent 
had  physical  and  urinary  findings  indicat- 
ing a  genitourinary  tract  anomaly.  Thus,  one 
cause  for  failure  to  diagnose  genitourinary 
tract  anomalies  early  is  that  their  presence 
is  usually  silent.  A  major  problem  facing  the 
clinician  is  how  to  detect  these  conditions 
earlier.  We  can  learn  from  those  cases  al- 
ready successfully  diagnosed  clinically,  the 
factors  which  aroused  the  physician's  sus- 
picion that  an  anomaly  existed.  Of  235  in- 
fants with  hydronephrosis  in  Campbell's 
series,  60%  had  pyuria,  40r/e  had  fever,  257c 
had  pain,  12%  had  hematuria,  6%  had  a 
mass,  and  33%  had  a  disorder  of  micturition 
(frequency,  retention,  dribbling,  pain,  or 
enuresis).  Thus  most  symptoms  were  re- 
lated to  infection  and  were  reflected  in  the 
urinalysis.  Dysuria  in  infants  may  be  over- 
looked except  for  urinary  retention.  The 
urinalysis  certainly  is  important,  particu- 
larly in  girls.  In  Campbell's  series  of  235  in- 
fants with  hydronephrosis,  only  10%  had 
normal  urinary  values.  The  great  majority 
were  over  6  months  of  age. 

Since  our  task  is  to  detect  genitourinary 


anomalies  as  early  as  possible,  and  since 
routine  urinalysis  is  a  readily  available  and 
effective  test,  how  often  is  this  test  per- 
formed in  newborns  and  infants?  In  1963 
Wyker3  reviewed  the  charts  of  1,000  con- 
secutive admissions  to  ascertain  how  physi- 
cians in  a  general  hospital  investigate  pyuria. 
It  was  found  that  t.22%)  of  the  patients  did 
not  have  a  urinalysis.  Of  these,  161  were 
newborns.  Without  entering  into  the  diffi- 
culties of  collecting  meaningful  urine  speci- 
mens from  newborn  infants,  it  would  cer- 
tainly appear  that  this  valuable  test  has 
been  de-emphasized  in  the  newborn.  Indeed, 
we  have  not  been  able  to  find  any  study  in 
which  the  urinary  tract  of  infants  with 
urinary  abnormalities  was  investigated  by 
the  readily  available  intravenous  urogram. 

Conditions  Associated  ivith  a 

High  Incidence  of  Genitourinary  Tract 

Anomalies  in  the  Newborn 

If  the  urinalysis  in  newborns  and  infants 
has  been  neglected,  the  physical  examination 
has  not.  Indeed,  the  correlation  of  congeni- 
tal defects  of  other  systems  with  co-existing 
genitourinary  tract  anomalies  has  been  well 
documented.  Some  of  the  conditions  are  de- 
scribed below: 

1.  Neonatal  ascites.  France  and  Back4  re- 
viewed 103  cases  of  neonatal  ascites  from 
the  literature  and  found  that  22  were  asso- 
ciated with  anomalies  of  the  genitourinary 
tract.  Other  causes  were  chronic  peritonitis, 
syphilitic  hepatitis,  cirrhosis  of  the  liver, 
obstruction  of  the  portal  vein,  and  cardiac 
failure.  They  feel  that  the  ascites  in  the  22 
cases  with  dilatation  of  the  urinary  tract 
is  due  to  accumulation  of  urine  in  the  peri- 
toneal cavity  following  leakage  or  transu- 
dation from  the  urinary  tract. 

2.  Abnormal  facial  appearance.  The  exter- 
nal appearance  of  all  infants  with  renal 
agenesis  is  remarkably  similar.5  They  appear 
to  have  excessive  amounts  of  skin  and  appear 
to  be  greatly  dehydrated.  The  most  constant 
facial  characteristic  is  a  very  prominent 
epicanthal  fold  that  forms  a  semicircle  aris- 
ing on  the  forehead,  swings  down  to  cover 
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the  medial  papebral  commissure,  and  ends  on 
the  cheek.  It  is  different  from  the  fold  of 
mongolism  which  ordinarily  ends  at  the  level 
of  the  commissure.  The  nose  usually  is  flat- 
tened ;  the  depression  below  the  lower  lip 
is  unusually  prominent ;  and  the  ears  or- 
dinarily contain  little  cartilage,  are  flat 
without  a  formed  helix,  and  often  are  set 
at  an  angle  exceptionally  low  on  the  sides 
of  the  head.5'6 

3.  Family  history  of  nephritis  or  deafness 
(Alport's  syndrome).  Although  several  in- 
stances of  familial  interstitial  nephritis  were 
reported  about  the  turn  of  the  century, 
hereditary  chronic  nephritis  was  not  de- 
scribed clearly  until  1927.  Alport7  reported 
16  members  of  three  generations  with  hema- 
turia, progressive  renal  insufficiency,  and 
nerve  deafness.  This  disorder  is  mild  in  fe- 
males, but  the  males  die  before  age  30  of 
renal  insufficiency. 

4.  Ambiguous  or  abnormal  genitalia.  It  is 
important  to  rule  out  any  intersex  or  en- 
docrine problem  as  soon  as  possible  in  pa- 
tients with  ambiguous  or  abnormal  genitalia. 

5.  "Prime  belly" — congenital  absence  of 
abdominal  musculature.  Congenital  absence 
of  the  abdominal  wall  musculature  is  a  rare 
but  easily  recognized  anomaly.  The  basic 
elements  of  the  syndrome  are:  (a)  partial 
or  complete  absence  of  the  abdominal  wall 
musculature;  (b)  abnormalities  of  the  uri- 
nary tract  which  usually  present  enlarged 
and  hypertrophied  bladders,  hydroureters, 
and  hydronephrosis.  Other  common  ano- 
malies are  cryptorchidism,  malrotation  of 
the  intestines,  megacolon,  spina  bifida, 
pigeon  chest,  and  some  form  of  talipes.  The 
etiology  is  unknown.  The  skin  of  the  new- 
born tends  to  be  wrinkled,  suggesting  the 
skin  of  a  dried  peach  or  prune  (hence  the 
name,  "prune  belly  syndrome").  The  truly 
serious  feature  of  the  syndrome  is  the  ob- 
structive uropathy.  Most  of  the  deaths  have 
been  caused  by  renal  deficiency  and  urinary 
sepsis,  so  urologic  evaluation  is  of  para- 
mount importance.  Corrective  therapy  us- 
ually requires  urinary  drainage,  preferably 
by  nephrostomy,  as  the  first  step. 

6.  Single  umbilical  artery.  The  incidence 
of  the  single  umbilical  artery  has  been  re- 


ported to  be  from  0.75$  to  1.1%.  The  in- 
cidence of  congenital  anomalies  associated 
with  the  single  umbilical  artery  has  been 
reported  to  range  from  11%  to  65%.  A  high 
incidence  of  genitourinary  anomalies  has 
been  reported  with  this  disorder. *•'•' 

7.  Oligohydramnios.  This  is  a  rare  condi- 
tion in  which  amniotic  fluid  is  scant  and  is 
very  often  associated  with  anomalies  of  the 
genitourinary  tract,  i.e.,  renal  agenesis  or 
obstruction  to  the  fetal  urinary  tract."  It  is 
thought  that  one  of  the  chief  pathways  for 
replacement  of  amnion  fluid  is  fetal  urina- 
tion, and  the  principal  pathway  of  removal 
is  fetal  swallowing. 

8.  Amnion  nodosum.  These  are  brownish 
granular  nodules  which  are  elevations  on  the 
surface  of  amnion  (1  to  6  mm.  in  diameter). 
Amnion  nodosum  should  be  distinguished 
from  squamous  metaplasia,  which  is  fre- 
quently benign,  while  the  former  usually  is 
associated  with  oligohydramnios  and  renal 
agenesis.  The  condition  was  first  described 
by  Landing1"  in  1950.  Five  of  8  cases  were 
associated  with  major  abnormalities  of  the 
genitourinary  tract.  In  1958,  Scott  and 
Bain11  described  2  cases  associated  with 
renal  agenesis. 

9.  Bladder  extrophy.  This  anomaly  is 
found  in  1  of  40,000  births  and  frequently 
is  associated  with  genital  anomalies.  There 
also  is  a  high  incidence  of  urologic  prob- 
lems such  as  reflux,  infection,  and  incon- 
tinence. 

10.  Spinal  cord  disease.  There  is  an  in- 
creasing awareness  that  children  with  spinal 
cord  disorders  (meningomyelocele  and  con- 
genital absence  of  the  sacrum)  develop  dif- 
ficulties with  the  urinary  tract  early  in  life. 
It  has  been  found  that  many  of  the  children 
with  meningomyelocele  have  infection,  ab- 
normal cystogram  and  intravenous  urogram, 
and  reflux  at  birth.  By  the  age  of  4  to  5 
years,  almost  all  have  one  of  these  abnor- 
malities. These  children  should  be  evaluated 
urologically  at  an  early  age. 

11.  Hypospadias.  This  anomaly  occurs  at 
the  rate  of  one  in  8,000  births;  9%12  of  the 
patients  have  been  found  to  have  upper 
urinary  tract  anomalies.  The  more  severe 
the  hypospadias,  the  more  likely  there  will 
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be   other    anomalies.    If    the    condition    is 
marked,  there  may  be  an  intersex  problem. 

12.  Anorectal  malformations.  The  inci- 
dence of  anorectal  malformation  is  1  in 
5,000  births.  Fistulas  with  the  urinary  tract 
are  reported  in  from  30%  to  80  %  of  the 
cases.  The  incidence  of  other  genitourinary 
tract  anomalies  in  Nicolai's  series  was 
32%.13  The  urinary  fistula  is  thought  to  be 
due  to  incomplete  division  of  the  cloaca  by 
the  urorectal  septum  into  the  bladder  and 
rectum  in  the  three-week  embryo. 

13.  Congenital  absence  of  vagina.  This  is  a 
rare  anomaly  which  was  seen  in  6  of  500,000 
female  admissions  to  Charity  Hospital  in 
New  Orleans."  The  reported  incidence  of  as- 
sociated urinary  anomalies  was  13' (  in  the 
Miller  series"  and  51%  in  the  study  by 
Bryan.15 

14.  Fanconi's  anemia.  Aplastic  anemia  of 
the  "Fanconi  type"  has  been  associated  with 
multiple  congenital  defects,  including  genito- 
urinary tract  anomalies.  This  syndrome  con- 
sists of  familial  hypoplastic  anemia,  micro- 
cephaly, strabismus,  mental  retardation,  and 
pigmentation.  Fifty  percent  of  the  patients 
reviewed  by  Reinhold  and  others,111  had  some 
genitourinary  anomalies. 

15.  Other  congenital  anomalies.  There  are 
numerous  reports  of  congenital  malforma- 
tions of  the  urinary  tract  occurring  in  as- 
sociation with  malformations  of  other  or- 
gans.- Mehrizi'7  found  that  24%  of  cases 
with  cardiac  ventricular  septal  defects  had 
major  urinary  tract  abnormalities. 

The  study  of  genitourinary  tract  anomalies 
in  the  newborn  shows  that : 

1.  If  one  anomaly  exists,  other  anomalies 
are  likely  to  occcur. 

2.  If  one  anomaly  exists,  there  is  a  higher 
incidence  of  genitourinary  tract  anomalies 
(30%-40%),  and  at  least  a  urinalysis,  cys- 
togram,  and  intravenous  urogram  should  be 
performed. 

Since  the  anomalous  organ  is  more  prone 
to  disease  than  the  normally  formed  organ, 
it  is  important  that  the  abnormal  organ  be 
recognized. 

Indications  for  Urologic  Investigation 

in  Children 
If    irreparable    damage    to    the    urinary 


tract  is  to  be  prevented,  early  diagnosis  and 
management  is  essential.  Many  of  the  ab- 
normalities of  the  urinary  tract  are  silent 
until  advanced  destruction  has  occurred. 
However,  most  disorders  of  the  urinary  tract 
will  present  one  or  more  of  the  following 
signs  or  symptoms : 

1.  Abdominal  masses.  A  high  percentage 
of  abdominal  masses  are  of  genitourinary 
origin.  Melicow18  reviewed  653  cases  of  ab- 
dominal masses  and  found  that  57%  were 
due  to  medical  lesions  (principally  hepato- 
splenomegaly  clue  to  leukemia  and  lym- 
phoma) and  43'-  to  surgical  conditions. 
Of  the  surgical  lesions,  50%  originated  in 
the  urinary  tract  (hydronephrosis,  40%; 
Wilm's  tumor,  30%  ;  polycystic  kidney  dis- 
ease, 27%).  The  non-urinary  tract  lesions 
included  sympathoblastoma,  primary  retro- 
peritoneal tumors,  and  intraperitoneal 
lesions.  A  distended  bladder  or  congenital 
hydrocolpos  are  rarer  causes  of  abdominal 
masses  in  children.  It  is  readily  apparent 
that  an  intravenous  urogram  is  essential  in 
the  evaluation  of  abdominal  masses  in  chil- 
dren. 

2.  Infection.  Urinary  tract  infections  may 
present  as  pyuria,  bacteriuria  or  may  appear 
with  acute  symptoms  of  chills,  fever,  flank 
pain,  dysuria,  frequency,  and  urgency. 
Ideally,  every  child  with  a  urinary  tract  in- 
fection should  have  a  complete  .work-up. 
However,  since  this  is  not  practical  or  pos- 
sible, certainly  any  urinary  tract  infection 
in  the  male  warrants  a  complete  examination 
as  does  pyelonephritis  in  the  female.  If  fe- 
male children  present  with  urethritis  or  cys- 
titis, they  usually  are  studied  at  the  time 
of  recurrence.  Pyuria  is  an  expresssion  of 
inflammation  of  the  urinary  tract  and  should 
be  managed  as  such. 

3.  Hematuria.  Hematuria  in  childhood  is  a 
sign  of  urinary  tract  disease  and  should  al- 
ways be  investigated.  Hematuria  is  never  a 
diagnosis  in  itself.  The  history  should  in- 
clude any  dysuria,  frequency,  description  of 
urine  color  and  volume,  edema,  pain,  ante- 
cedent illness,  and  family  history  of  kidney 
disease  or  deafness.  Physical  examination 
should  include  blood  pressure,  any  edema, 
and  the  possibility  of  abdominal  masses  or 
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skin  infections.  The  urine  should  be  ex- 
amined for  the  presence  of  red  blood  cells, 
white  blood  cells,  protein,  crystals,  casts, 
and  double  retractile  fat  bodies.  Included 
among-  the  many  causes  of  hematuria  are 
trauma,  infection,  calculi,  tumors,  acute 
glomerulonephritis,  bleeding  disorders,  and 
drug  abuse.  Bodian1"  found  that  of  46  chil- 
dren with  recurrent  hematuria  of  unknown 
etiology,  21  had  focal  glomerulonephritis  and 
9  had  classic  glomerulonephritis  on  biopsy. 
This  study  showed  that  a  diagnosis  can  be 
reached  in  a  majority  of  cases,  and  that 
focal  glomerulonephritis  usually  is  a  benign 
condition.  Thus,  after  the  routine  urologic 
evaluation  has  been  made,  renal  biopsy 
should  seriously  be  considered  in  children 
with  "essential  hematuria." 

4.  Cryptorchism.  Cryptorchism  occurs  in 
10%  of  newborns,  2%  of  children  1  year 
old,  1%  of  children  at  puberty,  and  0.3% 
of  adults.  Thus  in  more  than  80%  of  cases, 
the  testes  descend  spontaneously  during  the 
first  year  of  life.  The  therapeutic  objectives 
are  to  encourage  maximum  fertility,  to  fore- 
stall malignant  changes,  to  decrease  the  sus- 
ceptibility to  trauma  resulting  from  abnor- 
mal position,  and  to  attain  a  satisfactory  cos- 
metic result.1  If  a  hernia  is  associated  with 
the  undescended  testis,  herniorraphy  and 
orchiopexy  should  be  performed.  The  ectopic 
testis  is  one  which  does  not  reside  in  the 
scrotum.  It  usually  passes  normally  through 
the  inguinal  canal  but  deviates  to  the  peri- 
neal, penile,  femoral,  or  superficial  inguinal 
area.  The  undescended  testis  demonstrates 
degenerative  changes  by  the  age  of  10,  and 
treatment  should  be  completed  prior  to  that 
time.  An  intravenous  urogram  should  be  ob- 
tained in  these  patients,  as  13.5';  have  been 
found  to  have  major  urinary  tract  ano- 
malies.12 Hormone  treatment  with  chorionic 
gonadotropin  has  been  reported  to  be  suc- 
cessful. We  believe  that  operative  procedure 
should  be  performed  before  the  age  of  6 
years. 

5.  Incontinence.  The  presence  of  normal 
voiding  in  conjunction  with  incontinence 
suggests  an  ectopic  ureter  in  the  female 
child.  The  incontinence  resulting  from  this 
cause   is   not   seen    in   the   male,    since   the 


Wolffian  duct  ends  proximally  to  the  ex- 
ternal sphincter.  Enuresis  is  not  necessarily 
abnormal  until  the  age  5  or  older,  because  of 
delay  in  the  development  of  the  nervous  sys- 
tem or  because  of  small  bladder  capacity. 
Urinalysis  and  intravenous  urograms  with 
voiding  films  can  easily  rule  out  most  con- 
genital lesions  of  obstruction,  neurogenic 
bladder  (spina  bifida),  or  infection.  In  most 
children  with  enuresis,  if  no  causative  factor 
is  found,  the  enuresis  is  thought  to  be  of 
psychologic  origin.  Good  results  have  been 
reported  with  Tofranil. 

6.  Hypospadias.  This  anomaly  has  been  re- 
ported in  1  of  1,800  male  births.  Nine  per- 
cent have  been  found  to  have  upper  urinary 
tract  anomalies.12  Thus,  patients  with  hypo- 
spadias should  have  an  intravenous  urogram. 
The  more  severe  the  hypospadias,  the  more 
likely  there  will  be  other  anomalies  or  an 
intersex  problem.  The  hypospadias  usually  is 
repaired  before  the  child  begins  school. 

7.  Voiding  difficulty.  A  child  who  must 
strain  to  void  should  be  evaluated  urolog- 
ically  to  rule  out  obstruction  or  neurologic 
disease.  The  most  frequent  area  of  obstruc- 
tion in  male  and  female  infants  is  the  ure- 
thral meatus.  Infrequent  voiding  or  the  void- 
ing of  large  quantities  of  urine  also  should 
alert  the  physician  to  the  possibility  of  ob- 
struction. The  small  infant  bladder  holds  only 
1  to  2  ounces,  and  if  the  child  voids  only  two 
to  three  times  a  day,  there  may  be  a  urologic 
problem. 

References 

1.  Campbell,  M.  F.:  Urology,  Philadelphia,  W.  B.  Saunders 
Co.,    1063. 

2.  Carlton,  C  E.,  Jr.,  and  Scott,  R.  J..  Jr.:  Incidence 
of  Urological  Anomalies  in  Association  with  Major 
Nonurological  Anomalies,  J  Urol  84:43,  1960. 

3.  Wyker,  A.  W.:  How  do  Physicians  in  a  General  Hos- 
pital Investigate  Pyuria?  Virginia  Med  Month  90:489, 
1963. 

4.  France,  N.  E.  and  Back.  E.  H.:  Neonatal  Ascites  Asso- 
ciated with  Urethral  Obstruction,  Arch  Dis  Child 
29:565,    1954. 

5.  Potter,  E.  L.:  Bilateral  Absence  of  Ureters  and  Kid- 
neys,   Obstet   &    Gynec    25:3,    1965. 

6.  Hilson,  D.:  Malformation  of  Ears  as  Sign  of  Malforma- 
tion of  Genitourinary  Tract,  Brit  J  Med  2:785,  1957. 

7.  Alport,  A.  C:  Hereditary  Familial  Haemorrhagic 
Nephritis,   Brit   Med   J   1:504,    1927. 

8.  Bourne,  G.  L.,  and  Benirschke,  K.:  Absent  Umbilical 
Artery:  A  Review  of  113  Cases,  Arch  Dis  Child  35:534, 
1960. 

9.  Faierman,  E.:  The  Significance  of  One  Umbilical  Ar- 
tery,   Arch    Dis    Child    35:285,    1960. 


500 


NORTH  CAROLINA  MEDICAL  JOURNAL 


December,  1968 


10.  Landing,  B.  H.:  Amnion  Nodosum:  A  Lesion  of  the 
Placenta  Apparently  Associated  with  Deficient  Secre- 
tion of  Fetal  Urine,  Amer  J  Obstet  Gynec  60:1339, 
1950. 

11.  Scott,  J.  S.  and  Bain,  A.  D.:  Amnion  Nodosum,  Proc 
Roy  Soc  Med  51:512,   1958. 

12.  Felton,  L.  M.:  Should  Intravenous  Pyelography  be  a 
Routine  Procedure  for  Children  with  Cryptorchism  or 
Hypospadias?   J   Urol   81:335,    1959. 

13.  Nicolai,  C.  H.:  Anorectal  Malformations  and  Asso- 
ciated Urinary  Fistulas:  Report  of  100  cases,  J  Urol  78: 
487,    1957. 

14.  Miller,  N.  F„  and  Stout,  W.:  Congenital  Absence  of 
the  Vagina,  Obstet  Gynec  9:48,   1957. 

15.  Bryan  A.  L.,  and  Counseller,  V.   S.:   One-hundred  Cases 


of    Congenital    Absence    of    the    Vagina,    Surg     Gynec 
Obstet  88:79,  1949. 

16.  Reinhold,  J.  D.  L.,  Neumark,  E.,  Lightwood,  R.,  and 
Carter  C.  O.:  Familial  Hypoplastic  Anemia  with  Con- 
genital Abnormalities  (Fanconi's  Syndrome),  Blood 
7:915,    1952. 

17.  Mehrizi,  A.:  Congenital  Malformation  of  the  Heart 
Associated  with  Congenital  Anomalies  of  the  Urinary 
tract.  J  Ped.   61:582,   1962. 

18.  Melicow,  M.  M.  and  Uson,  A.  C:  Palpable  Abdominal 
Masses  in  Infants  and  Children:  A  Report  Based  on 
a  Review  og  653  Cases.  J.   Urol.  81:705,  1959. 

19.  Bodian,  M.,  Black,  J.  A.,  Kobayshi,  N.,  Lake  B.  D.  and 
Shuler,  S.  E.:  Recurrent  Haematuria  in  Childhood. 
Quart.  J.  Med.  34:359,   1965. 


Veterans  Administration  Medical  Program  in  North  Carolina 

William  A.  Boice,  M.D.* 


History 

The  first  veterans'  benefit  on  record  in 
America  is  one  enacted  by  the  Pilgrims  of 
Plymouth  Colony  in  1636,  which  provided 
that  any  soldier  injured  in  defense  of  the 
colony  "shall  be  maintained  competently  by 
the  colony  during  his  life."  One  of  the  first 
steps  taken  by  the  First  Congress  of  the 
United  States  was  to  pass  a  federal  pension 
law. 

By  1819  the  pension  load  had  become  so 
great  that  Congress  gave  up  all  control  over 
the  pensions.  The  Secretary  of  War  was 
given  full  power  to  place  persons  on  the 
rolls.  Various  changes  were  made  until  in 
1849  the  Pension  Office  was  placed  in  the 
newly  created  Department  of  the  Interior, 
where  it  remained  until  1930,  when  it  was 
finally  consolidated  into  the  Veterans  Ad- 
ministration, which  was  formed  in  that  year. 

Medical  care  for  veterans  began  early  in 
1861,  when  a  Sanitary  Commission  was  ap- 
pointed to  look  into  the  health  conditions  of 
Union  soldiers.  A  sort  of  "hometown"  medi- 
cal program  worked  well  during  the  war  but 
was  inadequate  during  and  following  demo- 
bilization. In  March  1865  Congress  formed 
a  National  Home  for  Disabled  Volunteer 
Soldiers,  actually  a  number  of  homes  in  var- 
ious parts  of  the  country.  This  was  also  in- 
corporated into  the  VA  in  1930. 

Following  the  entry  of  the  United  States 
into  World  War  I,  Congress  created  an  en- 
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tire  new  system  of  veterans'  benefits  for 
those  who  served  in  that  war.  A  number  of 
agencies  were  involved,  and  in  August,  1921 
the  Veterans  Bureau  was  created ;  and  it 
took  over  the  Bureau  of  War  Risk  Insurance, 
Vocational  Education,  and  the  work  the 
Public  Health  Service  had  been  doing  with 
physical  examinations  and  the  care  and 
treatment  of  veterans. 

Finally  on  July  3,  1930,  Congress  passed 
a  law  consolidating  all  government  activi- 
ties affecting  war  veterans. 

During  the  demobilization  of  1945-1946, 
the  78th  Congress  passed  the  G.  I.  Bill  of 
Rights.  This  covered  compensation  and  pen- 
sion and  medical  care;  also  government 
loans  for  houses,  farms,  and  business ;  and 
education  and  training.  In  North  Carolina 
alone,  over  225,000  veterans  have  taken  part 
in  the  educational  program.  The  VA  spent 
$153,000,000  in  North  Carolina  last  year.  Al- 
though the  veterans'  educational  program 
has  cost  14  billion  dollars,  it  is  estimated 
that  the  treasury  has  recovered  from  these 
same  people  almost  twice  this  amount  in 
income  tax  alone. 

Additional  measures  have  been  passed  by 
Congress  to  update  and  broaden  the  benefits 
offered  to  veterans  of  the  post-Korean  era 
and  now  of  the  Viet  Nam  era. 

Present  Scope  of  the  VA 

The  VA  employs  4%  of  all  the  doctors  in 
the  United  States  and  is  the  largest  employer 
of  nurses,  clinical  and  counseling  psycholo- 
gists, dietitians,  medical  and  psychiatric  so- 
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cial  workers,  physical  therapists,  and  occu- 
pational therapists. 

VA  policy  has  established  a  level  of  125,- 
000  authorized  hospital  beds.  The  policy 
gives  the  VA  the  right  to  convert  hospital 
beds,  and  even  entire  hospitals,  from  one 
type  of  use  to  another,  in  keeping  with  the 
changing  needs  of  veterans  and  in  keeping 
with  regional  changes  in  the  population  of 
veterans.  For  example,  since  tuberculosis 
is  on  the  decline  in  America  owing  to  re- 
search and  newer  treatments,  the  VA  has 
redesignated  13  tuberculosis  hospitals  to 
general  medicine  and  surgery.  This  has 
meant  a  gain  of  6,000  beds,  or  the  equivalent 
of  12  entire  500-bed  hospitals. 

Admission  to  hospitals  follows  a  firm 
priority  system:  First — veterans  with  serv- 
ice-connected disabilities;  second — if  beds 
are  available,  veterans  with  non-service-con- 
nected ailments  who  are  unable  to  pay  for 
private  care  may  be  admitted.  These  vet- 
erans must  sign  a  statement  of  inability  to 
pay  and  submit  a  record  of  their  assets  and 
liabilities. 

The  most  recent  complete  figures  for  all 
veterans'  hospitals  are  for  1966.  These 
showed  the  distribution  of  patients  as  fol- 
lows: (a)  39%  have  service-connected  dis- 
abilities; (b)  35%  have  chronic  long-term 
ailments  (tuberculosis,  mental  illness,  and 
the  like)  ;  (c)  13%  are  being  treated  for 
non-service-connected  conditions  but  are 
drawing  VA  pensions,  indicating  a  low  out- 
side income;  (d)  13%  are  being  treated  for 
non-service-connected  illness,  are  unable  to 
afford  private  care,  and  are  presumed  to  be 
non-chronic,  short-term  cases. 

In  spite  of  the  obvious  extent  of  the  VA, 
it  has  only  7%  of  the  total  federal  civilian 
employees;  and  one  out  of  11  of  these  em- 
ployees is  a  handicapped  person. 

The  Situation  in  North  Carolina 
There  are  505,000  veterans  in  North  Caro- 
lina, distributed  as  in  the  general  popula- 
tion. As  of  September  7,  1967,  the  VA  had 
6,680  educational  trainees  in  North  Caro- 
lina, of  whom  4,738  were  veterans  and  serv- 
icemen at  college  level,  and  1,860  were  vet- 
erans and  servicemen  below  college  level. 
The  Vocational  Counseling  Training  and  Ad- 


justment Unit  provides  services  to  175  vet- 
erans and  war  orphans  and  visits  50  dis- 
abled veterans  each  month ;  it  also  visits  and 
conducts  compliance  surveys  of  175  educa- 
tional institutions  each  year. 

Disability  compensation  and  pension  cases 
as  of  August  20,  1967  numbered  67,309;  of 
these  20,536  are  World  War  I  veterans, 
36,782  are  World  War  II  veterans,  and 
5,463  are  Korean  conflict  veterans. 

VA  Medicine 

VA  now  operates  165  hospitals  and  200 
outpatient  clinics  for  the  care  of  the  ill  and 
disabled  veterans.  On  an  average  day,  its 
patient  load  is  approximately  115,000.  Dur- 
ing a  year's  time,  the  VA  admits  more  than 
one-half  million  veterans  to  its  hospitals. 

The  VA  aims,  whenever  possible,  to  get  a 
veteran  back  into  his  community  as  a  useful 
citizen.  A  veteran  may  receive  acute  or  long- 
term  care,  nursing  home  care,  or  domiciliary 
care,  depending  on  his  needs  at  a  given  time. 
The  restoration  center  concept  is  a  recent 
addition  to  our  domiciliary  program.  A 
therapeutic  environment  in  which  a  team 
of  doctors,  nurses,  social  workers,  therapists, 
psychologists,  and  rehabilitation  experts 
working  closely  with  the  community  help 
those  who  no  longer  need  hospital  care  ad- 
just to  life  outside  the  hospital.  The  range 
of  services  has  been  extended  into  the  com- 
munity through  the  outpatient  clinics  and 
special  programs  that  have  been  developed 
to  help  the  newly  discharged  veterans  ad- 
just to  community  living.  Types  of  service 
are: 

1.  The  Half-way  House — where  patients  re- 
turning to  the  community  can  live  together, 
gaining  confidence  one  from  the  other  to 
face  the  world. 

2.  The  Foster  Home  Program — where  vet- 
erans have  an  opportunity  to  live  in  the 
homes  of  private  families. 

3.  The  Vocational  Placement  Sheltered 
Work  Program — which  provides  an  oppor- 
tunity for  the  individual  to  redevelop  some 
of  his  work  skills  and  habits  and  assists  him 
in  finding  levels  of  work  appropriate  with 
his  capabilities. 

4.  Day  Care  Centers  which  provide  plan- 
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ned  daily  activities  designed  to  help  the  in- 
dividual remain  in  the  community. 

Facilities  in  the  State 

There  are  at  present  four  VA  hospitals  in 
the  State  of  North  Carolina : 

1.  VA  Hospital,  Salisbury — 981  beds — now 
pointing  toward  General  Medical  and  Sur- 
gical status,  has  approximately  200  beds  now 
available  for  patients  so  classified.  The  hos- 
pital is  developing  an  intensive  care  unit,  a 
blood  bank,  and  other  facilities  necessary 
for  accreditation  by  the  Joint  Commission. 

2.  VA  Hospital,  Fayetteville— 390  beds  in 
GM  &  S. 

3.  Durham  VA  Hospital — 489  beds — is  as- 
sociated with  Duke  Medical  School  in  teach- 
ing and  training  programs. 

4.  Oteen  VA  Hospital — 672  beds — now 
classed  as  a  General  Medical  and  Surgical 
Hospital.  It  is  completely  modern  in  every 
way.  One  hundred  forty  beds  of  the  old  hos- 
pital are  still  being  used  for  long-term 
chronic  cases. 

The  Outpatient  Clinic  in  Winston-Salem 
is  the  only  one  in  the  state,  and  is  now 
under  the  administrative  jurisdiction  of  the 
VA  Hospital  in  Salisbury.  The  Regional  Of- 
fice, also  in  Winston-Salem,  is  under  the 
jurisdiction  of  the  Department  of  Veterans 
Benefits  and  has  a  number  of  divisions,  in- 
cluding Contact,  Loan,  Legal,  Adjudication, 
and  Training. 

The  functions  of  the  Outpatient  Clinic 
include: 

1.  The  outpatient  treatment  of  service- 
connected  disabilities. 

2.  Overseeing  the  hometown  medical  care 
of  veterans  under  the  I.D.  program,  which 
again  covers  only  service-connected  disabili- 
ties. 

3.  Furnishing  medication  prescribed  by 
the  veteran's  local  doctor. 

4.  Conducting  examinations  for  pension, 
compensation,  and  insurance,   as  requested. 

5.  Providing  dental  examinations  and  care. 
Many  veterans  with  chronic  and  relatively 

stable  conditions  are  seen  and  cared  for  by 
the  staff  physicians  in  the  Outpatient  Clinic. 
Efforts  are  made  to  see  most  of  these  vet- 
erans   at    intervals    of    approximately    six 


months,  though  the  visits  may  be  more  often 
or  less  frequent,  depending  on  the  judgment 
of  the  examining  physician. 

The  I.D.  card  system  has  been  in  opera- 
tion since  July  1,  1967.  It  replaces  the  long- 
term  authority  for  local  treatment  which 
formerly  required  individual  authorization 
for  a  veteran  to  see  a  certain  doctor  a  cer- 
tain number  of  times  per  year.  The  I.D.  card 
may  be  used  to  see  any  doctor  or  number 
of  doctors,  with  certain  reservations.  It  is  is- 
sued only  for  the  treatment  of  service-con- 
nected conditions,  and  it  is  not  issued  auto- 
matically to  every  veteran,  being  limited  to 
those  who  have  been  examined  and  found  in 
need  of  treatment  which  cannot  be  provided 
by  a  VA  outpatient  clinic  or  any  other  VA 
facility. 

If  the  charges  by  a  physician  do  not  ex- 
ceed $30  per  month,  the  bill  can  be  submitted 
on  the  doctor's  usual  billhead,  listing  the 
name  of  the  veteran,  his  claim  number,  and 
the  service-connected  condition  for  which  he 
was  treated.  If  the  bill  exceeds  $30  in  a 
given  month,  a  short  resume  of  the  condi- 
tions necessitating  the  additional  charge  is 
required.  If  the  charges  consistently  exceed 
$30  per  month  prior  approval  from  the  Clinic 
Director  must  be  obtained  for  the  treatments 
which  are  planned.  Regulations  further  pro- 
vide for  a  review  of  the  treatment  and  the 
progress  the  veteran  is  making.  This  may 
be  accomplished  by  a  phone  call  to  the  doc- 
tor, by  an  exchange  of  letters,  or  by  an  ex- 
amination in  the  Outpatient  Clinic,  where 
a  panel  of  doctors  will  examine  the  veteran 
and  trive  recommendations  as  to  the  neces- 
sity for  and  the  type  of  further  treatment. 
Preliminary  reports  coming  from  the  Cen- 
tral Office  are  optimistic  concerning  the  sav- 
ing in  time,  paper  work,  and  money  as  a  re- 
sult of  the  I.D.  Card  Program. 

The  Pharmacy  is  one  of  our  busy  units. 
Four  full-time  registered  pharmacists  are 
employed,  as  well  as  other  ancillary  per- 
sonnel. Approximately  500  prescriptions  are 
received,  filled,  and  mailed  out  each  day  to 
veterans  around  the  state  for  the  treatment 
of  service-connected  conditions.  Prescrip- 
tions may  be  filled  for  only  one  month's  sup- 
ply of  a  drug  at  one  time,  and  no  more  than 
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five  refills  are  allowed;  so  that  the  veteran 
must  be  seen  by  a  doctor  at  least  every  six 
months  if  he  is  to  continue  on  a  long-term 
medical  treatment.  In  the  event  of  an  emer- 
gency, the  local  doctor  may  give  the  veteran 
a  prescription  which  may  be  filled  in  a  local 
pharmacy  on  the  certification  of  the  doctor. 

Examinations  for  pension,  compensation, 
and  insurance  are  requested  by  the  Adjudi- 
cation Division  of  the  Regional  Office.  These 
may  be  original  examinations,  as  in  the  case 
of  the  veterans  now  coming  back  from  duty 
in  Viet  Nam,  who  now  number  50,000  per 
year.  (Two  percent  are  from  North  Caro- 
lina— 1,100  new  veterans  in  our  state  each 
year!)  Or  they  may  be  examinations  sched- 
uled at  regular  intervals  by  the  Rating  Board 
to  determine  whether  a  condition  is  improv- 
ing, in  which  case  compensation  could  be 
decreased;  or  is  stable,  in  which  case  there 
would  be  no  charge ;  or  is  regressing,  in 
which  case  the  veteran's  compensation  might 
be  raised. 

It  is  possible  for  the  veteran  to  ask  that 
his  case  be  reviewed  if  he  feels  that  his  con- 
dition is  worsening.  This  he  does  by  letter 
or  visit  to  the  Contact  Division  of  the  Reg- 
ional Office,  stating  his  case,  after  which 
an  examination  is  scheduled,  all  new  evi- 
dence is  studied,  and  the  Rating  Board  then 
makes  its  decision.  Insurance  examinations 
are  also  done  for  Veterans'  Insurance,  but 
we  are  not  authorized  to  do  examinations 
for  Medicare,  Social  Security,  or  the  routine 
yearly  physicals  for  retirees. 

The  Dental  Department's  primary  concern 
is  for  the  veterans  with  service-connected 
dental  problems ;  i.e.,  gunshot  wounds  and 
other  injuries  to  teeth  and  jaws.  Certain 
conditions  may  be  held  to  require  dental  care 
on  an  adjunct  basis.  These  include  ulcers 
of  the  stomach,  diabetes,  gunshot  wounds  of 
the  stomach  and  intestines ;  and  in  some 
cases  of  arthritis,  removal  of  foci  of  infec- 
tion. In  these  adjunct  cases,  treatment  is 
generally  on  a  one-time  basis  for  a  specific 
purpose,  and  the  veteran  in  such  cases  is  not 
entitled  to  dental  care  indefinitely. 

In  addition  to  the  facilities  just  mentioned, 
the  Winston-Salem  office  has  consultant 
clinics    in   these   specialties:    Orthopedics — 


amputees,  EENT,  neurology,  gastroenter- 
ology, cardiology,  diabetes,  dermatology,  and 
multiple  sclerosis. 

The  Prosthetics  Division  works  closely 
with  the  specialty  clinics  and  can  provide 
items  ranging  from  wheelchairs,  glass  eyes, 
and  elastic  stockings,  to  a  motorized  mat- 
tress. 

Our  Social  Work  Service  department  has 
representatives  who  cover  the  entire  state, 
visiting  veterans  who  are  unable  to  travel. 
These  visits  are  to  assess  the  treatment  the 
veteran  is  receiving,  to  survey  the  home  and 
family  situation,  and  to  make  recommenda- 
tions, whenever  indicated. 

We  have  a  Visual  Impairment  Team  which 
consists  of  an  eye  specialist,  a  staff  physi- 
cian, a  social  worker,  the  head  of  the  Pros- 
thetics division,  the  chief  nurse,  the  head 
of  the  Processing  Division,  a  representative 
from  the  Contact  Division,  and  the  Assistant 
Clinic  Director.  This  team  is  required  to  see 
each  blind  veteran  once  a  year;  to  conduct 
eye  and  general  medical  examinations;  to 
be  sure  the  veteran  is  aware  of  all  of  his 
benefits  and  to  see  that  he  has  all  of  the 
aids  for  the  blind  which  are  now  available; 
and  to  make  recommendations  as  to  his  re- 
habilitation, training,  and  'or  further  medi- 
cal or  surgical  treatment.  In  the  past  month, 
one  veteran  has  been  referred  to  the  Blind 
Rehabilitation  Center  at  Hines,  Illinois;  and 
one  was  sent  to  the  State  Center  at  Butner. 

Procedures 
Physicians  may  be  concerned  about  the 
proper  procedure  to  follow  if  they  are  see- 
ing a  veteran  who  does  not  seem  to  be  doing 
as  well  as  they  would  like,  or  about  the 
proper  course  to  follow  in  an  emergency. 
Let  me  repeat  that  outpatient  treatment  is 
authorized  only  for  service-connected  con- 
ditions, and  these  are  listed  on  the  veteran's 
I.D.  card.  This  card  does  not  cover  inpa- 
tient care.  If  any  doctor  is  concerned  about 
a  patient's  condition,  a  call  to  the  Outpatient 
Clinic  office  will  be  welcome  and  the  proper 
disposition  of  the  case  will  be  discussed. 
Perhaps  the  veteran  will  be  asked  to  visit 
the  clinic  for  a  consultation  with  one  of  our 
staff  physicians,  or  he  may  be  scheduled 
for   one   of  the   specialty   clinics,   following 
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which   recommendations   will   be   made  and 
the  attending  physician  kept  informed. 

In  an  emergency  requiring  hospitalization, 
every  effort  should  be  made  to  get  the  vet- 
eran to  a  VA  hospital,  if  travel  will  not 
jeopardize  his  condition.  A  personal  phone 
call  to  the  hospital  by  the  attending  physi- 
cian will  facilitate  the  admission.  Some  doc- 
tors think  we  are  dodging  responsibility 
when  we  ask  them  to  make  the  call ;  how- 
ever, the  patient's  personal  physician  is  bet- 
ter able  to  describe  the  situation  to  the  ad- 
mitting officer  than  is  someone  who  is  not 
familiar  with  the  case.  If  in  the  physician's 
judgment  there  is  not  enough  time  or  con- 
ditions do  not  allow  transportation  to  the 
nearest  VA  hospital,  admission  to  a  private 
hospital  may  be  allowed  for  a  service-con- 
nected condition.  In  these  cases,  the  Outpa- 
tient Clinic  office  should  be  notified  within 
72  hours.  Failure  to  do  this  may  make  the 
difference  between  settlement  by  the  VA 
and  the  veteran's  having  to  accept  respon- 
sibility for  the  entire  hospitalization.  When 
emergency  hospitalization  is  authorized,  the 
patient  must  be  transferred  to  a  VA  hos- 
pital as  soon  as  he  can  be  moved  by  ambu- 
lance, unless  in  his  physician's  opinion  he 
will  be  discharged  within  a  day  or  two. 

The  VA  and  Our  Aging  Population 
A  total  of  two  million  three  hundred  thou- 
sand veterans  are  now  aged  65  years  or  old- 
er. By  1995  this  group  will  number  8.8  mil- 
lion and  will  be  largely  World  War  II  vet- 
erans. It  is  estimated  that  only  263,000 
World  War  II  veterans  will  be  under  65  by 
the  end  of  the  present  century. 

Today  the  average  World  War  I  veteran 
is  between  71  and  72  years  of  age,  and  the 
average  World  War  II  veteran  is  48.  The 
average  age  of  patients  now  in  VA  hospitals 
is  56. 

The  rising  age  of  the  veterans  will  result 
in  a  rising  demand  for  the  two  major  VA 
benefits  for  the  disabled :  pensions  and  com- 
pensations. The  compensation  program  is 
designed  for  ex-servicemen  who  were  dis- 
abled in  the  military  service,  or  whose  dis- 
abilities were  aggravated  by  such  service. 
The  level  of  income  does  affect  eligibility 
for  pension,  and  by  far- the  largest  number 


of  veterans  receiving  pensions  are  disabled 
because  of  age.  More  than  1,200,000  dis- 
abled veterans  are  drawing  pensions,  most 
of  them  World  War  I  veterans  past  65  years 
of  age.  The  pension  program  will  reach  its 
peak  near  the  end  of  this  century,  when  the 
average  World  War  II  veteran  will  be  past 
65  and  can  qualify  for  a  pension. 

The  older  veteran  who  needs  hospitaliza- 
tion for  an  ailment  that  is  not  service  con- 
nected will,  if  otherwise  qualified,  be  ad- 
mitted to  a  VA  hospital  on  a  space-available 
basis. 

VA  Contributions 

There  are  three  major  ways  in  which  the 
VA  program  of  medical  care  is  making  a 
significant  contribution  toward  the  overall 
national  effort  for  our  aging  population. 
First,  in  the  percentage  of  older  patients : 
more  than  30%  of  the  115,000  patients  now 
in  VA  hospitals  are  65  years  of  age  or  over. 
This  percentage  is  expected  to  increase  in 
the  years  ahead.  Second,  many  of  these  ag- 
ing patients  would,  if  no  VA  hospital  facili- 
ties were  available,  require  hospital  care 
from  local  or  state  welfare  funds ;  third,  in 
dealing  with  so  many  older  veterans,  the 
Veterans  Administration  has  developed  new 
surgical  and  medical  skills  and  procedures 
of  great  benefit  to  all  persons  who  suffer 
geriatric  afflictions,  and  the  VA  has  passed 
this  knowledge  on  through  its  affiliation 
with  medical  schools  and  by  other  methods. 

VA  believes  that  when  the  need  for  hos- 
pital treatment  or  domiciliary  care  has  been 
met,  veterans  are  better  off  in  their  own 
homes  or  in  a  community  facility  near 
friends,  whenever  possible.  Many  older  vet- 
erans can  return  to  their  own  communities 
if  help  is  given  in  planning  toward  this  end. 

The  problem  of  long-term  care  is  being 
attacked  within  the  present  hospital  system 
through  increased  emphasis  on  rehabilitation 
techniques.  This  includes  orientation  of  staff 
personnel  to  the  responsibility  of  helping 
patients  help  themselves.  The  program  seeks 
to  foster  independence  and  individual  re- 
sponsibility in  the  patient,  and  speed  restora- 
tion to  his  home  and  community. 

For  those  older  veterans  who  no  longer 
need  hospitalization  but  for  whom  return  to 
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independent  living  in  the  community  is  not 
possible,  VA  has  developed  various  levels 
of  outplacement  through  collaborative  plan- 
ning with  a  wide  variety  of  community  agen- 
cies. Outplacement  is  geared  to  one  major 
criterion:  that  the  needs  of  the  individual 
veteran,  including  medical,  physical,  psycho- 
logical, and  social,  are  met  fully. 

Other  older  and  disabled  veterans  are  in 
VA  domiciliaries  where  planned  programs 
help  them  to  build  meaningful,  purposeful 
lives  in  keeping  with  their  capabilities  in  a 
sheltered  environment. 

Research  in  aging 

Each  year  research  in  aging  has  taken  on 
increasing  significance  in  the  medical  pro- 
gram of  the  VA.  The  VA  Medical  Research 
Program  has  several  thousand  research 
projects,  a  large  number  of  which  involve 
some  aspect  of  aging.  Several  hundred  proj- 
ects are  devoted  solely  to  research  on  aging. 

Medical  research  in  the  VA  largely  in- 
volves the  pathologic  conditions  which  in- 
crease in  frequency  with  age — coronary 
heart  disease,  cerebral  vascular  accidents, 
hypertension,  cancer,  and  glaucoma  are  ex- 
amples. 

Research  findings  are  continuously 
screened  to  determine  if  and  how  results 
can  be  applied  to  medical  and  psychological 
problems  of  the  aging.  Of  all  the  possessions 
of  mankind,  human  life  is  the  most  precious. 
Through  research — both  basic  and  applied — 
the  ways  of  enriching,  as  well  as  extending, 
the  lives  of  older  veterans  are  being  dis- 
covered. 

Because  of  the  increasing  concentration  of 
older  veterans  in  VA  hospitals,  the  VA  Medi- 
cal Research  Program  is  afforded  a  unique 
laboratory  for  research  in  aging  and  takes 
a  leading  role  in  probing  for  solutions  to 
problems  of  an  aging  population  which  in- 
creasingly confront  the  nation  as  a  whole. 

America's  Veterans 

There  are  21.6  million  war  veterans  living 
today.  Almost  nine  out  of  every  ten  are  mar- 
ried. With  their  families  and  the  surviving 
dependents  of  deceased  veterans  they  com- 
prise 43%  of  the  U.  S.  population. 

Seven    out    of    every    ten— 14,960,000— 


served  in  World  War  II.  They  average  46 
years  of  age. 

More  than  5,700,000  (average  age  36 
years)  served  during  the  Korean  conflict. 
About  1.2  million  of  them  are  "double  duty" 
veterans,  having  served  both  in  World  War 
II  and  in  Korea. 

Two  million  one  hundred  thousand  (aver- 
age age  almost  71  years)  served  in  World 
War  I. 

Spanish-American  War  veterans  (average 
age  87  years)  number  about  15,000.  Seven 
veterans — in  their  90s — served  in  the  Indian 
Wars. 

About  30  million  persons  have  served  in 
the  U.  S.  Armed  Forces  during  the  nation's 
wars,  from  the  Revolutionary  War  through 
the  Korean  conflict.  Of  this  number,  nearly 
one  million  gave  their  lives  in  service,  and 
additional  millions  were  wounded  or  dis- 
abled. 

The  last  Revolutionary  War  veteran  died 
85  years  after  it  officially  ended;  the  last 
War  of  1812  veteran  lived  90  years  after  it 
ended;  the  last  Mexican  War  veteran  sur- 
vived for  81  years  after  that  war  ended; 
and  the  last  Civil  War  veterans,  Union  and 
Confederate,  lived  90  and  93  years,  respec- 
tively, after  the  end  of  that  war. 

Since  World  War  I,  the  total  number  of 
living  war  veterans  has  never  fallen  below 
4.2  million.  There  were  more  veterans  in 
1958  (22.7  million)  than  at  any  other  time. 
Since  the  Civil  War,  the  veteran  population 
has  remained  above  one  million  except  for 
the  years  between  1910  and  the  end  of  World 
War  I. 

Since  World  War  II,  one  out  of  every  five 
persons  aged  18  years  or  more  has  been  a 
veteran.  In  1915,  only  1%  of  the  total  civilian 
population  aged  18  years  or  more  were  vet- 
erans. Before  World  War  II,  the  peak  vet- 
eran-non-veteran ratio  was  reached  right 
after  the  Civil  War,  about  1  to  12. 

Projection  of  veteran  population 

Veterans  will  be  a  significant  group  for 
many  years,  but  aging  will  work  great 
changes  in  the  composition  of  this  popula- 
tion. The  veteran  population  will  stay  above 
20  million  for  the  next  seven  to  eight  years. 
It  will  drop  to  11  million  around  1996  and 
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exceed  2  million  in  the  year  2014;  by  then 
all  veterans  now  living  will  be  at  least  75 
years  old. 

The  last  Spanish-American  War  veteran 
will  live  for  another  20  years ;  the  last  World 
War  I  veteran  has  about  45  years  left.  There 
may  be  a  few  World  War  II  veterans  draw- 
ing VA  benefits  70  years  from  today.  By  the 
year  2040,  our  present  veteran  population 
will  have  dwindled  to  about  a  thousand 
Korean  conflict  survivors. 

Status  of  Veterans  in  America 

The  President  of  the  United  States  is  a 
veteran.  So  are  53  Senators  and  282  mem- 
bers of  the  House  of  Representatives.  But 
individual  achievements  do  not  measure  the 
total  contribution  of  veterans  to  America. 
How  have  veterans,  in  general,  fared  in 
America?  Very  well,  thanks  in  good  part  to 
the  wise  use  they  have  made  of  veterans' 
benefits. 

Nearly  all  veterans  are  employed. 

In  the  nation's  male  labor  force,  4  out  of 
every  10  workers  are  veterans.  The  more 
than  20,000,000  employed  veterans  have  a 
total  income  of  about  $125  billion  a  year. 
Most  of  the  veterans  not  at  work  are  out  of 


the  labor  market  by  choice;  they  are  stu- 
dents, retired  persons,  and  the  like. 

A  good  idea  of  the  advances  made  by 
veterans  can  be  seen  from  taking  a  look  at 
the  average  World  War  II  GI.  He  is  46  years 
old,  married,  with  two  children  still  living  at 
home,  has  an  annual  income  of  $6,000,  and, 
if  he  purchased  it  under  the  GI  Bill's  home 
loan  guaranty  plan — is  living  in  a  house 
costing  $14,500. 

The  employment  record  is  outstandingly 
good,  with  between  97  and  98  percent  of 
employable  World  War  II  veterans  at  work. 
Most  are  in  some  phase  of  manufacturing, 
with  trade,  transport,  and  construction  fol- 
lowing in  that  order.  Five  percent  live  on 
farms  and  follow  some  branch  of  agricul- 
ture or  animal  husbandry. 

The  reasons  for  this  fine  record?  Well,  ac- 
cording to  the  VA  Administrator :  "The 
settled  character  of  the  average  ex-GI  and 
the  stability  that  is  in  such  marked  contrast 
with  the  unrest  all  too  common  among  vet- 
erans in  some  other  nations  is,  I  believe,  due 
in  large  measure  to  the  veterans  benefits 
laws  passed  by  Congress. 

These  laws,  which  expressed  the  will  of 
the  American  people,  were  designed  to  aid 
and  speed  the  assimilation  of  the  service- 
man into  civilian  ranks  and  community  life." 


If,  after  the  first  bleeding  [for  acute  continual  fever],  the  fever  should  rise,  and  the 
pulse  become  more  frequent  and  hard,  there  will  be  a  necessity  for  repeating  it  a  second, 
and  perhaps  a  third,  or  even  a  fourth  time,  which  may  be  done  at  the  distance  of  twelve, 
eighteen,  or  twenty-four  hours  from  each  other,  as  the  symptoms  require.  During  the  time 
bleedings  are  employed,  brisk  purging  with  glauber  salts  should  not  be  omitted.— William 
Buchan:  Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by 
Regimen  and  Simple  Medicines,  etc.,  Philadelphia.  Richard  Folwell,  1799,  p.  121. 
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Face  and  Brow  Presentations 

G.  N.  Copeland,  Jr.,  M.D.,  F.  I.  Nicks,  Jr.,  M.D.,  and  A.  C.  Christakos,  M.D. 


Face  and  brow  presentations  are  so  in- 
frequent that  one  practitioner  rarely  gathers 
enough  personal  experience  with  the  prob- 
lem to  allow  him  to  formulate  a  satisfactory 
method  of  management.  With  this  in  mind, 
the  experience  with  face  and  brow  presenta- 
tions at  Duke  University  Medical  Center  be- 
tween the  years  of  1952  and  1967  was  re- 
viewed. The  charts  of  the  infants  were  also 
reviewed. 

The  incidence  of  face  presentation  as  re- 
ported by  various  authors  ranges  between 
0.12%  and  0.54%,  or  from  1:800  to  1:183 
deliveries.13'8  The  incidence  of  brow  presen- 
tation is  reported  to  be  0.03  %,  or  1 :3300  de- 
liveries.2 The  corrected  perinatal  mortality 
varies  between  2.2%  and  19.6%.1  The  in- 
cidence is  said  to  be  higher  in  the  Negro  and 
Chinese  races.3 

A  contracted  pelvis  and  multiparity  are 
the  only  maternal  predisposing  factors  con- 
sistently named  by  other  authors.'-'  Fetal 
causes  such  as  tumors  of  the  neck,  anen- 
cephaly,  and  prematurity  are  mentioned  by 
almost  every  writer  on  the  subject.4"7 

Material 
Among  21,166  babies  delivered  at  Duke 
Hospital  during  the  five-year  study  period, 
there  were  41  face  or  brow  presentations. 
Two  of  these  infants  were  anencephalic  mon- 
sters,   and   are   not   included    in    the    data. 

Table  1 

Racial  Composition  of  Group 

Overall  Obstetric 
Study  Group  Census 

White  14(36%)  39% 

Nomvhite  25(64%)  61% 

Among  the  remaining  39  cases  there  were 
35  face  presentations  (0.17%)  and  4  brow 
presentations  (0.02%).  Thirty-six  percent 
of  the  patients  were  white  and  64%  were 
nonwhite — essentially  the  same  as  the  39% 
ratio  of  white  to  61%  nonwhite  in  the  over- 
all obstetric  population  at  Duke.  The  pro- 


From    the    Department    of    Obstetrics    and    Gynecology, 
Duke  University  Medical  Center,  Durham,  N.  C.  27706. 


portion  of  mothers  with  a  parity  greater 
than  4  was  higher  and  the  proportion  of 
primigravidas  was  lower  in  the  study  group 
than  in  the  overall  obstetric  population.  No 
common  etiologic  factor  could  be  found  in 
this  small  group  of  patients.  In  the  39  cases 
there  were  7  perinatal   deaths,   one   infant 

Table   2 

Classification  of  Patients  by  Parity 

Overall  Obstetric 

Parity                Study  Group  Census 

0                             111  28%)  35% 

1-4                          19(49%)  50% 

>4                             9(23%)  15% 

suspected  of  having  Down's  syndrome,  and 
one  set  of  twins.  The  uncorrected  perinatal 
mortality  was  17.9%).  There  were  no  ma- 
ternal deaths. 

Method  of  Study 

To  formulate  a  method  of  management  of 
face  and  brow  presentation,  the  data  were 
specifically  analyzed  and  divided  into  four 
categories:  (1)  antepartum  factors,  (2)  con- 
duct of  labor,  (3)  method  of  delivery,  and 
(4)   other  factors. 

Antepartum  Factors 

In  only  one  of  the  39  cases  in  this  series 
was  the  extended  position  diagnosed  before 
the  onset  of  labor.  This  may  be  due  to  two 
basic  factors  (1)  the  determination  is  dif- 
ficult to  make  on  abdominal  examination 
only;  and,  (2)  the  head  may  not  become  hy- 
perextended  until  the  onset  of  labor.2-7  The 
diagnosis  of  face  or  brow  presentation  was 
made  on  admission  in  20  of  the  39  cases. 
One  was  diagnosed  as  breech  and  18  as  ver- 
tex presentation.  The  perinatal  mortality 
in  those  diagnosed  as  face  or  brow  presenta- 
tion on  admission  was  10%.  or  2  of  20.  Of 
the  remaining  infants,  5  died  during  the 
perinatal  period,  for  a  mortality  of  26.%...; 

Another  significant  factor  in  the  ante- 
partum management  of  face  and  brow  pres- 
entations is  the  accurate  evaluation  of  the 
size  and  the  shape  of  the  pelvis.  Twelve,  or 
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Table   3 
Type  of  Delivery  and  Birth  Weight 
2501  to 
<2500  gm  4000  gm  >4000  gm    Total 


Table  4 
Position  at  Delivery 


Birth    Weight 

Type  of  Delivery 
Easy  vaginal 
Hard  vaginal       —     - 
Cesarean  section    0 
Total  5 

Percent  of  Study      21% 
OB  Census  at  Duke   13% 

*PD— Perinatal   death 
**  A— Alive 


PD*  A**  PD*A** 

5        2        1       15 

1  3 
0        7 

2  25 
69% 
84% 


PD*  A**  PD* 
0       3       6 
0       1        1 


0       4 
10% 

3% 


A** 

20 

4 

8 

32 


30.8%,  of  the  39  mothers  were  recorded  as 
having  some  abnormality  in  clinical  or  x-ray 
pelvimetry. 

Five  mothers  had  smaller  than  normal 
(justo  minor)  pelvices,  4  had  android  pel- 
vices  or  android  tendencies,  two  had  anth- 
ropoid pelvices  or  anthropoid  tendencies,  and 
one  was  reported  as  having  an  asymmetrical 
inlet  on  Thorn's  pelvimetry.  One  of  the  pa- 
tients with  an  android-type  pelvis  had  a 
large  diastasis  recti  associated  with  separa- 
tion of  the  symphysis  pubis  and  sacroiliac 
joints.  Another  patient  with  a  justo  minor 
pelvis  had  Ollier's  disease  and  an  osteochon- 
droma of  the  sacrum  and  ilium.  A  third  pa- 
tient with  a  justo  minor  pelvis  had  leiomy- 
omata  uteri ;  it  had  been  17  years  since  her 
previous  delivery.  Seven  of  the  8  cesarean 
sections  in  the  study  group  fell  into  this 
category.  All  of  the  infants  fared  well  with 
the  exception  of  one  stillborn  weighing  595 
gm. 

Conduct  of  Labor 

The  single  most  important  factor  evident 
in  the  conduct  of  labor  proved  to  be  the  over- 
all duration  of  labor.  In  10  cases  labor  ex- 
ceeded 18  hours.  Fourteen  mothers  were  in 
labor  more  than  12  hours,  and  their  cases 
were  reviewed  as  a  group.  Five  of  the  7  peri- 
natal deaths — 1  antepartum,  2  intrapartum, 
and  2  neonatal — occurred  in  the  infants  of 
these  mothers.  Two  infants  tended  to  retain 
the  hyperextended  position  for  two  to  three 
months  after  delivery,  and  one  infant  was  re- 
ferred to  the  Cerebral  Palsy  Hospital  at  one 
year  of  age.  The  remaining  6  infants  were 
described  as  doing  well  at  their  last  pedia- 
tric follow-up  examination. 

Two  intrapartum  complications  occurred 


Mentum  anterior 

Mentum  posterior 

Mentum  transverse 

Brow 

Occiput-anterior  or  posterior 

Breech 

Not   recorded 

Total 


No.  Cases 

19 
8 
2 
2 
5 
2 
1 

39 


more  frequently  than  in  the  normal  obste- 
tric population.  Premature  rupture  of  the 
membranes  occurred  in  10  patients  and  pro- 
lapsed cord  occurred  in  4  patients. 

Method  of  Delivery 

In  reviewing  the  type  of  delivery  in  face 
and  brow  presentations,  the  cases  were  di- 
vided into  three  categories  as  follows:  (1) 
easy  vaginal  delivery — spontaneous,  low 
forceps,  or  delivery  after  manual  conver- 
sion; (2)  difficult  vaginal  delivery — after 
forceps  conversion  or  internal  podalic  ver- 
sion and  extraction;  and  (3)  cesarean  sec- 
tion. 

Twenty-six  of  the  deliveries  were  in  the 
first  category — "easy  vaginal  delivery." 
Five  of  these  infants  weighed  less  than 
2000  gm.  and  died  during  the  perinatal 
period.  Of  the  remaining  21,  one  died  dur- 
ing delivery.  This  case  is  discussed  later  in 
the  paper.  One  infant  was  suspected  of  hav- 
ing Down's  syndrome,  and  2  infants  tended 
to  retain  the  hyperextended  position  after 
delivery. 

Of  the  5  infants  in  the  second  category — 
"difficult  vaginal  delivery" — one  died  dur- 
ing delivery.  One  was  admitted  to  the  Cere- 
bral Palsy  Hospital,  and  3  were  normal  at 
their  last  pediatric  examination.  The  intra- 
partum death  represents  the  only  destructive 
procedure  performed  in  this  series  and  will 
be  discussed  later  in  relation  to  maturity. 
The  infant  admitted  to  the  Cerebral  Palsy 
Hospital  was  delivered  by  internal  podalic 
version  and  breech  extraction  after  exhibit- 
ing fetal  distress  and  after  failure  of  the 
Thorn  maneuver  and  of  a  Kielland  conver- 
sion from  the  right  mentum  transverse  posi- 
tion. Breathing  and  crying  time  were  re- 
corded as  8  minutes  and  20  minutes  respec- 
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tively.  Two  infants  were  delivered  by 
Kielland  flexion  and  extraction.  One,  weigh- 
ing 3050  gm,  manifested  respiratory  depres- 
sion at  birth.  This  infant  had  hyperbiliru- 
binemia requiring  five  exchange  transfu- 
sions; no  cause  was  found.  The  other  Kiel- 
land  conversion  and  extraction  was  employed 
in  the  patient  with  the  android  forepelvis, 
diaphysis  recti,  and  separation  of  the  sym- 
phisis pubis  and  sacroiliac  joints.  The  last  pa- 
tient in  this  category  was  delivered  by  in- 
ternal podalic  version  and  breech  extraction 
when  a  forelying  cord  was  palpated  at  full 
dilation. 

Eight  infants  were  delivered  by  cesarean 
section.  Indications  for  the  operation  were 
as  follows:  (1)  relative  cephalopelvic  dispro- 
portion with  failure  to  progress  in  labor  (5 
cases),  (2)  fetal  distress  (2  cases),  and  (3) 
absolute  cephalopelvic  disproportion  (1 
case) .  Five  of  these  mothers  were  in  labor 
for  more  than  12  hours,  2  of  them  for  more 
than  18  hours.  Seven  of  the  mothers  had 
pelvic  abnormalities. 

Six  patients  were  primigravidas.  Another, 
who  had  had  one  previous  pregnancy,  was 
the  patient  with  Ollier's  disease.  The  remain- 
ing patient  was  the  one  with  a  justo  minor 
pelvis  and  leiomyomata  uteri,  whose  last 
pregnancy  had  occurred  17  years  previously. 
There  were  no  perinatal  deaths  in  this  group. 
Four  infants  displayed  depressed  respiration 
at  birth,  and  one  infant  had  laryngeal  edema. 
All  8  infants  were  reported  to  be  progressing 
satisfactorily  at  their  last  pediatric  examina- 
tion. 

Other  Factors 

Perinatal  mortality  and  morbidity  were 
revealed  in  relationship  to  maturity.  The  five 
infants  who  weighed  less  than  2000  gm  failed 
to  survive  the  perinatal  period.  The  three 
infants  weighing  between  2000  and  2500 
grams  were  progressing  satisfactorily  at 
their  last  pediatric  examination,  as  long  as 
four  months  post  partum.  One  of  these  in- 
fants was  the  first  born  of  monozygotic 
twins.  Twenty-seven  infants  weighed  be- 
tween 2,500  and  4,000  gm.  Two  (7.0%)  rep- 
resent perinatal  deaths,  and  3  (11%)  repre- 
sent neonatal  morbidity. 


The  two  intrapartum  deaths  occurred  in 
this  group.  In  one  of  these  two  the  fetal  heart 
sounds  were  lost  after  18  hours  of  labor  and 
delivery  was  effected  by  a  destructive  pro- 
cedure after  31  hours  of  labor.  Autopsy 
failed  to  reveal  any  major  congenital  ab- 
normalities or  the  cause  of  death.  In  the 
second  infant  the  fetal  heart  sounds  were 
lost  after  eight  to  nine  hours  of  labor,  and 
the  infant  was  delivered  spontaneously  after 
14  hours  of  labor.  In  this  case  the  placenta 
was  bi-lobed,  and  the  cord  was  short  and 
tightly  wrapped  around  the  infant's  neck. 
Autopsy  revealed  no  major  fetal  abnormali- 
ties. 

One  infant  in  this  group  was  suspected 
of  having  Down's  syndrome;  one  infant 
tended  to  retain  the  hyperextended  position 
for  one  month  following  delivery,  and  one 
infant  was  admitted  to  the  Cerebral  Palsy 
Hospital  at  one  year  of  age.  There  were  four 
infants  weighing  more  than  4,000  gm.  All 
four  of  these  infants  were  living  and  well 
when  last  seen  nine  years  later. 

Eight  infants  were  diagnosed  as  having 
a  final  mentum  posterior  position.  Because 
of  the  known  difficulty  attending  a  persis- 
tent mentum  posterior  position,  these  charts 
were  reviewed  as  a  group.  Two  of  the  in- 
fants were  delivered  spontaneously  and  both 
were  immature,  weighing  765  gm  and  810 
gm.  One  infant  was  delivered  by  Kielland 
forceps  flexion  and  extraction,  and  was  do- 
ing well  at  3  years  of  age.  Five  of  the  in- 
fants in  a  persistent  mentum  posterior  posi- 
tion, all  of  whom  weighed  more  than  2,500 
gm,  were  delivered  by  cesarean  section. 

The  11  primigravidas  were  reviewed  in 
relation  to  the  method  of  delivery.  Six  under- 
went cesarean  section,  accounting  for  75% 
of  the  group.  Two  infants  in  this  group  were 
delivered  spontaneously,  one  weighing  810 
gm,  the  other  2,360  gm.  Two  infants  were 
delivered  by  low  forceps,  in  one  case  after 
manual  conversion  to  the  left  occipitoanter- 
ior position.  The  other  infant  was  the  one 
delivered  by  a  destructive  procedure  after  an 
intrapartum  death. 

Of  the  four  brow  presentations  in  this 
series,  2  infants  were  delivered  by  cesarean 
section  and  2  by  Kielland  flexion  and  ex- 
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traction.  These  infants  were  progressing  sat- 
isfactorily at  their  last  pediatric  examina- 
tion. 

Conclusions 
On  the  basis  of  39  patients,  few  conclu- 
sions can  be  made  about  the  etiology,  inci- 
dence, and  frequency  of  specific  complica- 
tions attending  face  and  brow  presentations. 
However,  a  few  guidelines  for  the  manage- 
ment of  prenatal  care  and  the  conduct  of 
labor  and  delivery  can  be  made. 

1.  More  attention  should  be  given  to  the 
position  of  the  fetus  in  the  prenatal  clinic. 

2.  More  accurate  diagnosis  should  be 
sought  on  admission  examinations. 

3.  Vaginal  deliveries  can  be  reasonably 
anticipated  in  all  patients  at  term  having 
an  adequate  pelvis ;  however,  extra  care 
should  be  taken  when  the  patient  is  a  primi- 
gravida. 

4.  It  would  seem  advisable  to  limit  labor 
to  less  than  12  hours. 

5.  Difficult  vaginal  deliveries  should  be 
approached  with  caution. 

6.  Cesarean  section  should  be  done  at  the 
first  indication  of  difficulty  in  a  term-size 
infant. 

It  should  be  pointed  out  that  prematurity 
was  the  single  largest  factor  associated  with 
perinatal  mortality  and  accounted  for  71.5% 
of  the  perinatal  deaths  in  this  series. 


Summa  ry 

From  reviewing  the  charts  of  patients  that 
delivered  by  the  face  or  brow  mechanism  at 
Duke  University  between  the  years  1952  and 
1967  a  few  basic  conclusions  can  be  reached. 
Adequate  diagnosis  may  lead  to  a  better  fetal 
survival.  Vaginal  deliveries  are  feasible,  but 
difficult  vaginal  manipulations  should  be  ap- 
proached with  caution.  Cesarean  section 
should  be  elected  when  any  diffciulty  or  pro- 
longation of  labor  arises,  and  the  obstetrician 
should  be  especially  aggressive  in  dealing 
with  primigravidas. 
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In  fevers,  the  mind  as  well  as  the  body  should  be  kept  easy.  Company  is  seldom  agree- 
able to  the  sick.  Every  thing  that  disturbs  the  imagination  increases  the  disease;  for  which 
reason,  every  person  in  a  fever  ought  to  be  kept  perfectly  quiet,  and  neither  allowed  to  see 
nor  hear  anything  that  may  in  the  least  affect  or  discompose  his  mind.— William  Buchan: 
Domestic  Medicine,  or  a  Treatise  on  the  Prevention  and  Cure  of  Diseases  by  Regimen  and 
Simple  Medicines,  etc.;  Philadelphia,  Richard  Folwell.  1799,  p.  110. 
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Carcinoma  of  the  Endometrium 

Report  of  a  Case  in  a  32-Year-Old  Woman 

Unal  M.  Ural,  M.D.,*  and  Jay  F.  Lewis,  M.D. 


Carcinoma  of  the  endometrium  in  women 
under  the  age  of  40  years  is  uncommon.12 
We  recently  encountered  a  case  in  a  32-year- 
old  woman  with  polycystic  ovaries. 

Case  Report 

A  32-year-old  primigravidous  white 
woman  was  first  admitted  to  James  Walker 
Memorial  Hospital  in  May,  1967.  She  gave 
a  history  of  vaginal  bleeding  since  March 
26,  1967,  the  beginning  of  her  last  regular 
menstrual  period.  Bleeding  continued  until 
May,  1967.  In  April,  1967,  she  had  been 
seen  by  a  physician  because  of  a  heavy  blood 
flow,  and  hormone  therapy  of  unknown  type 
was  administered.  Her  periods  had  been 
regular  until  February  of  1967.  The  past 
history  and  family  history  were  not  signifi- 
cant. 

Physical  examination  revealed  a  well  de- 
veloped, obese  (205  pounds)  white  woman. 
The  blood  pressure  was  120  systolic,  70  dia- 
stolic. Pelvic  examination  showed  the  vagina 
to  be  full  of  clots,  with  grayish  tissue  pro- 
truding from  the  cervical  os. 

On  admission  the  hemoglobin  was  9.4  gm ; 
results  of  other  routine  laboratory  tests 
were  within  normal  limits.  A  dilatation  and 
curettage  was  performed.  Large  quantities 
of  tissue  were  removed  from  the  uterus, 
which  was  4  inches  in  length.  The  ovaries 
were  thought  to  be  enlarged  at  the  time  of 
the  pelvic  examination  under  anesthesia. 

The  patient's  second  admission  was  to 
New  Hanover  Memorial  Hospital  in  June, 
1967.  She  reported  no  bleeding  since  the 
dilatation  and  curettage.  The  weight  and 
blood  pressure  were  essentially  unchanged. 
Pelvic  examination  was  not  remarkable  ex- 
cept for  a  slightly  enlarged  uterus.  Admis- 
sion laboratory  values  were  within  normal 


From  the  Departments  of  Obstetrics-Gynecology  and 
Pathology,  New  Hanover  Memorial  Hospital.  Wilmington. 

*Dr.  Ural  is  on  leave  from  the  University  of  Hacettepe, 
Ankara,  Turkey. 
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limits.  The  fasting  blood  sugar  was  85  gm/ 
100  ml.  An  intravenous  pyelogram  revealed 
a  normal,  functioning  urinary  tract.  An  ab- 
dominal hysterectomy  and  bilateral  salpingo- 
oophorectomy  was  done ;  the  postoperative 
course  was  uneventful. 

At  one  year  following  operation  she  had 
no  bleeding  or  discharge.  The  vaginal  cuff 
was  well  healed  and  there  was  no  evidence  of 
carcinoma.  A  glucose  tolerance  test  gave  the 
following  values:  fasting,  111  mg/100  ml; 
at  30  minutes,  170  mg/100  ml ;  at  one  hour, 
192  mg/100  ml ;  at  three  hours,  179  mg/100 
ml.  All  urine  specimens  were  free  of  glucose. 
Pathology 

Specimens  obtained  from  the  dilatation 
and  curettage  consisted  of  portions  of  blood 
clot  and  grayish-tan  tissue,  forming  a  loose 
aggregate  measuring  5  by  5  by  3.5  cm.  Tis- 
sue was  identified  as  well  differentiated 
adenocarcinoma.  On  gross  examination  at 
hysterectomy  the  uterus  appeared  normal 
and  weighed  190  gm.  The  right  ovary  meas- 
ured 4  by  3.5  by  3.5  cm  and  contained  a 
large  number  of  subcortical  cysts  ranging  up 
to  0.6  cm.  in  diameter.  The  left  ovary  meas- 
ured 4  by  4  by  2.5  cm.  Multiple  thin-walled 
cysts  ranging  up  to  0.6  cm  were  noted  im- 
mediately beneath  the  cortex. 

There  were  focal  areas  of  adenocarcinoma, 
with  no  evidence  of  invasion  of  the  myome- 
trium. Areas  of  adenomatous  hyperplasia 
marked  by  striking  nuclear  atypicalities 
were  present.  Sections  of  both  ovaries  re- 
vealed slight  thickening  and  hyalinization 
of  the  cortices,  and  numerous  follicle  cysts. 

Discussion 

Many  cases  of  adenocarcinoma  of  the  en- 
dometrium in  younger  women  are  associated 
with  the  Stein-Leventhal  syndrome1'5  or 
polycystic  ovaries.0  The  Stein-Leventhal  syn- 
drome3 consists  of  amenorrhea,  a  history  of 
sterility,  hirsuitism,  and  obesity.  The  ovaries 
are  enlarged2  and  pale  grey,  the  result  of  a 
thick    fibrous    rind    which    envelops    them. 
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Fig.   1. 


Numerous   small   follicle  cysts   are   present 
immediately  beneath  the  cortex. 

Approximately  2%  of  cases  of  endometrial 
carcinoma  occur  in  people  under  35  years 
of  age.4  Endometrial  carcinoma  has  been 
associated  with  functioning  ovarian  tumors, 
and  the  carcinogenic  influence  of  estrogen 
is  suggested  as  a  possible  cause.7  Jackson 
and  others3  reported  43  patients  with  Stein- 
Leventhal  syndrome,  16  of  whom  had  adeno- 
carcinoma of  the  endometrium.  The  ages  of 
the  patients  with  a  neoplasm  ranged  from  27 
to  48  years,  the  majority  being  in  their  late 
thirties  and  early  forties.  In  a  study  of  en- 


dometrial adenocarcinoma  in  young  women, 
Kempson  and  Pokorny1  noted  15  cases  oc- 
curring in  women  aged  40  and  younger.  Dur- 
ing the  same  period  they  found  1,280  cases 
of  endometrial  carcinoma  in  women  older 
than  40.  Their  experience  indicated  that  en- 
dometrial adenocarcinoma  has  a  better  prog- 
nosis in  a  young  woman  than  an  older 
woman. 

The  cause  of  adenocarcinoma  of  the  en- 
dometrium is  unknown.  There  is  some  evi- 
dence that  hyperestrogenism  may  be  of  sig- 
nificance.35'7 The  apparent  increase  in  the 
incidence  of  diabetes,   obesity,  thyroid  dis- 
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ease,  breast  cancer,  and  dysfunctional 
uterine  bleeding4  in  patients  under  35  years 
of  age  would  suggest  endocrine  dysfunction 
or  an  exaggerated  end  organ  response  to 
hormonal  stimulation. 

Peterson8  presented  the  clinical  character- 
istics of  32  patients  under  age  40  who  had 
carcinoma  of  the  endometrium.  Menstrual 
irregularities  and  obesity  occurred  in  81%. 
Fifty  percent  of  the  patients  were  nulli- 
parous.  Diabetes  mellitus  was  found  in  22%, 
and  20%  were  hypertensive.  Polycystic 
ovaries  were  present  in  3  patients.  The  pa- 
tients with  menstrual  irregularity,  obesity, 
diabetes,  and  hypertension  are  high  risk  for 
carcinoma  of  the  endometrium  at  an  early 
age. 

Summary 

A  case  of  adenocarcinoma  of  the  endome- 


trium in  a  32-year-old  obese,  diabetic  white 

woman  with  polycystic  ovaries  is  presented. 
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A  Simple  System  for  Remote  Cardiac  Monitoring 

Baxter  G.  Noble,  M.D.,  F.A.C.P. 


The  purpose  of  this  paper  is  to  describe  a 
simple  telemetering  device  that  we  use  in 
conjunction  with  our  regular  cardiac  moni- 
tor, and  which  has  been  very  helpful  to  the 
hospital  nursing  and  medical  staff.  Consist- 
ing of  universally  available  components  that 
are  extremely  easy  to  assemble,  this  appara- 
tus provides  continuous  audio  indication  of 
the  patient's  heartbeat  at  the  central  nursing 
station  or  at  any  other  desired  point  in  or 
near  the  hospital.  It  accomplishes  this  with- 
out the  necessity  of  interconnecting  cables, 
and  is  very  compact  and  simple  to  operate. 
Although  lacking  the  definitive  diagnostic 
capabilities  of  the  oscilloscope  in  central 
wired  systems,  it  is  especially  useful  in  hos- 
pitals having  no  central  monitoring;  or  in 
emergencies  or  routine  situations  requiring 
the  use  of  portable  equipment.  Nevertheless, 
it  can  be  used  in  conventional  coronary  or 
intensive  care  units  to  supplement  or 
broaden  coverage  to  secondary  areas  needing 
only  a  screening  audio  signal. 

Rapidly   increasing   knowledge   with   em- 
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phasis  on  medical  instrumentation  has  re- 
cently brought  sophisticated  patient  moni- 
toring equipment  to  most  smaller  community 
hospitals.  Simultaneously  there  has  been  an 
ever-increasing  shortage  of  nurses  and  other 
attendants  needed  to  utilize  such  equipment 
properly.  Without  trained  personnel  avail- 
able for  continuous  bedside  duty,  some  form 
of  central  monitoring  is  almost  a  necessity  if 
optimal  benefit  is  to  be  realized.  Of  course, 
central  monitoring,  in  its  most  elaborate 
form,  is  commonplace  in  hospitals  that  have 
intensive  and  coronary  care  departments,  as 
such.  However,  the  majority  of  older  and 
smaller  institutions,  due  to  technical  wiring 
difficulties  and  lack  of  physical  space  (and 
especially  for  financial  reasons)  still  must 
get  along  with  portable  bedside  unit  moni- 
tors only.  And  many,  lacking  special-care 
wings  must  bring  intensive  and  coronary 
facilities  to  the  randomly  located  patient  in- 
stead of  bringing  the  patient  to  the  facili- 
ties. 

Apparatus 
At  negligible  expense,  and  with  no  special 
electrical   or  mechanical   skill,   an   effective 
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sound-tracking  appartus  can  be  added  to  a 
conventional  cardiac  monitor.  It  will  pro- 
vide remote  audio  indication  of  the  patient's 
heartbeat  at  the  central  nursing  desk,  the 
supervisor's  office,  or  at  any  desired  point 
in  or  around  the  hospital.  The  required  com- 
ponents, available  at  most  dime  stores,  con- 
sist of  two  mounting  angle  brackets,  epoxy 
cement,  and  two  or  more  100  milliwatt 
matched-frequency  walkie-talkies  (one  for 
the  bedside,  one  for  each  remote  location 
such  as  the  central  nursing  desk,  and  if  de- 
sired, one  personal  pocket  unit  for  circulat- 
ing attendants).  These  small  transceivers 
require  no  FCC  license  and  operate  on  the 
27  megacycle  citizens'  band.  At  a  unit  cost 
of  about  $20,  the  more  sensitive  9  or  10  tran- 
sistor instrument  is  preferable.* 

The  one  walkie-talkie  is  taped  (or 
cemented)  at  its  base  to  the  two  angle 
brackets.  These  brackets  are  in  turn 
anchored  by  epoxy  glue  so  that  the  trans- 
ceiver's microphone  unit  faces  snugly  against 
the  bedside  monitor's  speaker  grille  as  close 
as  it  will  go.**  Heavy  rubber  bands,  sup- 
plemented if  necessary  by  a  clothespin 
wedge,  hold  the  pushbutton  switch  con- 
stantly down  in  the  "transmit"  position 
(Fig.  1).  A  second  walkie-talkie  serving  as 
a  receiver  is  placed  at  the  central  nursing 
station.  A  third  set  may,  if  desired,  be  car- 
ried as  a  portable  pocket  unit  anywhere 
within  or  close  to  the  hospital. 

For  prolonged  operation,  each  of  the  base 
units  is  best  powered  by  a  house  current 
adapter  or  by  external  heavy  duty  batteries. 
One-houndred-ten-volt  power  supplies  that 
plug  into  special  receptacles  on  these  walkie- 
talkies  are  available  as  accessory  equipment- 
for  most  models.  If  such  power  supplies  are 
used,  they  must  be  of  the  transformer  isola- 
tion type  for  maximum  safety,  and  the  sys- 
tem should  be  checked  by  the  hospital  main- 
tenance department  for  proper  compliance 
with  the  various  codes.  Six-volt  lantern  bat- 

*We  use  two  Lafayette  Model  HE  100-A,  10  transistor 
walkie-talkies  and  two  Sears  Model  6456,  9  transistor 
pocket  units. 

**If  for  physical  reasons  the  walkie-talkie  cannot  be 
approximated  closely  enough  to  the  monitor  speaker  to 
afford  adequate  sound  pickup  at  low  room  volume,  an 
electrician  can  tape  or  cement  a  tiny  inexpensive  micro- 
phone to  the  monitor's  speaker  from  inside  and  connect 
it  outside  to  the  walkie-talkie. 


teries  cost  about  a  dollar  each;  and  if  bat- 
tery power  is  desired,  the  12-volt  walkie- 
talkie  will  require  two,  connected  in  series. 
These  batteries  usually  last  practically  the 
duration  of  their  shelf  life,  even  with  con- 
tinuous use,  and  only  occasionally  need  re- 
placing. All  of  the  above  implementations 
are  achieved  without  making  any  direct  con- 
nection to  the  monitor  circuit,  and  without 
going  into,  or  in  any  way  tampering  with 
it. 

Method  of  Operation  and  Uses 
The  system  works  as  follows:  The  "beep- 
ing" tone  produced  by  the  monitor-pace- 
maker coincident  with  each  QRS  complex  is 
picked  up  and  transmitted  by  the  attached 
walkie-talkie.  This  beeping  is  in  turn  heard 
on  the  other  set  at  the  central  nursing  sta- 
tion, as  well  as  on  the  pocket  set  that  can  be 
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Fig.  1.  Method  of  mounting  the  walkie-talkie  opposite 
the  monitor's  speaker  grille  for  optimum  sound  pick- 
up. The  angle  brackets  may  be  cemented  to  the  side 
of  the  monitor  or  fastened  with  self-threading  screws. 
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carried  by  the  nurse  or  attendant  while  out 
of  the  patient's  room.  Should  the  physi- 
cian's office  or  home  be  located  within  a  mile 
of  the  hospital,  usually  he  can  likewise  re- 
ceive these  signals  if  he  wishes.  If  he  al- 
ready has  mobile  CB  radio  communication 
equipment  for  his  personal  use  (as  many 
doctors  presently  do) ,  he  can  keep  constantly 
tuned  to  his  patient's  heartbeat  while  with- 
in radio  range,  whether  in  car,  home,  or 
office. 

This  apparatus  permits  the  nurses  at  their 
stations  or  in  any  other  hospital  area,  to  keep 
close  vigil  on  the  critically  ill  patient,  mak- 
ing it  especially  useful  when  there  is  a 
nursing  shortage.  The  system  also  affords 
two-way  voice  communication  between  all 
units  in  an  emergency.  Likewise,  the  warn- 
ing alarm  on  the  pacemaker,  should  it  be 
triggered  by  cardiac  asystole,  is  telemetered 
and  at  once  alerts  all  stations. 

It  is  interesting  to  note  how  one's  ear 
gradually  becomes  atuned  to  the  rhythmicity 
of  the  "beeping."  The  cadence  of  normal 
sinus  rhythm  is  almost  always  recognizable, 
as  is  that  of  extrasystoles  and  ventricular 
rhythms.  Furthermore,  various  artifacts  im- 
part their  characteristic  "ring"  (such  as  the 
patient  moving  around  or  contact  noise  from 


dried  out  electrode  paste.  With  a  little  ex- 
perience one  can  often,  merely  by  listening, 
sum  up  the  situation  at  a  distance,  though 
of  course  this  is  not  a  substitute  for  direct 
oscilloscopic  viewing  when  such  equipment 
is  available. 

At  Lenoir  Memorial  Hospital  we  have 
used  this  wireless  monitoring  system  in  well 
over  200  cases,  ranging  from  coronary  and 
intensive  care  to  operating  and  recovery 
room  cases ;  and  we  have  come  to  regard  it 
as  an  almost  indispensable  aid. 
Summary 

Described  in  this  paper  is  a  simple,  con- 
venient system  for  telemetering  bedside 
cardiac  monitor  sounds  to  nursing  stations, 
to  circulating  attendants,  and  even  to  the 
physician's  office  or  automobile.  It  is  es- 
pecially applicable  where  central  monitoring 
is  lacking,  and  it  employs  inexpensive  low- 
power  walkie-talkies  requiring  no  license 
or  modification.  It  is  easily  assembled  with- 
out special  tools  or  skill,  and  any  untrained 
person  can  operate  it.  In  an  emergency  it 
can  serve  as  a  two-way  communication  sys- 
tem. Lacking  interconnecting  cables,  this 
compact  pocket-unit  has  the  advantage  of 
portability,  versatility,  and  wide-area  cover- 
age. 


Nothing  spoils  the  air  of  a  sick  person's  chamber,  or  hurts  the  patient  more,  than  a 
number  of  people  breathing  in  it.  When  the  blood  is  inflamed,  or  that  has  been  breathed 
repeatedly  will  greatly  increase  the  disease.  Such  air  not  only  loses  its  spring,  and  becomes 
unfit  for  the  purpose  of  respiration,  but  acquires  a  noxious  quality,  which  renders  it  in  a 
manner  poisonous  to  the  sick. — William  Buchan:  Domestic  Medicine,  or  a  Treatise  on  the 
Prevention  and  Cure  of  Disease  by  Regimen  and  Simple  Medicines,  etc.,  Philadelphia, 
Richard  Folwell,  1799,  p.  111. 
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THE  HOUSE  OF  DELEGATES  MEETS 
IN  SPECIAL  SESSION 

A  special  meeting  of  the  House  of  Dele- 
gates called  by  President  Welton  to  consider 
"the  Forsyth  County  Resolution"  convened 
at  the  Sheraton-Sir  Walter  Hotel  in  Raleigh 
on  Sunday,  November  10,  1968.  After  pre- 
liminary remarks  by  the  president  the  speak- 
er of  the  House  proposed  a  period  of  in- 
formal discussion,  the  prime  topic  being  the 
Headquarters  facility,  with  particular  refer- 
ence to  methods  of  financing  its  construction. 

The  central  point  of  discussion,  as  indi- 
cated in  the  "Forsyth  County  Resolution," 


was  the  action  of  the  House  of  Delegates 
at  the  May  meeting  which  authorized  an  in- 
crease in  the  dues  of  $60.00  per  year  for  a 
period  of  five  years  beginning  with  the  year 
1969  or  with  the  first  year  of  admission  of 
members  admitted  to  membership  during 
and  after  1969.  It  was  also  stipulated  that 
any  member  may  have  the  option  to  pay 
$250.00  in  January,  1969  as  prepayment  of 
the  total  amount. 

During  the  general  and  unlimited  discus- 
sion a  variety  of  methods  of  financing  were 
suggested,  including  re-affirmation  of  the 
proposal  already  adopted  of  dues  increase, 
issuance  of  bonds,  short,  medium  and  long 
term  borrowing,  or  construction  by  a  private 
corporation.  While  there  was  evident  diver- 
gence of  opinion  about  methods  of  financing, 
the  need  for  the  Headquarters  facility  did 
have  general  acceptance. 

A  motion  to  rescind  the  May  action  of  the 
House  of  Delegates  relating  to  a  dues  in- 
crease won  approval.  A  subsequent  motion, 
preserving  this  mechanism  of  financing 
with  some  modification,  was  made,  namely, 
to  increase  the  dues  $50.00  annually  for  a 
period  of  five  years  with  the  option  to  pre- 
pay the  obligation  in  the  sum  of  $200.00. 
This  motion  further  provided  for  a  mora- 
torium of  three  years  on  dues  of  new  mem- 
bers, beginning  with  the  year  1968.  After 
discussion  this  motion  was  approved  by  a 
vote  of  65  to  60. 

Thus,  this  new  action  reduces  the  proposed 
dues  increase  by  $10.00  annually  or  a  total 
of  $50.00,  and  establishes  a  three-year  de- 
ferment of  this  dues  item  for  new  members. 

No  other  issue  within  recent  years  has 
stimulated  so  much  interest  among  the  mem- 
bership of  the  Medical  Society  as  the  pro- 
posed headquarters  building.  As  a  result, 
much  apathy  has  been  dispersed  and  the 
cause  of  better  communication  served. 

J.  S.  R. 


DON'T  DRINK  A  GLASS  OF  MILK 
AND  GO  TO  BED  EARLY 

The  American  Heart  Association  is  open- 
ing a  major  campaign  to  get  the  American 
public   to    change   its    eating  habits.    From 
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within  its  bureaucracy  has  come  forth  a 
film  to  be  shown  to  a  public  besotted,  in 
their  eyes,  with  saturated  fat.  Although 
many  of  the  scientists  who  are  active  in  the 
Heart  Association  had  no  hand  in  the  pro- 
duction of  "Eat  to  Your  Heart's  Content" 
and  in  some  cases  disagree  with  its  purpose 
and  its  details,  the  film  is  going  forth  with 
an  odor  of  sanctity  inevitable  when  a  pres- 
tigious organization  of  this  sort  does  some- 
thing concrete.  That  the  Inquisition  and  the 
Salem  witch  trials  were  also  sponsored  by 
prestigious  organizations  might  be  inviting 
an  invidious  comparison. 

The  theme  of  the  film  is  that  saturated 
fat  is  bad  for  you,  and  substitution  of  un- 
saturated fat  might  help  you,  if  you  really 
have  to  have  fat  at  all.  Since  butter,  milk, 
beef,  pork,  and  cheese  contain  a  lot  of  satu- 
rated fat,  they  absorb  a  lot  of  abuse.  There 
is  some  recognition  that  people  like  to  eat 
fat,  so  viewers  are  urged  to  use  liquid  fats 
rather  than  solid  fats,  and  to  use  what  pur- 
ports to  be  unsaturated  fats  in  considerable 
percentage.  Viewers  of  the  film  are  not  told 
what  has  been  done  to  liquid  fats  to  make 
them  solid,  yet  still  acceptable  to  the  AHA 
film-makers.  Has  this  process  been  tested 
for  its  long-term  effects? 

What  the  film  cannot  point  out  to  an 
audience  unused  to  scientific  matters  is  that 
there  is  no  real  evidence  that  adoption  of 
such  a  regimen  will  reduce  their  risk  of 
complications  of  atherosclerosis,  and  no  evi- 
dence that  such  a  regimen  might  not  be 
harmful  to  some  other  aspects  of  life  and 
health.  After  all,  the  people  in  population 
groups  with  a  high  incidence  of  death  due 
to  myocardial  infarction  also  have  the  great- 
est longevity  of  any  population.  Some  of  the 
areas  of  the  world  where  there  is  little 
myocardial  infarction  offer  exit  from  this 
life  through  other  channels,  like  various 
visceral  cancers,  at  a  much  higher  rate  than 
exists  here.  The  free  radicals  which  exist 
in  unsaturated  fats  may  well  have  consider- 
able biological  activity  of  an  as  yet  unknown 
nature.  Telling  people  that  they  should 
spend  the  rest  of  their  lives  ingesting  an  in- 
creased amount  of  unsaturates  is  really  in- 


viting the  public  to  participate  in  an  experi- 
ment whose  objectives  and  possible  inade- 
quacies are  not  comprehensible  to  them. 

Apparently  not  all  is  well  within  Ameri- 
can Heart  Association  inner  circles  concern- 
ing the  diet  project.  In  contrast  to  the  rather 
strong  recommendations  made  in  the  film, 
a  current  AHA  publication  giving  dietary 
advice  is  quite  restrained.  Perhaps  the 
spokesmen  for  the  association  should  have 
their  intramural  battle  out  before  that  seg- 
ment of  the  public  which  reads  their  advice 
compares  notes  with  the  segment  that  looks 
at  movies  and  TV. 

Having  thus  left  a  lot  of  people  feeling  bad 
about  their  fondness  for  milk,  cheese,  steaks, 
ice  cream,  and  butter,  the  ones  who  can  still 
fall  asleep  without  worrying  too  much  about 
past  banana  splits  and  Welsh  rarebits  have 
nothing  to  feel  smug  about.  The  statisticians 
of  the  American  Cancer  Society,  long  a  busy 
bunch  of  associators,  have  found  that  people 
who  sleep  more  than  eight  hours  a  night  seem 
more  prone  to  die  of  strokes  than  those  who 
sleep  less.  They  do  not  suggest  a  cause  and 
effect  relationship,  and  their  restraint  is  ad- 
mirable. However,  the  housewife  who  is  wor- 
ried about  the  health  of  the  family  provider 
will  no  doubt  feel  justified  in  waking  him 
up  more  often  than  she  used  to,  on  the 
grounds  of  hearing  possible  burglars,  or  to 
discuss  the  children's  breathing,  or  to  make 
a  decision  on  whether  or  not  the  cat  has 
been  left  in. 

Scientific  progress  usually  comes  about  in 
an  orderly  way.  A  series  of  observations  are 
made,  a  theory  is  proposed  to  give  a  general 
explanation  for  the  observations,  and  the 
theory  is  then  tested  to  produce  a  factual 
basis  for  some  general  rule.  In  the  case  of 
the  American  Heart  Association's  present 
project,  it  would  seem  that  they  are  acting 
at  the  point  of  progress  in  which  a  theory  is 
being  put  forward — that  is,  the  idea  that 
substituting  unsaturated  for  saturated  fat 
will  decrease  the  complications  of  athero- 
sclerosis. Would  it  not  be  better  to  wait  un- 
til that  theory  is  tested,  and  if  a  factual  basis 
comes  forth,  to  make  a  national  dietary 
recommendation  at  that  time? 
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Correspondence 

THE    PROPOSED    HEADQUARTERS 
FACILITY 

The  following  letters  were  sent  to  the 
Journal  by  President  Welton. 

The  Forsyth  County  Medical  Society 
wishes  to  express  its  appreciation  to  you, 
the  members  of  the  Executive  Council,  the 
Finance  Committee,  and  the  Headquarters 
Facility  Committee  for  the  response  to  our 
petition  for  a  special  meeting  of  the  House 
of  Delegates  to  reconsider  the  matter  of 
the  Headquarters  facility.  The  comprehen- 
sive package  of  information  presented  the 
advantages  and  disadvantages  of  the  various 
proposals  succintly  and  made  the  member- 
ship much  better  informed  than  it  had  been 
in  the  spring.  Ample  time  was  available  for 
discussion  at  the  county  society  level  and 
instruction  of  delegates  prior  to  the  Novem- 
ber 10th  meeting. 

We  feel,  therefore,  that  the  objections  ex- 
pressed in  our  petition  have  been  largely 
obviated.  Our  delegates  report  that  the 
November  10th  decision  of  the  House  of 
Delegates  was  reached  after  free  and  full 
discussion.  We  assure  you  that  we  subscribe 
fully  to  the  democratic  principle  of  the  will 
of  the  majority,  and  that  we  will  help  to  fi- 
nance the  Headquarters  Building  on  a  short- 
term  basis  as  decided. 

We  also  appreciate  very  much  having  you 
and  Bill  Hilliard  with  us  at  our  October 
meeting  for  discussion  of  this  matter. 

Katherine  Anderson,  M.D.,  President 
Forsyth  County  Medical  Society 


GENERAL  LETTER  OF 
APPRECIATION 

To  my  fellow  officers  and  other  members 
of  the  Executive  Council,  and  to  our  Execu- 
tives and  the  other  members  of  our  Head- 
quarters' Staff,  I  hereby  express  to  you,  on 
behalf  of  the  membership  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina,  deep 
appreciation  for  your  devotion  to  the  needs 
of  the  Society  and  particularly  for  your  con- 
scientious and  untiring  efforts  made  during 


the  past  three  months  in  implementing  a 
comprehensive  information  program  to  the 
membership. 

To  the  Delegates  of  our  county  societies 
who  attended  the  called  meeting  of  the  House 
in  Raleigh  on  November  10,  1968,  and  who 
participated  in  "full  and  free"  discussion 
of  the  issue,  I  express  my  most  sincere 
thanks  for  cooperating  in  a  fine  demonstra- 
tion of  the  democratic  process  at  wox-k  and 
for  reaching  a  decision  expeditiously. 

Now  the  Headquarters  Facility  Commit- 
tee can  proceed  with  implementation  of  this 
major  undertaking,  and  the  rest  of  us  can 
direct  our  attention  to  the  many  issues 
and  problems  which  confront  our  profes- 
sion in  ever-increasing  profusion.  We  will 
need  the  full  cooperation  and  participation 
of  our  membership  to  carry  out  our  proper 
role  in  today's  society. 

David  Goe  Welton 
President 


Committees  ck  Organizations 

ESSENTIAL  ACTIONS  of  the  CALLED 
MEETING,  HOUSE  OF  DELEGATES 

Raleigh,  North  Carolina,  Nov.  10,  1968 

After  full  and  free  discussion  the  House  of 
Delegates 

1.  Rescinded  action  of  May  14,  1968,  which 
provided  for  a  dues  increase  of  $60.00  per 
year  for  5  years,  with  prepayment  privi- 
lege of  $250.00  total  (see  item  7  of  his- 
tory) 

2.  Approved  a  special  dues  increase  of 
$50.00  per  year  for  five  years  with  pre- 
payment privilege  of  $200.00  total  and 
with  a  moratorium  of  three  years  for  all 
members  joining  the  society  after  Jan- 
uary 1,  1968.  (Each  delegate's  vote  was 
polled ;   official   count   was   65   to   60   in 

favor) . 

*    *    * 

BRIEF   HISTORY   OF   HEADQUARTERS 
FACILITY  PROJECT 

1886:  33rd  Annual  Meeting  of  M.S.S.N.C..  New  Bern 
<May»  discussion  of  resolutions  made  in  1885  concern- 
ing the  establishment  of  a  "library  and  museum"  in 
Raleigh.  "Resolved,  that  this  Association  direct  such 
a  building  to  be  erected  in  the  City  of  Raleigh  as  will 
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be  a  suitable  depository  of  interesting  and  useful 
articles  pertaining  to  medicine  and  surgery,  and  that 
the  museum  and  library  shall  always  be  under  the  im- 
mediate direction  of  the  officers  of  the  Medical  As- 
sociation." 

1955:  Headquarters  Facility  Committee  appointed; 
recommended  purchase  of  property  on  Highway  70 
(near  Raleigh-Durham  airport). 

1956:  52  acres  of  land  fronting  on  Highway  70  pur- 
chased for  $26,104.00. 

1957:  H.  F.  C.  recommended  erecting  a  $350,000. 
building  on  this  property.  Not  approved. 

1959:  More  space  in  Capital  Club  Building  became 
available.  H.  F.  C.  was  dissolved. 

1965  &  1966:  H.  F.  C.  reactivated  by  President  George 
Paschal.  Hewitt  Rose  named  chairman  and  has  been 
reappointed  each  year  since  then.  Committee  sur- 
veyed and  studied  numerous  possible  sites,  obtained 
options  successively  on  several  pieces  of  property  and 
on  January  29,  1967,  recommended  purchase  of  45,818 
square  feet  of  property  on  Lane  and  Person  Street 
(across  from  Governor's  Mansion).  Council  approved. 

1967:  May  17:  this  site  purchased  by  M.S.S.N.C.  at 
cost  of  $175,000.  Financed  by  sale  of  Mutual  Fund 
stock  ($162,000.)  plus  $13,000  from  operating  surplus. 
House  of  Delegates  (May  23)  authorized  study  of  build- 
ing needs  and  best  utilization  of  property  by  using 
consultants  and  by  on-site  inspections  of  similar  facili- 
ties of  other  state  medical  societies. 

Executive  Council  (Oct.  1)  authorized  H.  F.  C.  to 
negotiate  with  proper  firm  to  conduct  feasibility  study 
of  downtown  property. 

1968:  Executive  Council  (Jan.  28)  received  reports 
of  on-site  inspections  in  Pennsylvania  and  Florida; 
considered  Feasibility  Study  prepared  by  Mr.  Ford 
Worthy;  approved  hiring  Mr.  Worthy  as  consultant; 
selected  "Plan  B"  for  a  30,500  square  foot  building, 
and  authorized  H.  F.  C.  to  secure  an  option  on  11,000 
square  feet  of  adjacent  land  on  Bloodworth  Street. 
Consultant  instructed  to  interview  architects. 
1968 

May  11:  Executive  Council  endorsed  the  following 
recommendations  to  the  House  of  Delegates;   that 

(1)  H.  F.  C.  be  authorized  to  buy  the  11,000  square 
feet  of  additional  land  on  Bloodworth  Street. 

(2)  H.  F.  C.  be  authorized  to  engage  the  services  of 
an  architect  to  prepare  preliminary  plans  for  a  Head- 
quarters building  (as  described  in  Feasibility  Study, 
Plan  B). 

(3)  The  Society  be  authorized  to  borrow  up  to  $750,000. 
for  construction  of  a  Headquarters  Facility  building, 
on  terms,  amount  and  conditions  as  may  be  approved 
by  Executive  Council. 

(4)  The  Society  construct  a  Headquarters  Facility 
building  on  the  downtown  Raleigh  property  according 
to  such  plans  and  arrangements  and  at  such  time  as 
shall  be  approved  by  the  Executive  Council. 

May  12:  House  of  Delegates  referred  these  recom- 
mendations   to    Reference    Committee    Number    One 


'John  Glasson,  Thomas  Marshburn,  and  Philip  Naum- 
off).  Open  hearing  held  evening  of  May  12.  Following 
this,  Reference  Committee  approved:  items  (1)  and 
•  2)  as  above;  and  item  (3)  as  above  plus  a  stipulation 
that  the  Finance  Committee  and  the  Headquarters 
Facility  Committee  investigate  and  recommend  to 
Executive  Council  methods  or  means  of  obtaining  funds 
necessary  for  the  construction  of  the  building;  ap- 
proved item  (4)  as  above. 

May  13:  Members  of  the  Finance  Committee  and 
some  members  of  the  Headquarters  Facility  Commit- 
tee with  the  assistance  of  our  legal  counsel,  Mr.  John 
Anderson,  studied,  explored  and  discussed  every  avail- 
able means  of  financing  such  a  building. 

Morning  of  May  14,  1968:  At  a  called  meeting  the 
Executive  Council  accepted  and  approved  the  recom- 
mendation of  the  Finance  Committee  that  the  building 
be  financed  by  a  limited  5  year  special  dues  increase 
of  $60.  per  year,  beginning  January  1969,  with  privilege 
of  prepaying  the  total  obligation  with  $250.  In  January 
1969. 

Afternoon  of  May  14,  1968:  During  its  Second  Meet- 
ing,  the  House   of   Delegates: 

(1)  Approved  the  purchase  of  additional  land  on 
Bloodworth  Street  adjacent  to  that  already  owned  by 
the  Society  (transcript,  p.  120). 

(2)  Authorized  the  Headquarters  Facility  Committee 
to  employ  an  architect  to  prepare  preliminary  plans 
for  a  HQ  building  (transcript,  p.  121). 

(3)  Authorized  the  borrowing  of  a  sum  of  money  not 
to  exceed  $750,000  for  the  purpose  of  constructing  a 
HQ  building  upon  such  terms  and  conditions  and 
amount  as  may  be  approved  by  the  Executive  Council. 
And  stipulated  that  the  Finance  Committee  of  the 
Society,  after  consultation  with  the  H.  F.  C.  be  re- 
quested and  authorized  to  investigate  and  recommend 
to  the  Executive  Council  methods  or  means  for  ob- 
taining the  funds  necessary  for  the  construction  of  a 
HQ  building.  (Transcript  p.  123-126;  motion  carried, 
two  opposed  votes  recorded) 

(4)  Authorized  the  construction  of  a  HQ  building  on 
the  site  owned  by  the  Society  in  Raleigh,  N.  C,  ac- 
cording to  such  plans  and  arrangements  and  at  such 
time  as  shall  be  approved  by  the  Executive  Council 
(transcript  p.  126-127)  motion  passed;  one  dissenting 
vote  recorded. 

(5)  Authorized  an  increase  in  annual  dues  of  $25.00, 
as  recommended  by  Reference  Committee  No.  1  (i.e.  for 
the  operating  expenses  of  the  Society,  not  a  new  build- 
ing) transcript  p.  127-129.  Motion  carried;  three  op- 
posing votes. 

1968 

Afternoon  of  May  14,  1968  continued: 

(6)  Unanimously  approved  "this  report  as  whole" 
of  Reference  Committee  No.   1   (page  129  transcript). 

(7)  Approved  and  adopted  the  recommendation  of 
the  Executive  Council  that  the  dues  of  the  members 
of  the  Society  be  increased  by  an  additional  amount 
of  $60.  per  year  for  a  period  of  five  years,  beginning 
with  the  year  1969  and  beginning  with  the  first  year  of 
admission  of  members  admitted  to  membership  dur- 
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ing  and  after  1969."  All  members  shall  have  the  option 
of  paying  $250  in  January  1969  or  in  the  first  year 
of  their  admission  thereafter  in  prepayment  of  the 
foregoing  additional  increase  in  their  dues.  These  ad- 
ditional funds  are  to  be  used  for  the  purpose  of  con- 
struction and  maintenance  of  the  headquarters  facility" 
'transcript  p.  166 1  Motion  passed  by  a  standing  vote 
ip   173,   transcript). 

August  11,  1968:  Called  meeting  of  the  Executive 
Council,  Velvet  Cloak  Inn.  Raleigh,  N.  C. 

( 1 1  President  Welton  reported  receipt  on  June  27, 
1968,  of  a  "Petition  to  the  President  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  to  call  a  special 
meeting  of  the  House  of  Delegates— no  later  than  Dec. 
1,  1968 — to  Reconsider  Methods  of  Financing  a  Head- 
quarters Facility."  Petition  originated  in  Forsyth 
County  and  was  signed  by  70  Delegates.  Council  ap- 
proved Nov.  10,  1968,  as  the  date  for  this  called  meet- 
ing, to  be  held  in  Raleigh,  N.  C. 

i2)  Headquarters  Facility  Committee  reported  that 
at  its  meeting  on  July  14,  1968,  Mr.  Milton  Small,  of 
Raleigh,  N.  C,  had  been  selected  as  the  architect  but 
that  no  contractual  obligation  had  been  consummated. 

i3)  As  one  step  in  getting  full  information  to  the 
Society  membership,  Council  authorized  the  Head- 
quarters Facility  Committee  to  obtain  consultation 
and  sketches  from  the  architect  at  a  cost  not  to  ex- 
ceed $1,000.  t  transcript  p.  126  &  127) 

i4)  Authorized  President  Welton  and  our  Headquarters 
staff  to  proceed  with  the  development  and  execution  of 
plans  to  provide  the  entire  membership  of  the  Society 
with  comprehensive  information  about  the  Headquar- 
ters Facility  Project.  Such  plans  to  include  'a)  articles 
in  the  N.  C.  MEDICAL  JOURNAL  and  the  P-R  Bul- 
letin; ib)  personal  visits  to  our  county  societies  by 
members  of  a  speakers'  group,  made  up  of  officers 
and  Council  members;  and  <c)  an  individual  "Informa- 
tion Packet"  to  be  mailed  to  each  and  every  member 
of  the  Society. 


Bulletin  Board 

News  Notes  from  the 

Bowman  Gray  School  of  Medicine 

of  Wake  Forest  University 

Work  is  under  way  at  the  Bowman  Gray  School  of 
Medicine  on  the  development  of  a  program  for  the 
training  of  a  new  member  of  the  health  team — one 
who  can  relieve  the  impending  crisis  in  health  care  for 
children. 

This  new  type  of  practitioner,  presently  referred  to 
as  a  pediatric  assistant,  will  have  a  range  of  respon- 
sibilities broader  than  that  of  a  nurse  but  narrower 
than  that  of  a  physician.  He  will  be  trained  to  handle 
a  multitude  of  tasks  that  do  not  require  actual  medical 
judgment,  leaving  the  doctor  free  to  diagnose,  treat, 
and  manage  problem  cases. 

Beginning   next  spring,   pediatric   assistants  will   be 


trained  at  the  medical  school,  where  a  curriculum  for 
their  training  is  being  devised. 

Dr.  Weston  M.  Kelsey,  professor  and  chairman  of  the 
Department  of  Pediatrics,  and  Dr.  Leland  E.  Powers, 
director  of  the  medical  school's  Allied  Health  Division, 
are  in  charge  of  developing  the  program,  one  of  two 
such  known  programs  in  the  United  States.  The  Bow- 
man Gray  School  of  Medicine  has  been  awarded  a 
$53,458  grant  by  the  bureau  of  Health  Manpower,  U.  S. 
Public  Health  Service,  to  support  the  program's 
first  year  of  planning  and  development. 

Pediatricians  and  general  practitioners  who  see 
children  already  are  overburdened  with  heavy  pa- 
tient loads.  It  has  been  estimated  that  an  additional 
100.000  pediatricians  would  need  to  be  trained  during 
the  next  12  years  to  maintain  the  present  manpower 
ration  in  the  child  health  field.  With  fewer  than  1,000 
pediatricians  entering  practice  each  year,  a  change 
in  the  system  for  the  delivery  of  health  services  seems 
to  be  the  only  answer. 

"The  pediatric  assistant  could  make  it  possible  for 
the  pediatrician  to  add  as  much  as  707c  to  his  patient 
load,"  Dr.  Kelsey  said. 

Moreover,  pediatric  assistants  can  be  produced  at 
a  more  rapid  rate  than  pediatricians — four  years  of 
post-high  school  study  for  the  assistant  (two  years 
of  college  and  two  years  in  the  training  program  I  as 
compared  to  11  years  of  post-high  school  study  for  the 
pediatrician. 

The  pediatric  assistant  will  be  prepared  to  man  school 
health  clinics  and  well-baby  clinics,  and  to  serve  in 
rural  public  health  clinics  located  within  an  acceptable 
distance  of  the  supervising  physician.  When  working 
in  the  office  of  the  pediatrician  or  general  practitioner, 
the  pedatric  assistant  probably  will  function  best  in 
screening  patients,  taking  detailed  medical  histories, 
and  performing  physical  examinations. 

Both  men  and  women  will  be  accepted  in  the  two- 
year  training  program. 

*  *    * 

Two  instructors  recently  were  added  to  the  staff  of 
the  Department  of  Physiology.  They  are  Dr.  Joseph 
P.  Buyniski  and  Dr.  Gerald  F.  Lackey. 

Dr.  Lackey,  who  received  the  Ph.D.  degree  in  June 
from  Wake  Forest  University,  also  will  participate  in 
the  teaching  and  research  programs  of  the  Department 
of  Biomedical  Engineering. 

He  entered  the  cardiovascular  graduate  training  pro- 
gram at  Bowman  Gray  in  1962,  after  receiving  the 
B.  S.  degree  from  N.  C.  State  University. 

Dr.  Buyniski  is  a  graduate  of  the  University  of  Cin- 
cinnati College  of  Pharmacy.  He  received  the  Ph.D. 
degree  from  the  University  of  Cincinnati  College  of 
Medicine  and,  for  the  past  year,  has  studied  as  a  post- 
doctoral fellow  in  the  Bowman  Gray  cardiovascular 
training  program. 

*  *    * 

George  C.  Lynch,  professor  of  medical  illustrations 
and  director  of  the  Department  of  Audio-Visual  Re- 
sources, recently  was  elected  president  of  the  Asso- 
ciation of  Medical  Illustrators.  He  formerly  served  as 
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vice  president  and  chairman  of  the  association's  board 
of  governors. 

The  international  association  has  about  250  members 
from  the  United  States,  Canada,  England,  France, 
Scotland,  Thailand,  and  the  Virgin  Islands. 

*  *    * 

Dr.  C.  Douglas  Maynard,  assistant  professor  of 
radiology,  recently  was  re-elected  secretary  of  the 
Southeastern  Chapter,  Society  of  Nuclear  Medicine,  at 
the  ninth  annual  meeting  of  the  organization  in  Atlanta, 

Ga. 

*  *    * 

Dr.  William  H.  Boice,  professor  of  urology,  pre- 
sented the  Schwartz  Memorial  Lecture  during  the  re- 
cent James  C.  Kimbrough  Urological  Seminar  at 
Walter  Reed  General  Hospital.  He  also  presented  a 
film  on  "Anatrophic  Nephrotomy,"  which  was  pro- 
duced by  the  mediacl  school's  urology  section  and 
which  won  first  prize  at  the  American  Urological 
Association  meeting  earlier  this  year. 

*  *    * 

Three  members  of  the  medical  school  faculty  par- 
ticipated in  the  annual  meeting  of  the  National  Council 
on  Family  Relations,  Oct.  15-19  in  New  Orleans,  La. 

Dr.  Robert  Coombs,  associate  professor  of  sociology, 
spoke  on  "Socialization  of  the  Male:  Sex  Status  and 
Sex  Role."  Dr.  David  R.  Mace,  professor  of  family 
sociology,  spoke  on  'The  Limits  of  'Sexual  Communica- 
tion Between  Parents  and  Children"  and  "Equalitarian- 
ism  and  Male  Dominance:  Changing  Religious  Con- 
cepts." Dr.  Rachel  Meschan,  associate  in  clinical  ob- 
stetrics and  gynecology,  participated  in  a  panel  dis- 
cussion on  "Man  and  His  Worlds." 

Dr.  Coombs  was  appointed  chairman  of  the  council's 
nominating  committee. 

*  *    * 

Dr.  I.  Meschan,  professor  and  chairman  of  the  De- 
partment of  Radiology,  served  as  visiting  lecturer  at 
a  meeting  of  the  College  of  Radiologists  of  Australasia 
Oct.  1  in  Canberra,  Australia.  He  spoke  on  "Renal 
Physiology  as  Investigated  with  Radioisotopic  Split 
Function  Studies."  The  following  day  he  presented 
a  lecture  on  "Correlated  Pathology  and  Radiology  of 
Collagen  Diseases"  at  the  University  of  Brisbane, 
Queensland,  Australia. 

*  *    * 

Dr.  Charles  E.  McCreight,  associate  professor  of 
anatomy,  was  one  of  21  scientists,  representing  six 
countries,  who  participated  in  an  international  con- 
ference on  "Renal  Compensatory  Hypertrophy"  Oct. 
7-10  in  Galveston,  Texas.  He  spoke  on  "Sequences  of 
Morphological  and  Functional  Changes  in  Renal  Epithe- 
lia  Following  Heavy  Metal  Poisoning." 

*  *    * 

Dr.  Clair  E.  Cox,  assistant  professor  of  urology,  and 
Dr.  George  W.  Drach,  resident  in  urology,  presented 
exhibits  on  "Surgery  of  the  Kidney"  and  "Pyelone- 
phritis" at  the  annual  meeting  of  the  American  Col- 
lege of  Surgeons  Oct.  14-19  in  Atlantic  City,  N.  J.  Dr. 
Courtland  H.  Davis  Jr.,  professor  of  neurosurgery,  was 


a  panelist  for  a  discussion  of  "Trauma  to  the  Cervical 
Spine"  at  the  meeting. 

*    *    * 

Dr.  Sushil  Lacy,  fellow  in  urology,  presented  an 
exhibit  on  "Gentamicin  Therapy  in  Urinary  Tract  In- 
fections" at  a  recent  meeting  of  the  American  Society 
of  Clinical  Pathologists  and  the  College  of  American 
Pathologists  in  Miami,  Fla. 

Dr.  Clark  E.  Vincent,  professor  of  sociology,  ad- 
dressed the  University  of  Pittsburgh  student  body  Oct. 
18  on  "Human  Sexuality:  A  Quest  for  Meaning  and 
Values." 


News  Notes  from  the 
Duke  University  Medical  Center 

A  Duke  University  surgeon  visited  South  Vietnam 
recently  in  the  first  step  of  a  proposed  long-range  pro- 
gram to  upgrade  medical  education  and  improve 
health  care  for  future  generations  of  Vietnamese. 

Dr.  James  F.  Glenn,  chief  of  urology  at  Duke,  was 
selected  by  the  American  Medical  Association,  which 
is  under  contract  with  the  U.  S.  Department  of  State. 

The  proposed  program  would  encompass  Duke  and 
other  major  medical  centers  throughout  the  United 
States.  It  is  aimed  at  bringing  selected  medical  grad- 
uates and  faculty  members  from  South  Vietnam  to 
medical  centers  in  this  country  to  observe  methods 
of  clinical  practice,  research,  teaching  and  adminis- 
tration. 

It  also  envisions  teaching  visits  by  consulting  physi- 
cians from  the  United  States  to  hospitals  in  South  Viet- 
nam and  the  University  of  Saigon  Medical  School. 

Glenn's  major  role  initially  will  be  to  assess  the 
feasibility  of  the  overall  program  and  report  his  find- 
ings to  the  A.M. A.  and  the  Department  of  State. 

Broadening  the  medical  education  base,  by  expos- 
ing medical  faculty  members  and  graduates  to  clin- 
ical medical  education,  is  one  of  the  primary  aims  of 
the  proposed  program. 

"There  is  no  university  hospital  as  such  in  Saigon," 
Glen  said,  "But  they  have  a  medcial  school  and  with 
U.  S.  aid  they  have  built  a  basic  sciences  building. 
It  is  completed  and  functioning,  and  now  the  United 
States  is  looking  toward  helping  them  improve  the 
clinical  side  of  medical  education." 

A  great  need  in  Vietnam,  he  said,  is  for  the  train- 
ing and  education  of  more  physicians,  because  military 
conscription  constantly  drains  available  medical  grad- 
uates away  from  civilian  practice  and  into  the  mili- 
tary service. 

Glenn  views  his  mission  to  Vietnam  and  the  pro- 
posed program  as  "a  concrete  contribution  to  better 
health,  regardless  of  the  war.  It  will  permit  them  to 
offer  better  health  care  for  their  people  for  years  to 
come." 

*    *    * 

Dr.  William  G.  Anlyan,  dean  of  the  Duke  Univer- 
sity School  of  Medicine,  has  been  elected  chairman  of 
the  Council  of  Deans  of  the  Association  of  American 
Medical  Colleges. 
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The  AAMC  is  the  nation's  major  organization  rep- 
resenting the  administrative  and  educational  frame- 
work of  medical  schools  and  teaching  hospitals. 

Another  Duke  faculty  member,  Dr.  Daniel  C.  Toste- 
son,  chairman  of  the  department  of  physiology  and 
pharmacology,  was  named  chairman-elect  of  the  as- 
sociation's Council  of  Academic  Societies.  As  chairman- 
elect  he  will  take  over  direction  of  that  council  next 
year. 

The  outgoing  chairman  of  the  Council  of  Academic 
Societies  also  is  a  Duke  faculty  member,  Dr.  Thomas 
D.  Kinney,  professor  of  pathology  and  medical  educa- 
tion. He  will  continue  as  a  member  of  the  association's 
executive  council. 

The  overall  assembly  of  the  association  is  made  up 
of  three  councils  whose  interests  deal  with  major 
elements  of  medical  education. 

The  Council  of  Deans  deals  with  developments  af- 
fecting the  top  level  of  administration  in  medical 
schools. 

The  Council  of  Academic  Societies,  two  years  old, 
is  concerned  with  problems  and  developments  within 
the  faculty  structure  of  medical  schools.  The  third 
unit,    the   Council   of   Teaching   Hospitals,    deals   with 

the  teaching  hospital's  role  in  medical  education. 

*    *    * 

A  successful  and  relatively  new  surgical  technique 
using  a  portion  of  the  tongue  to  correct  a  type  of 
cleft  palate  that  does  not  hamper  speech  and  does  not 
hinder  the  function  of  the  tongue  was  described  by  Dr. 
Raymond  Massengill,  director  of  medical  speech  path- 
ology at  Duke,  during  a  recent  meeting  of  the  Ameri- 
can Speech  and  Hearing  Association  held  in  Denver, 
Colo. 

The  surgical  procedure,  introduced  in  1966  by  Dr. 
Jose  Guerrero-Santos  of  Mexico,  is  being  employed 
to  correct  openings  in  the  roof  of  the  mouth  just 
behind  the  teeth— a  type  of  cleft  palate  called  anterior 
palate  fistula. 

In  the  tongue-flap  operation,  the  patient  is  put  to 
sleep  and  the  tongue  is  drawn  forward  over  the  lower 
teeth.  A  flap,  or  slice,  of  the  tongue  is  elevated  from 
the  center  of  the  forward  portion  of  the  tongue. 

The  free  end  of  the  flap  is  then  sutured  to  the  roof 
of  the  mouth  to  cover  the  defect  or  hole  in  the  palate. 
The  bed  of  the  tongue  from  which  the  flap  was  taken 
is  closed  with  sutures. 

This  tongue-to-palate  flap  remains  attached  for 
about  three  weeks  while  the  patient  is  at  home.  He  is 
then  re-admitted  to  the  hospital  and  under  general 
anesthesia  the  flap  is  cut  loose  and  set  in  to  com- 
plete the  reconstruction. 

Dr.  Kenneth  Pickrell,  chief  of  plastic  surgery  at  Duke 
and  a  co-author  of  the  paper  with  Massengill,  said 
about  a  dozen  such  operations  have  been  performed 
successfully  at  Duke. 

Other  co-authors  of  the  paper  were  Dr.  Galen  Quinn, 
professor  of  orthodontics,  and  Dr.  Richard  Mladrick, 
assistant  professor  of  plastic  surgery,  both  of  Duke. 

An  associate  of  Massengill's,  speech  clinician  Linda 
Gertner,  presented  a  paper  involving  corrective  meas- 


ures being  taken  with  a  patient  who  had   developed 
few  teeth  until  she  was  23  years  old. 

*  *    * 

The  associate  director  for  administration  at  Duke 
University  Hospital  has  resigned  to  take  a  position  in 
Asheville. 

Ralph  E.  Jennings,  who  came  to  Duke  in  1961,  has 
been  appointed  executive  director  of  Memorial  Mission 
Hospital  of  Western  North  Carolina  in  Asheville,  ef- 
fective Jan.  1. 

In  his  new  position,  Jennings  will  supervise  all  phases 
of  patient  service  and  administration  at  Memorial  Mis- 
sion, a  380-bed  non-profit  community  hospital. 

A  member  of  the  American  College  of  Hospital  Ad- 
ministrators and  the  American  Hospital  Association, 
he  has  served  as  assistant  superintendent,  assistant 
adminitrative  director,  and  associate  director  for  ad- 
ministration at  Duke. 

*  *    * 

Dr.  Sara  Dent,  whose  lifetime  has  seen  dramatic 
changes  in  her  chosen  medical  specialty,  anesthesiology, 
is  the  first  chairman  of  the  new  Department  of  Anes- 
thesiology at  Duke  University  Hospital. 

Traditionally  anesthesiology  has  been  considered  a 
sub-specialty  housed  within  the  department  of  surgery. 
This  is  because  anesthesia  is  to  surgery  what  a  rubber 
tire  is  to  an  automobile — the  one  could  operate  without 
the  other  but  the  process  might  be  more  than  the 
body  could  stand. 
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Today,  even  though  anesthesiology  remains  an  in- 
dispensable partner  to  surgery,  it  has  attained  a 
status  of  its  own.  Duke  has  recognized  this  profes- 
sional uniqueness  in  promoting  anesthesiology  from  a 
division  of  surgery  to  a  separate  department  within  the 
hospital. 

Dr.  Dent,  a  natve  of  Lockhart,  S.  C,  came  to  Duke 
as  a  resident  in  anesthesia  in  1953  and  stayed  on  as 
a  faculty  member. 

The  fact  that  about  12,000  operations  are  conducted 
a  year  at  Duke  gives  some  idea  of  the  important  role 
of  the  anesthesiology  department.  Dr.  Dent  has  eight 
staff  anesthesiologists  and  20  nurse  anesthetists. 

In  addition  her  department  conducts  a  training  pro- 
gram for  student  nurses  and  instructs  practical  nurses, 
medical  students  and  interns  in  cardiopulmonary  resus- 
citation. Inhalation  therapy,  with  24  people,  is  a  division 
of  her  department. 


North    Carolina   Academy   of 
General  Practice 

Dr.  Jack  W.  Wilkerson  of  Greenville,  was  installed 
as  president  of  the  North  Carolina  Academy  of  Gen- 
eral Practice  at  the  annual  banquet  of  the  organiza- 
tion held  in  Durham  recently. 

Dr.  Wilkerson  received  his  premedical  education  at 
the  University  of  Edinburgh  in  Scotland,  the  University 
of  Basel  in  Switzerland,  and  the  University  of  North 
Carolina,  graduating  in  1949.  He  obtained  his  first  two 
years  of  medical  education  at  the  University  of  North 
Carolina,  then  graduated  from  McGill  University  Medi- 
cal Faculty  in  1953.  Alter  serving  his  internship  at 
St.  Vincent's  Hospital  in  Toledo,  Ohio,  he  completed 
a  residency  in  general  practice  at  Wyandotte  General 
Hospital,  Wyandotte,  Michigan. 

In  1955  Dr.  Wilkerson  began  the  general  practice  of 
medicine  at  a  community  clinic  in  Stantonsburg,  N.  C. 
He  has  been  associated  with  the  Greenville  Clinic 
since  1967. 

Dr.  Wilkerson  is  a  member  of  the  Medical  Society 
of  the  State  of  North  Carolina,  the  Pitt  County  Medical 
Society,  the  Seaboard  Medical  Association,  and  the 
Tri-State  Medical  Society. 

He  has  served  as  president  of  the  Wilson  County 
Medical  Society,  the  Stantonsburg  Kiwanis  Club,  and 
the  Wilson  County  Chapter  of  the  North  Carolina  Aca- 
demy of  General  Practice,  of  which  he  was  a  charter 
member. 

In  addition,  he  is  past  chairman  of  the  Hospital  and 
Professional  Relations  Committee  ( 19671  and  present 
chairman  of  the  Medicine  and  Religion  Committee  of 
the  State  Medical  Society.  He  is  chief  of  medicine  at 
Pitt  County  Memorial  Hospital  in  Greenville  and  staff 
physician  of  East  Carolina  University. 


American  College  of  Surgeons 

Thirty-one  surgeons  from  North  Carolina  were  in- 
ducted as  new  fellows  of  the  American  College  of 
Surgeons    in    cap-and-gown    ceremonies    held    during 


the  annual  Congress  of  the  College  in  Atlantic  City 
recently.  Their  names  listed  in  alphabetical  order  of 
their  place  of  residence  follow. 

Albemarle— Whitman  E.  Smith,  Jr.;  Asheville— John 
L.  Hazelhurst;  Chapel  Hill— Gordon  S.  Dugger,  Glenn 
E.  Hair,  Hugh  M.  Shingleton,  and  Robert  L.  Timmons; 
Charlotte— John  W.  Foust,  William  D.  Lyday,  and 
John  T.  Roper;  Durham— Paul  A.  Ebert,  William  R. 
Hudson,  Patrick  D.  Kenan,  and  Guy  L  Odom; 

Elizabeth  City— Bryan  C.  West,  Jr.;  Goldsoboro— 
Con  T.  McDonald;  Greensboro— Rheudolph  J.  Wells  and 
William  D.  Wright;  Henderson— Homer  D.  Petrou; 
High  Point-^James  W.  Fulton;  Morehead  City— Charles 
P.  Nicholson,  Jr.;  Oteen— Charles  H.  Dart,  Jr.;  Pine- 
hurst— H.  Maxwell  Morrison,  Jr.,  and  E.  Wilson  Staub; 

Raleigh— George  S.  Edwards  and  G.  Howard  Satter- 
field.  Jr.;  Washington— A.  MeCray  Jones;  Wilson— Iver 
C.  Nielson,  Jr.  and  Robert  L.  Tomlinson,  Jr.;  Winston- 
Salem— Robert  G.  Underdal  and  Earl  P.  Welch,  Jr. 


North  Carolina  State  Board  of  Health 

Iredell  and  Orange  have  become  the  first  North 
Carolina  counties  to  have  medical  examiners  under 
the  statewide  system  created  by  the  1967  General  As- 
sembly. 

Dr.  R.  Page  Hudson  Jr.,  new  chief  medical  examiner 
for  the  State,  announced  the  appointment  of  three  medi- 
cal examiners  in  Iredell,  effective  Nov.  1,  and  eight 
in  Orange,  effective  Nov.  2. 

The  appointments  are  the  first  to  be  made  by  Dr. 
Hudson  since  he  assumed  his  new  position  in  Sep- 
tember. The  examiners  were  nominated  by  their  county 
medical  societies. 

The  examiners  for  Iredell  County  are  Dr.  William 
H.  Cherry  Jr.,  Dr.  Robert  L.  Dame,  and  Dr.  Donald 
Schnell,  all  of  States ville. 

Those  from  Orange  County  are  Dr.  Hubert  C.  Patter- 
son, Dr.  Frederic  G.  Dalldorf,  Dr.  Fred  Summers,  Dr. 
Robert  Herrington,  Dr.  William  D.  Huffines,  and  Dr. 
Glen  Pickard,  all  of  Chapel  Hill,  and  Dr.  Marvin  B. 
Roberts  and  Dr.  Robert  J.  Murphy,  both  of  Hills- 
borough. 

The  statewide  medical  examiner  system  is  to  be  in 
full  operation  by  next  July  1.  Dr.  Hudson  said  nomina- 
tions are  being  sought  from  other  county  medical  so- 
cieties and  appointments  will  be  made  as  soon  as  pos- 
sible. 

*    *    * 

Retired  Marine  Col.  Raymond  L.  Dean  of  Raleigh 
has  been  named  administrative  officer  for  a  newly  ex- 
panded program  of  Medical  Evaluation  for  Driver 
Licensing  in  North  Carolina. 

Dean  will  head  up  a  program  aimed  at  restricting 
the  driving  privileges  of  persons  afflicted  with  chronic 
diseases  or  physical  impairments  that  would  affect 
their  ability  to  drive  safely  and  responsibly. 

The  program,  in  effect  on  a  limited  scale  since  1963, 
is  a  joint  one  between  the  Department  of  Motor  Ve- 
hicles and  the  State  Board  of  Health.  It  has  been 
given  new  impetus  by  a  grant  from  the  U.  S.  Depart- 


Homecoming 
is  great... 
if  they  have 
Blue  Shield 
for  doctor  bills 


Blue  Shield  often  makes  the  difference  be- 
tween a  harried  homecoming  and  a  happy 
one.  When  your  patients  have  Blue  Shield, 
they  have  the  best  in  medical  care  protec- 
tion. Last  year,  Blue  Shield  paid  nearly 
$1.4  billion  in  doctor  bills  on  behalf  of  its 
53  million  members. 

Today,  nearly  30  years  after  doctors  like 
you  originated  the  concept  of  the  prepay- 
ment of  medical  bills,  this  unique  plan  re- 
mains the  favorite  of  employees  and  em- 
ployers alike. 


BLUE  SHIELD 

for  doctor  bills 


North  Carolina   Blue  Cross  and   Blue  Shield,  Inc. 
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ment  of  Transportation,   matched   by   funds   from  the 

State  of  North  Carolina. 

*    *    * 

Dr.  Verna  Y.  Barefoot  has  been  appointed  public 
health  physician  with  the  personal  health  division  of 
the  State  Board  of  Health  in  Raleigh. 

Dr.  Barefoot,  a  native  of  Kentucky,  holds  degrees 
from  the  University  of  Cincinnati,  the  University  of 
Chicago,  and  an  M.D.  degree  from  George  Washington 
University.  In  1966  she  received  her  degree  as  master 
of  public  health  from  the  University  of  North  Carolina 
at  Chapel  Hill. 


North  Carolina  Rehabilitation 
Association 

A  Memorial  Scholarship  Loan  Fund  to  be  used  by 
needy  students  in  North  Carolina  colleges  who  plan  to 
work  with  handicapped  people  (as  nurses,  therapists, 
social  workers,  etc.)  has  been  instituted  by  the  Greens- 
boro staff  of  the  Vocational  Rehabilitation  Division 
together  with  the  family  and  friends  of  T.  L.  McClellan 
following  his  sudden  death  on  October  13,  two  days 
after  his  election  as  president-elect  of  the  North  Caro- 
lina Rehabilitation  Association. 

The  fund  will  be  maintained  permanently,  and  con- 
tributions will  be  accepted  in  memory  of  McClellan 
as  well  as  other  workers  with  the  handicapped  desig- 
nated by  the  donors.  Such  contributions  will  be  held 
in  a  separate  fund  for  loan  to  needy  college  students 
who  maintain  a  C  average  in  preparing  to  work  with 
handicapped  people.  Students  will  be  expected  to  repay 
the  loans  at  6%  interest  when  they  secure  a  job. 

Donations,  like  membership  payments,  should  be 
sent  to  Howard  L.  Earp,  Membership  Chairman. 
Division  of  Vocational  Rehabilitation,  Department  of 
Public  instruction,  Raleigh,  N.  C.  27602;  or  Earl  Jen- 
nings, Membership  Co-Chairman,  Commission  for  the 
Blind,  Raleigh,  N.  C.  27607. 

Needy  students  may  be  referred  for  a  loan,  begin- 
ning with  the  fall  term,  1969. 


American  Industrial  Health  Conference 

The  1969  American  Industrial  Health  Conference 
will  be  held  April  21-24  in  Houston.  Texas,  with  head- 
quarters at  the  Shamrock  Hilton. 

This  medical-nursing  conference  is  comprised  of  the 
annual  meetings  of  two  sponsoring  organizations,  the 
Industrial  Medical  Association  and  the  American  As- 
sociation of  Industrial  Nurses. 

Further  information  about  the  conference  may  be 
obtained  by  writing  the  American  Industrial  Health 
Conference,  55  East  Washington  Street,  Chicago,  111. 
60602. 


programs  of  the  National  Center  for  Prevention  and 
Control  of  Alcoholism.  The  Center  was  established  in 
1966  to  stimulate  research  on  the  control  and  pre- 
vention of  alcoholism;  to  accelerate  communication 
and  application  of  research  findings  to  treatment  and 
preventive  activities;  to  encourage  the  development 
of  training  programs;  and  to  modify  public  attitudes 
toward  alcoholism  by  publicizing  scientific  knowledge 
through  an  expanded  program  of  education. 

The  Manpower  and  Training  Section  of  the  Center 
hopes  to  expand  training  opportunities  for  professional 
and  nonprofessional  personnel  in  the  approaches, 
methods,  and  potential  techniques  for  treatment  and 
prevention  of  alcoholism  and  the  rehabilitation  of  al- 
coholics and  their  families.  The  Center  also  encourages 
the  recruitment  of  students  into  the  future  manpower 
pool  of  persons  knowledgeable  about  alcoholism  from 
a  research  standpoint.  To  increase  training  opportuni- 
ties in  the  field  of  alcoholism,  the  Manpower  and 
Training  Section,  through  the  grant  program,  will  sup- 
port training  in  a  wide  variety  of  disciplines,  as  well  as 
conferences  and  demonstration  programs,  which  would 
exemplify  novel  training  situations  to  serve  as  future 
model  programs. 


National  Center  for  Prevention 
and  Control  of  Alcoholism 

The  purpose  of  this  announcement  is  to  outline  op- 
portunities   for   training    support   available    under   the 


The  Month  in  Washington 

Richard  M.  Nixon  will  take  over  as  Presi- 
dent pledged  to  oppose  national  compulsory 
health  insurance  and  federal  control  of  phy- 
sicians' fees.  Highlights  of  his  position  on 
health  care  issues : — 

Federal  role  in  medicine 

The  role  of  the  federal  government  in 
medicine  should  be  supportive,  never  domi- 
nating. It  should  serve  as  a  catalyst  and  sup- 
plement private  efforts  only  as  needed. 

Medicare 

Although  the  program  has  been  plagued 
by  financial  and  administrative  problems,  it 
offers  good  potential  if  wisely  administered. 

Medicare  must  provide  needed  services  at 
the  lowest  possible  cost.  The  program  could 
be  endangered  by  a  continuing  escalation 
of  costs. 

More  effort  is  needed  to  reduce  depend- 
ence on  costly  hospitalization  through  better 
use  of  extended  care  facilities  and  increased 
use  of  outpatient  care.  Also  needed  is  a  re- 
examination of  reimbursement  formulas  and 
experimentation  with  financial  incentives 
to  assure  that  the  program  encourages  ef- 
ficiency at  all  levels. 
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Medicaid 

I  favor  the  basic  philosophy  of  Medicaid — 
that  of  helping  medical  indigents  who  need 
aid  to  meet  medical  expenses.  Unfortunately, 
the  program  has  fallen  short  of  its  expecta- 
tions. .  .    . 

What  is  needed  is  a  careful  reassessment 
of   Medicaid,   especially   at   the   local    level, 
with  full  professional  guidance  and  emphasis 
on  advice  from  physicians. 
National  compulsory  health  insurance 

I  oppose  a  national  compulsory  health  in- 
surance program  because  I  do  not  want  to 
lower  the  quality  of  medical  care  in  the 
United  States.  Also,  new  health  programs 
should  be  geared  only  to  persons  in  need.  .  .  . 
Compulsory  area/wide  health  planning 

I  oppose  compulsory  areawide  health  plan- 
ning. We  can't  assure  communities  better 
health  planning  just  by  making  such  groups 
compulsory.  Areawide  planning  should  be 
left  to  state  and  local  determination. 
Federal  control  of  physicians'  fees 

I  oppose  federal  control  of  physicians' 
fees.  Our  system  is  an  open,  competitive 
market,  assuring  an  individual  the  preroga- 
tive of  setting  a  value  on  the  services  he 
performs.  I  would  be  as  opposed  to  infring- 
ing on  this  right  by  regulation  of  physicians' 
fees  as  I  would  be  to  regulating  fees  charged 
by  the  members  of  any  other  profession. 
Department  of  health 

As  President,  I  intend  to  establish  a  Com- 
mission on  Government  Reorganization  to 
study  thoroughly  ways  of  increasing  effi- 
ciency in  government  organization  as  well 
as  making  it  more  responsive  to  the  people. 
Mental  health 

We  must  develop  new  methods  of  treating 
the  mentally  ill.  .  .  . 
Tax  deductions  for  the  aged 

The  100%  income  tax  deduction  for  non- 
reimbursable drug  and  medical  expenses  of 
those  over  65  should  be  restored. 
Preventive  medicine 

Preventive  medicine  is,  in  my  judgment, 
both  an  opportunity  and  a  major  challenge 
to  medicine. 

Automated  mass  screening  programs 
would  seem  to  have  great  possibilities  even 
though  they  are  generally  still  in  their  in- 


fancy and  therefore  cannot  yet  be  gauged 
concerning  their  effectiveness  in  prevent- 
ing chronic  illness  and  reducing  deaths.  In- 
formation about  these  programs  is  still  in- 
adequate to  warrant  a  broad  federal  pro- 
gram. 
Hill-Burton  Act 

As  demand  for  hospital  facilities  increases, 
additional  funds  under  the  Hill-Burton  Act 
for  construction  and  modernization  of  such 
facilities  will  be  required  to  supplement  state 
and  local  efforts. 

To  assure  the  most  efficient  use  and  dis- 
tribution of  Hill-Burton  funds   ,a  proposal 
for  bloc  grants  in  this  area  should  be  con- 
sidered. 
Abortion  laws 

Nothing  should  be  done  on  the  federal 
level.  The  abortion  laws  should  be  considered 
by  each  state,  and  should  be  acted  upon  by 
each  state,  depending  upon  the  opinion  in 
that  state.  .  .  . 


In  Memoriam 

Robert  James  Reeves,  M.D. 
1897-1968 

The  members  of  the  Durham-Orange  Medical  Society 
were  saddened  by  the  death  of  Robert  James  Reeves 
on  February  24,  1968.  Doctor  Reeves  was  the  founder 
and  long-time  chairman  of  the  Department  of  Radiology 
at  Duke  Medical  School.  He  was  widely  known  and  loved 
as  a  consultant  and  teacher  throughout  the  state  and 
nation,  and  more  than  one  hundred  practicing  radio- 
logists received  a  part  or  almost  all  of  their  training 
under  his  direction. 

After  the  age  of  67,  Dr.  Reeves  continued  teaching 
and  consultations  and  maintained  his  life-time  interest 
in  fishing  and  hunting  until  shortly  before  his  death 
from  a  melanoma  dating-  to  1953.  He  was  active  as  a 
consultant  for  the  Armed  Services,  the  Atomic  Energy 
Commission  and  many  state  commissions,  and  was 
president  of  our  county  society  in  1964.  He  consistently 
supervised  or  supported  the  X-Ray  Department  of 
Lincoln  Hospital. 

Dr.  Reeves  was  a  Texan  through  his  education  at 
Baylor  Medical  School  and  his  internship.  His  formal 
training  in  radiology  was  at  the  Massachusetts  General 
Hospital  under  George  W.  Holmes,  and  he  was  an 
associate  of  Ross  Golden  at  the  Columbia-Presbyterian 
Medical  Center  before  coming  to  Duke  in  1930.  His 
memory  will  remain  in  the  hearts  of  those  who  knew 
him,  but  also  in  the  minds  of  future  residents  and 
trainees  in  radiology  who  will  make  use  of  the  library 
and  museum  named  for  him  by  a  society  formed  by  his 
grateful  residents. 
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He  is  survived  by  his  widow,  the  former  Gipsie 
Proctor  of  Durham,  and  two  daughters,  Mrs.  Elizabeth 
Leverton  and  Miss  Judith  B.  Reeves. 


Rufus  Henry  Temple,  M.D. 

Be  it  herewith  known  that  the  membership  of  the 
Lenoir-Greene-Jones  Medical  Society  collectively  and 
as  individuals  deeply  regret  the  passing  of  their 
colleague,  Rufus  Henry  Temple,  M.D. 

Rufus  Henry  Temple,  indeed,  was  known  to  col- 
leagues, to  his  patients,  and  to  the  community  as  a 
man  of  keen  intellect  and  with  superior  preparation 
for  his  specialty  of  internal  medicine.  His  skills  and 
achievements  in  this  field  were  broadly  recognized  by 
colleagues  and  patients. 

He  was  a  man  of  great  charm  and  warmth,  who  en- 
joyed the  friendship  of  people  of  all  walks  of  life.  He 
was  a  man  who  loved,  and  was  rightfully  proud  of,  his 
wife  and  four  exceptionally  brilliant  children.  He  as- 
sumed his  spiritual  responsibilities  by  being  a  member 
and  an  elder  of  the  Gordon  Street  Christian  Church. 
He  assumed  his  responsibilities  as  a  citizen  whenever 
and  wherever  the  opportunity  presented  itself. 

He  was  a  graduate  of  the  University  of  North  Caro- 
lina, School  of  Pharmacy  and  the  then  two-year  school 
of  medicine.  He  was  a  graduate  of  the  University  of 
Pennsylvania  School  of  Medicine.  His  loyality  and  de- 
votion to  the  University  of  North  Carolina  were  con- 
stantly expressed  by  his  services  to  the  University  as 
a  member  of  the  visiting  committee  to  the  Medical 
School  of  the  University  of  North  Carolina. 

The  Medical  Society  of  Lenoir-Greene-Jones  Counties 
wish  to  express  to  the  wife  and  children  of  Rufus 
Henry  Temple  their  sympathy  and  friendship,  and  wish 
to  assure  them  of  their  ever  presence  in  case  of  need 
or  counseling. 

It  is  the  wish  of  Lenoir-Greene-Jones  County  Medical 
Society  that  a  copy  of  these  resolutions  of  affection  and 
respect  for  Rufus  Henry  Temple  be  spread  upon  the 
minutes  of  the  Society,  that  a  copy  be  sent  to  the  family, 
and  to  the  local  papers  of  the  city. 
Rachel  Davis 

Chairman  of  the  Committee 
Lenoir-Greene-Jones  Medical  Society 


Classified  Advertisements 

Staff  Physician— 3  vacancies  on  psychiatric,  alcoholic, 
or  geriatric  and  nursing  care  services.  Salary  range 
$12,000-$21,000  with  state  fringe  benefits.  Contact  R.  L. 
Rollins,  Jr.,  M.D.,  Superintendent,  Dorothea  Dix  Hos- 
pital, Raleigh,  North  Carolina.  JASOND 

General  Practice  Equipment  for  Sale,  Including:  San- 
born No.  500  Visa  Cardiette  ECG,  Raethon  Micro- 
therm,  Leitz  Photometer  (40  Test),  GE  X-ray 
Machine  with  Dark  Room  Equipment,  Jones  BMR 
Machine,  Laboratory  Reagents  and  Glassware,  and 
Miscellaneous  Instruments.  Will  sell  individual  items 
or  complete  inventory.  For  complete  listings  and 
prices  contact:  Trust  Department,  Branch  Banking 
and  Trust  Company,  Kinston,  N.  C. 

Associate  Medical  Director,  Full-Time,  Interested  in 
Preventive  Medicine  for  a  Plant  of  a  Large  Corpora- 
tion Located  in  Winston-Salem,  North  Carolina,  With 
5,000  Shop  and  Office  Workers.  Generalist,  Internal 
Medicine  or  Occupational  Health  Background  Pre- 
ferred. Desirable  Age  30  to  45.  Salary  Commensurate 
With  Experience.  Box  790,  Care  of  NCMJ,  Raleigh, 
N.  C.  27602. 

"WANTED — General  Surgeon — eleven  man  multi-spe- 
cialty partnership — x-ray  facilities.  Adjacent  to  75 
bed  accredited  county  hospital  in  process  of  adding 
50  new  beds.  Fast  growing  area  with  variety  of 
recreational  opportunity.  Starting  salary  $2,000.00 
per  month  for  six  months.  Full  partnership  in  two 
years.  Incentive  factor  in  written  agreement  to 
compensate  higher  paying  specialties.  Excellent 
partnership  earnings,  paid  vacation,  sick  leave, 
post-graduate  study,  auto  expenses,  dues  and  jour- 
nals, disability  insurance,  retirement  benefits. 
Write  R.  M.  Thomas,  Manager,  Tarboro  Clinic, 
P.  O.  Box  40,  Tarboro,  N.  C." 

General  practice  for  sale.  8  room  modern  office  im- 
mediately adjacent  to  hospital.  Well  established, 
grossing  852,000  annually.  Will  introduce.  Lovely 
coastal  area.  Two  golf  courses,  beaches,  boating  and 
fishing.  $21,000  unfurnished.  Phone  457-6169  or  457- 
6294.  Contact  Dr.  N.  M.  Hornstein,  Box  488,  South- 
port,  N.  C.  52165-49. 
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A  DISABILITY  INCOME  POLICY  THAT  IS 

Guaranteed  Renewable  for  Your  Entire  Lifetime 


PREMIUM   ADJUSTMENT   ONLY   BY   CLASS 


lifetime  disability  income  for  members  of  the 
North  Carolina  Medical  Profession 

LIFETIME  SICKNESS  BENEFITS— LIFETIME  ACCIDENT  BENEFITS 

Pays  From  the  First  Day  of  Medical  Attention  During  Total  Disability  and  Total  Loss 
of  Time  Because  of  SICKNESS  or  ACCIDENT  Originating  After  the  Effective  Dates 
of  Coverages  and  For  As  Long  As  Total  Disability,  Total  Loss  of  Time  and  Regular 
Medical  Attention  Continue,  NOT  FOR  ONLY  26  WEEKS,  NOT  FOR  ONLY  52  WEEKS 

-  BUT   EVEN   FOR  YOUR  ENTIRE   LIFETIME ! 

House  Confinement  is  not  required  at  any  time  — 

Accidental    loss   of   hands,   feet,   eyesight    pays   monthly    benefits  — 
not   just  a    lump   sum. 

EXTRA   BENEFITS  —  Double   monthly   benefits  while   you   are   hospi- 
talized payable  for  as  long  as  three  months. 

Cash    benefits  for   accidental    death. 

Double    income    benefits    if    disabled    in    specified    travel    accident 
named   in   the    policy. 

OTHER  IMPORTANT  FEATURES  -  Waiver  of  Premium  Provision. 
Limited  Commercial  Air  Line  Passenger  Coverage.  No  Automatic 
Termination  Age   During    Policy    Period. 

THIS   POLICY  IS   GUARANTEED   RENEWABLE  -  AS   LONG   AS  YOU   LIVE  -  AS   FOLLOWS: 

You  will  always  have  the  right  to  renew  this  policy  by  paying  renewal  premiums  when  due. 

As  long  as  premiums  are  thus  paid,  the  Company  cannot  terminate  or  cancel  the  policy  nor  attach 
any  restrictive  rider  or  endorsement. 

The  Company  reserves  the  right  to  change  the  table  of  premium  rates  only  if  it  changes  the  rates 
on  all  policies  on  this  form,  for  all  persons  in  the  same  classification  and  residing  in  the  same  state. 


EFFECTIVE   DATES   OF  COVERAGES  -  EXCEPTIONS 


This  policy  covers  accidents  from  Noon  of  the  Policy  Date  and  s 
unless  specifically  excluded  —  except  —  it  even  covers  tuberculosi 
more  than   six   months   after   the    policy    date.   The    policy    does    n 


UNITED   INSURANCE   COMPANY  OF  AMERICA 

Guaranteed    Renewable    Disability    Income    Department 

301    East   Boulevard,   Charlotte   3,   North   Carolina    Q&&°3 

I    would    like    more    information    about    your    Guaranteed 
Renewable    plan    of    income    during    lifetime    disability. 
I    understand    I    will    not    be    obligated. 


ickness  originating  more  than  thirty  days  after  the  Policy  Date, 
s,  heart  disease  and  disease  in  the  female  organs  if  loss  occurs 
ot  cover,  and  the  premium  includes  no  charge  for  loss  which  is 
caused  by:  war  or  any  act  of  war;  while  in  military 
service  of  any  country;  suicide  or  attempted  suicide; 
insanity  or  mental  derangement;  pregnancy,  mis- 
carriage or  childbirth;  aeronautics  or  air  travel  other 
than  limited  commercial  air  line  passenger  travel; 
or  while  outside  the  United  States,  Canada  and 
Mexico  for  more  than  ninety  days  (unless  otherwise 
extended    by   rider). 

United  Insurance  Company  of  America 


Hama_ 


_Age_ 


Addr«s. 


or  attach   letterhead. 


Home   Office:   Chicago,   Illinois 

Mail  coupon  today  while 
you  are  still  healthy. 


(GK-l) 


